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It is Wednesday, 3:25 P.M. and your client, Alicia, is late.1 This is 
concerning for several reasons. It has been 2 months since she 
last overdosed on pills and alcohol, and she is still in the rocky, 
on-again, off-again relationship that triggered that emergency 
room visit. As worrisome, her self- cutting behavior is back. And 
there were several hang-up calls on your voice mail this morning. 
It could have been from her, but you are not sure. Was she trying 
to reach out? Is she OK? Is she back in the hospital? Or worse?

You have been treating Alicia for over a year. She has been 
through much, with many ups and downs, but you are impressed 
and touched by her tenacity and willingness to stay in therapy 
despite what it brings up for her. You know that connection is 
hard; her childhood was filled with violence, sexual abuse, and 
very little love, and she battles with fear, need, and emptiness— 
with you, with her partner, and, for that matter, with the rest of 
her world. In her desperation, Alicia does things that are obvi-
ously self- harmful. She self- injures, binge drinks, sometimes 
attempts suicide, and is episodically unfaithful to her partner, 
even though her relationship with that person is one of the most 
important things in her life.

There is no simple guidance for the clinician at times like this. Being 
a psychotherapist almost invariably means working with traumatized peo-
ple, some of whom endanger themselves in one way or another. Those 
who have been hurt in childhood, whether through abuse, neglect, invali-
dating environments, or insecure attachment, are at significant risk for 

1 All case examples presented in this book, including names and demographics, are 
fictional in their current form and are compiled from the stories and statements of 
multiple individuals.
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self- injury, suicidal behavior, risky sexual activities, bingeing and purging, 
and a host of other seemingly impulsive, compulsive, and/or addictive 
activities.

Not only are such behaviors self- endangering, they also seem con-
tradictory. Some people cut on themselves without suicidal intent, or 
attempt suicide but seem more in search of support or caring attention 
than actually wanting to die. Others pursue frequent but short-lived sex-
ual interactions that are unfulfilling and induce shame, or repeatedly 
eat beyond fullness, then purge through vomiting or laxatives. Some risk 
serious social consequences by shoplifting inexpensive items that they do 
not want or need. Some hit, lie, or cheat, when what they really want is to 
be cared for and to care for others in return.

This makes no obvious sense. Why would a person intentionally 
engage in life- threatening or self- defeating activities, especially when they 
lead to additional emotional pain and social alienation? Freud’s pleasure 
principle holds that humans are innately invested in pursuing pleasure 
and avoiding pain. If so, why do some people repeatedly do things that 
lead to negative outcomes rather than positive ones?

For mental health clinicians, the answer is obvious, albeit ultimately 
misleading: We are taught that chronically illogical behavior means 
psychopathology— people do these irrational things because there is 
something wrong with them; their behaviors are symptoms of a disorder. 
Once that is our conclusion, our next task is to decide which diagnosis to 
apply. The options are several: borderline or antisocial personality disor-
der? Or perhaps a conduct disorder, if the client is younger? Obsessive– 
compulsive disorder, or an impulse- control disorder? Maybe a behavioral 
addiction disorder?

Obviously, diagnosis can be part of our clinical task, and determin-
ing the proper DSM-5 (American Psychiatric Association, 2013) label for 
specific clinical presentations is often helpful. But diagnosis also can be 
recursive: We may define the disorder by referring to the behavior, and 
explain the behavior by referring to the diagnosis. For example, we may 
say that Alicia is “a borderline” because she self- injures, then explain her 
self- injury as being due to her borderline personality disorder. In this 
context, coming to a diagnostic conclusion about dysfunctional behavior 
may, at best, be a descriptive endeavor as opposed to an explanatory one. 
To say that self- injury is a borderline activity does not explain why Alicia 
cuts on herself, nor does it help us much to help her.

Another View

Fortunately, there is another perspective. Advances in trauma and attach-
ment psychology suggest that many seemingly dysfunctional behaviors 
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serve adaptive, if not homeostatic, functions, especially for those who 
were exposed to adversity in childhood. Based on this growing body of 
research, we will explore a reactive avoidance (RA) model that addresses 
activities ranging from self- injury to compulsive gambling— framing them 
not as manifestations of psychological illness but rather as attempts to dis-
tract, numb, block, or otherwise avoid distress associated with triggered, 
highly painful memories. From an RA perspective, such behaviors will be 
referred to as distress reduction behaviors (hereafter referred to as DRBs), as 
opposed to traditional terms such as acting- out, dysfunctional, self- defeating, 
or impulsive behaviors.

Although the principles of RA- focused treatment are formally intro-
duced in this book, few of the ideas presented here are brand new. Many 
have been adapted from well- established treatment approaches, ranging 
from psychodynamic psychotherapy and interpersonal therapy to dia-
lectical behavior therapy, mindfulness training, and exposure therapy. 
RA theory is also strongly influenced by several relatively new areas of 
research, including memory reconsolidation, inhibitory learning, sup-
pression effects, and the limits of exposure- based habituation. These 
approaches and findings, in turn, are integrated with philosophies that 
focus on increasing self- determination, empowerment, skills develop-
ment, and psychological growth, and that deemphasize pathology- based 
perspectives.

The RA model suggests that the goal of many so- called “maladaptive” 
behaviors is not self- destructiveness, but instead pain relief and, from the 
person’s perspective, emotional survival. These activities appear illogical, 
because their basis is internal, and therefore largely invisible to others. 
And their suddenness makes them seem impulsive, when, in fact, their 
rapid emergence has more to do with desperation— the need to quickly 
reduce emotional pain before it can overwhelm limited emotional regula-
tion skills and produce greater suffering.

A major advantage of a functional analysis of problem behaviors, in 
contrast to a solely diagnostic one, is that it more directly informs clinical 
practice. For example, if we could intervene in the actual psychological 
processes underlying risky sexual behavior or suicide “gestures”—whether 
by processing painful memories or by increasing emotional regulation 
capacity— we might be more effective than if we tried to treat broadly 
defined “borderline personality” or “conduct disorder” per se. To the 
extent that a functional analysis leads to specific interventions, the lat-
ter are less likely to pathologize or stigmatize, because they arise from a 
deconstructed perspective that views problem behaviors as reality- based, 
adaptive strategies, albeit ones that may require adjustment, updating, or 
replacement.

Notably, because the avoidance behaviors described in this book 
are typically side effects of unprocessed childhood trauma and early 
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attachment problems, the treatment philosophy and methods presented 
here, albeit focused on reducing harmful behavior, are ultimately directed 
toward these broader difficulties. This means that successful intervention 
in a given avoidance behavior usually reflects improvement in chronic 
trauma- and attachment- related phenomena in general. To the extent that 
this occurs, other signs of heightened well-being are likely to emerge as 
well.

One Size Rarely Fits All

Given the complex etiologies of the behaviors described in this book, dif-
ferent clients may require more of certain treatment components out-
lined here and less of others. The need to select or modify interventions 
as a function of the client’s background, history, and specific behaviors 
is not surprising. Our field is increasingly finding that the greater the 
complexity of what we seek to treat, the less likely one approach or tech-
nique will work for everyone, and the greater the need for case-by-case 
customization (Briere & Lanktree, 2012; Cloitre, 2015; Wagner, Rizvi, 
& Harned, 2007). For example, some clients might require even more 
attention to attachment- era memories and emotional regulation prob-
lems, whereas others might especially gain from processing later, explicit 
trauma memories and learning to manage triggered cognitive– emotional 
states. Some DRB- involved people initially present for treatment in mid- 
to older- adolescence and struggle with emergent developmental issues, 
whereas others seek therapy later in life, when such behaviors have 
become ingrained, automatic, and less directly related to childhood expe-
riences. Certain DRBs are more prevalent in one sex than another, requir-
ing interventions that take into account the unique social and historical 
experiences associated with different patterns of gender socialization.

The Sociocultural Context

Any modern treatment text, especially one focused on the effects of 
maltreatment, must take into account cultural differences and social 
inequality. Clients from different cultures, subcultures, genders, orienta-
tions, and socioeconomic backgrounds vary in their experience of—and 
responses to— childhood adversity (e.g., Fontes, 2005). Although many 
children in North American society are at risk of maltreatment, it is an 
unavoidable reality that institutionalized racism, sexism, homophobia 
and transphobia, and poverty increase the likelihood of child abuse and 
neglect (e.g., Arreola, Neilands, & Diaz, 2009; Klevens & Ports, 2017; 
Lanier, Maguire- Jack, Walsh, Drake, & Hubel, 2014), and are, themselves, 



 Introduction 5

broadly traumagenic (Briere, 1992; DeGruy, 2005; Pachter & Coll, 2009). 
This means that assessment of child maltreatment in DRB- involved indi-
viduals must not only delineate specific instances of trauma exposure but 
also take into account the cultural context in which such clients are living, 
and how social maltreatment impacts their lives at multiple levels. In this 
larger context, therapy also may have to address the childhood effects of 
social discrimination and marginalization as they affect the client’s life 
and motivate his or her survival responses (Briere & Lanktree, 2012).

Beyond Survival

The research and clinical perspectives outlined in this book suggests an 
empirically informed way forward for Alicia, one that supports her in 
doing what she is already trying to do: survive despite a multitude of 
triggers, memories, and overwhelming emotions. At the same time, RA- 
focused therapy ultimately requires more than “ just” survival. The cli-
ent is also encouraged to form a therapeutic relationship, even though 
relationships have been dangerous in the past; to feel and process what 
she has spent years avoiding; and to struggle against long-held patterns 
of behavior that, while immediately reinforcing, ultimately increase dan-
ger and produce greater suffering. As we will see, this path is not easy or 
simple, but it offers Alicia the possibility of not only safety but also greater 
empowerment and well-being.
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Roshawna is a 19-year-old woman who was brought to the emer-
gency room (ER) by paramedics following an overdose on 20 
Advils and eight Imodium tablets. She reports five previous ER 
admissions for suicidal or self- cutting behavior, two of which 
were in the last month, and a history of juvenile detentions for 
prostitution, shoplifting, and truancy. Previous medical records 
indicate, variously, diagnoses of major depression, polysubstance 
abuse, borderline personality disorder, posttraumatic stress dis-
order, and bipolar disorder. Roshawna describes having been 
sexual abused by her father from ages 4–12 years, and chroni-
cally neglected by her mother, including having been “kicked 
out” of her home as a 14-year-old, with no attention to her sub-
sequent safety or well-being. Previous admission records also 
describe a history of multiple sexual assaults by peers, although 
she currently denies any such experiences.

A review of the clinical literature reveals a number of seemingly 
dysfunctional or self- defeating behavior patterns, all of which are more 
common among those with childhood histories of abuse, neglect, and/or 
insecure attachment. Beyond problematic substance use and dissociation, 
which are considered separately, they include

•	 Intentional self- injury (Briere & Eadie, 2016)
•	 Triggered suicidal behavior (Hjelmeland & Knizek, 2010)
•	 Risky or compulsive sexual behavior (Vaillancourt- Morel et al., 

2015)

C H A P T E R  1

Reactive Avoidance 
and Risky Behavior
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•	 Food bingeing and purging (Rosenbaum & White, 2013)
•	 Compulsive gambling (American Psychiatric Association, 2013)
•	 Compulsive shoplifting (American Psychiatric Association, 2013)
•	 Reactive aggression (Fite, Raine, Stouthamer- Loeber, Loeber, & 

Pardini, 2009)
•	 Thrill- or sensation- seeking behavior (Harden, Carlson, Kretsch, 

Corbin, & Fromme, 2015)
•	 Compulsive skin picking and hair pulling (Stein et al., 2010)
•	 Fire setting (Blanco et al., 2010)
•	 Extensive preoccupation with Internet activities (Charlton & Dan-

forth, 2007).

Given the range of these behaviors, it seems unlikely that they share 
similar etiologies. Yet research and clinical experience suggest that mul-
tiple types of problem behavior tend to arise from the same processes, co-
occur in the same individuals, and have certain characteristics and func-
tions in common (Briere, Hodges, & Godbout, 2010; Goodman, 2008; 
Grant & Chamberlain, 2014; Hayes, Wilson, Gifford, Follette, & Strosahl, 
1996).

This overlap has led to several disorder- based theories concerning 
the development and maintenance of problematic or risky behavior. Spe-
cifically, activities such as self- injury, suicide attempts, angry outbursts, 
aggression, and compulsive sex, eating, or gambling have been linked in 
the clinical literature to one or more of three major psychiatric condi-
tions: borderline personality disorder (BPD), impulse- control disorder, 
and behavioral addiction, as well as, in adolescents, conduct and opposi-
tional defiant disorders. Although one might also include antisocial per-
sonality disorder in this list, that diagnosis focuses on less DRB- related 
problems, for example decreased empathy, callousness, lack of remorse, 
and an inflated sense of self (American Psychiatric Association, 2013)—
issues that, although also potentially related to childhood adversity, gen-
erally fall outside the purview of this book.

Borderline Personality Disorder

BPD has been described as “a pervasive pattern of instability of interper-
sonal relationships, self-image, and affects, and marked impulsivity begin-
ning by early adulthood and present in a variety of contexts” (American 
Psychiatric Association, 2000, p. 706). DSM-5 notes that BPD is charac-
terized by episodes of disinhibition and impulsivity, during which time 
the client engages in risk- taking or potentially self- damaging activities, 
generally in response to unwanted events or triggered emotional distress, 
largely without consideration of personal danger.
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Early descriptions of BPD stressed nonspecific “ego weakness” asso-
ciated with a “borderline personality organization,” in which there was 
significant reality distortion, immature and maladaptive defenses, and 
primitive or disorganized internal representations of self and others (e.g., 
Kernberg, 1975). Critical to classic formulations of BPD, and still present 
in some clinical approaches, was the idea that self- endangering behaviors 
reflect “acting out” of distressing unconscious material, and/or intentional 
manipulation to obtain nurturance, attention, or support from others 
(Kernberg, 1975). These behaviors were often attributed to the mother of 
the soon-to-be borderline’s client, who was thought to punish the client’s 
early attempts at separation and individuation, primarily by withdrawing 
attention and affection (Mahler, Pine, & Bergman, 1975; Masterson & Rins-
ley, 1975). Such deprivation was hypothesized to lead to later, often desper-
ate, attempts to avoid abandonment in close relationships.

In contrast, recent research increasingly documents the role of child 
maltreatment and child– caretaker attachment disturbance— rather than 
maternal punishment of autonomy— in the development of BPD (e.g., 
Ball & Links, 2009; Godbout, Daspe, Runtz, Cyr, & Briere, 2018; John-
son, Cohen, Brown, Smailes, & Bernstein, 1999; Scott et al., 2013). The 
growing realization that BPD may arise, in part, from early abuse and 
neglect has led various clinicians and researchers to suggest that BPD 
may be equivalent to Herman’s (1992a) complex posttraumatic stress disorder, 
a trauma syndrome that involves similar symptoms, including emotional 
dysregulation, easily activated childhood memories, and triggered DRBs 
(Cloitre, Garvert, Weiss, Carlson, & Bryant, 2014; Ford & Courtois, 2014).

Despite some similarities, however, these models are likely not equiv-
alent (Cloitre et al., 2014), and neither (especially BPD) appears to fully 
explain the breadth and etiology of risky behaviors in maltreated indi-
viduals (for further discussion, see Briere & Scott, 2015; Cloitre et al., 
2014; Ford & Courtois, 2014). Furthermore, the diagnosis of BPD, itself, 
is the subject of considerable methodological and theoretical debate (e.g., 
Dahl, 2008; Lewis & Grenyer, 2009; New, Triebwasser, & Charney, 2008; 
Paris, 2007), with some questioning whether it represents a unique disor-
der, or is, rather, a heterogeneous collection of symptoms and problems 
that overlap with other disorders— including those related to trauma and 
attachment disturbance (e.g., Akiskal, 2004; Briere & Rickards, 2007; 
Cloitre et al., 2014; Kulkarni, 2017; Paris, 2007).

Whatever the ultimate validity of BPD as an explanation for DRBs 
and related avoidance responses, empirically based challenges to early 
models of BPD have encouraged new treatment approaches. For example, 
recent evidence- based treatments no longer emphasize the need to “work 
through” client transference, projections, and split-off internal repre-
sentations, as advocated by some psychoanalytic writers (e.g., Kernberg, 
1975; Masterson, 1975; Stone, 2006). Instead, current treatments for BPD 
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tend to involve interventions that focus on relational processing of early 
memories, emotional regulation training, cognitive- behavioral treat-
ment of specific symptoms, and, in some cases, psychiatric medications 
(e.g., Choi-Kain, Finch, Masland, Jenkins, & Unruh, 2017; Lieb, Zanarini, 
Schmahl, Linehan, & Bohus, 2004). Importantly, borderline “acting- out” 
behaviors are more likely to be seen as coping strategies in the face of trig-
gered distress than as ego- defensive or manipulative activities.

Whither BPD?

The relationship of this book to research and writing on BPD is complex. 
On the one hand, DRBs, and other avoidance responses such as disso-
ciation and problematic substance use, are commonly among those with 
this diagnosis, and one of the most rigorous and empathic approaches 
to DRBs available to date— dialectical behavior therapy (DBT; Linehan, 
1993, 2014)—is a treatment for BPD. On the other hand, many (probably 
most) of those who engage in DRBs do not meet diagnostic criteria for 
BPD, and not all people diagnosed with BPD are equally prone to DRBs 
(e.g., Bracken- Minor & McDevitt- Murphy, 2014; Brickman, Ammerman, 
Look, Berman, & McCloskey, 2014; Paris, 2007; Turner et al., 2015). The 
lack of a one-to-one concordance between BPD and DRBs can also be 
seen in their respective rates in the general population. For example, 
whereas self- injury, alone, has a prevalence rate of 6–20% (Briere & Gil, 
1998; Klonsky, 2011) the rate of BPD is approximately 1–2% (ten Have et 
al., 2016).

Given this variability, DRBs should not be considered a specific 
symptom or pathognomonic indicator of BPD. Although the subjects of 
this book may self- injure, binge and purge, and engage in compulsive 
sexual behavior, they do not necessarily “have” the other symptoms and 
difficulties thought to be associated with BPD, whether idealization– 
devaluation, splitting, identity disturbance, black-and-white thinking, or 
boundary confusion (e.g., American Psychiatric Association, 2001). In 
fact, it is unlikely that DRB- involved individuals can be characterized by 
any single diagnosis, BPD or otherwise. To the extent that most people 
who engage in DRBs do not meet diagnostic criteria for BPD, borderline- 
focused interventions may not always be appropriate.

Impulse‑Control Disorder(s)

The notion of impulse- control problems, reified in DSM-5 as disrup-
tive, impulse- control, and conduct disorder diagnoses, is based on the idea 
that some people have insufficient abilities to control their urges and 
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impulses, and thus behave in ways that nondisordered people would not. 
Such activities are generally categorized as risky to others or to oneself, 
and tend to violate social norms.

Behaviors often described in the psychiatric literature as involving 
inadequate impulse control, not all of which are listed as such in DSM-5, 
include aggressive outbursts, problematic or compulsive sexual behavior, 
compulsive hair pulling, repetitive fire setting, and impulsive stealing, 
as well as compulsive shopping and gambling. Because the “impulse- 
control” rubric is more descriptive than theoretically based, interventions 
are generally eclectic, focusing on treating the symptoms behaviorally 
(e.g., through emotional regulation skills development) or altering the 
neurochemistry of the response through psychiatric medication (Grant 
& Leppink, 2015).

There is nothing especially problematic about this model as a descrip-
tive enterprise, except that it (1) can represent the medicalization of psy-
chosocial problems, and (2) holds that DRBs arise due to inadequate neu-
rological or psychological control, as opposed to the magnitude of the 
emotions that are to be controlled. For example, an individual who has a 
strong behavioral avoidance response to triggered memories of horrific 
trauma may not necessarily be suffering from impulse- control problems 
as much as responding to an internal state that most people would not be 
able to regulate. A reactive avoidance (RA) perspective, although also con-
cerned with the development of emotional regulation capacities, equally 
highlights the role and strength of triggered memories and attachment 
schema. In such cases, it may be as important to help the client desensitize 
and process painful memories as it is to control what, for the client, has 
become uncontrollable.

Behavioral Addictions

As described by Grant, Potenza, Weinstein, and Gorelick (2010),

the essential feature of behavioral addictions is the failure to resist an 
impulse, drive, or temptation to perform an act that is harmful to the 
person or to others. . . . The repetitive engagement in these behaviors 
ultimately interferes with functioning in other domains. In this respect, 
the behavioral addictions resemble substance use disorders. (p. 234)

Typical behaviors thought to be behavioral addictions include all of 
the activities described previously that can be seen as similar to substance 
use, except that they are referred to, for example, as “sex addiction,” 
“food addiction,” or “Internet addiction.” The primary concern with this 
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model is the assumption that all these behaviors necessarily share “com-
mon neurobiological processes” with one another, or, for that fact, sub-
stance addiction (Grant et al., 2010, p. 235).

Proponents of this model suggest that, like use of certain psychoac-
tive substances, overinvolvement in euphoria- producing behaviors floods 
the pleasure circuitry of the brain (especially in the nucleus accumbens 
and orbito- frontal cortex) with dopamine and related neurotransmitters 
(Grant et al., 2010; Jentsch & Taylor, 1999; Volkow & Fowler, 2000). This 
process is highly reinforcing, leading to repetitive use of these behaviors 
to produce ongoing pleasure. Unfortunately, repeated activation of dopa-
minergic circuits leads to tolerance, as the brain responds to high levels of 
these neurotransmitters by down- regulating the associated receptor sites. 
As a result, the individual has to engage in more and more “addictive” 
activities to gain the same level of pleasure or well-being.

Although this research may partially explain why certain activities 
(e.g., problem gambling) are reinforced and can escalate over time, they 
are less informative about less overtly pleasurable behaviors, such as 
chronic self- injury, “impulsive” aggression, or repetitive suicide attempts. 
They also cannot explain why some individuals seem to become high-
jacked by these brain dynamics, while others do not, or the absence of 
obvious withdrawal or tolerance effects among some so- called behavioral 
addictions, for example, compulsive sexual behavior or binge eating).

Perhaps most importantly, the addiction model has relatively little to 
say about the role of the most frequent correlates of so- called “addictive” 
behaviors: childhood abuse and neglect, attachment disturbance, high 
levels of emotional distress, and underdeveloped emotional regulation 
capacities.

Conduct and Oppositional Defiant Disorders

A final set of diagnosis commonly applied to those involved in DRBs 
are oppositional defiant and conduct disorders (ODD and CD, respec-
tively), usually given to adolescents (as well as children) who routinely 
challenge authority and get “in trouble” on a regular basis. In the case 
of ODD, this can involve angry outbursts, frequent and intense argu-
ments, interpersonal “vindictiveness,” and “defiant” behavior in the face 
of authority (American Psychiatric Association, 2013). In CD, there may 
be more extreme rule breaking, physical aggression, fire setting, compul-
sive stealing, problematic sexual activity, and other “antisocial” behav-
iors (American Psychiatric Association, 2013). As predicted by the RA 
model, both ODD and CD have been linked to child maltreatment and 
attachment disturbance (American Psychiatric Association, 2013; Theule, 
Germain, Cheung, Hurl, & Markel, 2016), and ODD is commonly linked 
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to emotional dysregulation (e.g., Cavanagh, Quinn, Duncan, Graham, & 
Balbuena, 2017).

Notably, because ODD/CD diagnoses are often applied in the face of 
“bad” behavior, they run the risk of pathologizing responses that are actu-
ally socially or adversity based. Further, many behaviors considered symp-
tomatic of these disorders (e.g., angry outbursts, “impulsive” aggression, 
fighting, problematic sexual behavior, or stealing) may be more accurately 
seen as DRBs arising from easily triggered trauma memories or insecure 
attachment schema that are evoked in the context of impaired emotional 
regulation capacities. From an RA perspective, the treatment of ODD/
CD may be most fruitful when it does not rely on external behavioral con-
trol or incarceration, but rather addresses the effects of child abuse and 
neglect and teaches emotional regulation and trigger management skills.

A Functional Analysis

Although all four of these diagnostic perspectives are helpful in under-
standing the inherent contradiction of repetitively engaged self- or other- 
endangering activities, most tend to overlook the distress reducing or 
compensatory aspects of such behaviors. In contrast, recent research— as 
well as the self-help literature, client disclosures during therapy, and lay 
postings on, for example, self- injury or compulsive gambling websites— 
indicate that most individuals who engage in these activities find them 
useful in reducing painful emotions, thoughts, and memories.

A focus on the specific reasons for problematic activities is important, 
because a greater understanding of exactly why people do such things can 
help the clinician to (1) target the true etiologies of problematic behavior; 
(2) avoid pathologizing, patronizing, or stigmatizing clients based on the 
seeming illogic of what they do under stress; and (3) provide explana-
tions for otherwise impulsive or addictive behaviors that make intuitive 
sense to clients, thereby increasing their “buy-in” for specific treatment 
interventions.

Calling on several decades of research on the phenomenology and 
functions of behavioral avoidance (e.g., Briere, Hodges, & Godbout, 2010; 
Hayes, Luoma, Bond, Masuda, & Lillis, 2006; Linehan, 1993; van der Kolk, 
Perry, & Herman, 1991; Zeidner & Endler, 1996), this book introduces the 
RA model. This perspective does not consider self- injury or risky sexual 
behavior, for example, to necessarily be pathognomonic evidence of a 
medical or mental disorder, an addiction, or a borderline personality orga-
nization, but rather, as an adaptive— albeit often problematic— avoidance 
strategy. Importantly, RA interventions tend to focus on developing or 
increasing the client’s strengths, capacities, and emotional survival skills, 
rather than her presumed deficits or psychological illness.
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The RA Model

From an RA perspective, many of what are considered maladaptive, dys-
functional, or self- defeating behaviors represent the individual’s attempt 
to do what we would want him to do—to persevere despite sometimes 
great emotional pain, and to problem- solve rather than passively endure 
distress. These activities are reformulated in this book as DRBs, a more 
specific version of what was previously referred to as “tension reduction 
behaviors” (e.g., Briere, 1996; Briere & Scott, 2014). DRBs are viewed as 
immediately enacted avoidance responses to triggered distress and chal-
lenged emotional regulation capacities that, although somewhat effective, 
have significant longer- term downsides.

The idea of functional avoidance is not the sole province of RA; 
related perspectives are found in, for example, acceptance and commit-
ment therapy (ACT; Hayes, Strosahl, & Wilson, 2012) and DBT (Linehan, 
1993). However, the RA model calls more directly on attachment and 
trauma theory, focuses extensively on trigger management, and devotes 
considerably more attention to emotional processing of both implicit and 
explicit memories.

Posttraumatic Stress and Dysphoria

The current trauma literature offers several principles that are relevant 
to the etiology and, ultimately, treatment of DRBs. The first is that expo-
sure to upsetting events, especially those that overwhelm existing emo-
tional regulation capacities, can create recurrent unwanted memories 
and enduring painful emotions. These posttraumatic states include intru-
sive recollections and flashbacks, hyperarousal, overwhelming anxiety, 
depression, and anger (American Psychiatric Association, 2013) and, in 
some cases, powerful feelings of shame, guilt, emptiness, and self- hatred 
(Herman, 1992a,1992b). Although any highly adverse experience in life 
can likely produce these outcomes, they are most powerfully associated 
with complex trauma exposure, typically involving multiple forms of child 
abuse and neglect, often in the context of additional victimization experi-
ences in adolescence or adulthood (Briere & Lanktree, 2012; Cloitre et al., 
2009; Courtois & Ford, 2015; Herman, 1992a).

The second principle is that when faced with overwhelmingly nega-
tive internal states, people almost always turn to some form of avoidance 
as a coping response. In general, there are two types of trauma- related 
avoidance. The first, effortful avoidance, involves attempts to avoid stimuli 
that otherwise might trigger distressing memories, thoughts, or feelings 
associated with adverse events (American Psychiatric Association, 2013). 
For example, a traumatized person might avoid certain people, places, sit-
uations, or conversations that would activate painful memories of a past 
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trauma. These responses are technically part of Criterion “C” of PTSD 
as described in DSM-5, but they are also found in many trauma survivors 
who do not meet criteria for a formal stress disorder.

The second, RA, involves the activities described in this book. They 
do not involve avoiding triggers, but, instead, are evoked in response to 
triggered posttraumatic distress and dysphoria. Some of these activities 
have been described as avoidance coping (Zeidner & Endler, 1996) or 
experiential avoidance (Hayes et al., 1996) in the literature, because they 
are invoked to decrease awareness of painful internal states, potentially 
allowing continued functioning in the face of significant emotional dis-
tress.

Functions of DRBs

Research and clinical experience (e.g., Briere & Gil, 1998; Dvir, Ford, 
Hill, & Frazier, 2014; Klonsky, 2007; Yates, 2004) suggests that DRBs typi-
cally pull attention or awareness away from emotional distress by provid-
ing one or more of the following:

•	 Distraction from painful internal states
•	 Self- soothing
•	 Distress- incompatible experiences
•	 Momentary interpersonal connection
•	 Displacement of negative internal experiences
•	 Communication of emotional distress in the face of desperation or 

social disconnection
•	 Relief from unwanted numbing or dissociation
•	 Self- punishment as a way to reduce guilt or shame
•	 An increased sense of control.

It might appear, then, that trauma and posttraumatic stress explain 
the existence of DRBs. Trauma can produce great distress, which then 
motivates activities that distract, soothe, or otherwise reduce awareness 
of emotional pain. There is empirical support for this possibility: As noted 
earlier, all of the DRBs described in this book are more prevalent among 
trauma survivors than others, and interventions that address traumatic 
stress are known to provide some assistance to individuals who engage in 
unsafe or problematic behaviors (e.g., Resick, Nishith, & Griffin, 2008).

However, there are significant problems associated with a trauma- 
only perspective on DRBs. First of all, not all people involved in self- 
injury, risky sexual activities, or binge eating, for example, report trauma 
histories (e.g., Linehan, 1993; Zanarini et al., 1997), and not all of those 
exposed to trauma exhibit significant negative effects (Bonanno, 2004), 
let alone engage in DRBs. In addition, treatment approaches that address 
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trauma- related distress are not always especially helpful in the treatment 
of DRBs, either because trauma per se is not the only, or the most critical, 
issue (e.g., Linehan, 1993), or because, as described in Chapter 8, other 
factors interfere with trauma processing.

One hint that we may have to look beyond trauma alone comes from 
research indicating that not all prior adverse events correlate equally with 
adolescent or adult difficulties, including problem behaviors. Instead, 
most studies indicate that early trauma, especially child abuse, is more 
likely than later traumas to be associated with adult symptoms and prob-
lems (Briere & Rickards, 2007; Messman- Moore, Walsh, & DiLillo, 2010; 
Zlotnick et al., 2008). Furthermore, when studies include child neglect or 
caretaker disengagement as potential etiological factors, these phenom-
ena tend to predict DRBs even more than do physical, psychological, or 
sexual abuse (Briere & Eadie, 2016; Briere, Runtz, Eadie, Bigras, & God-
bout, 2017).

This raises a question: Why do early traumas matter more in the 
prediction of symptoms and problematic behaviors than later ones, and 
why is childhood emotional neglect at least as predictive of DRBs as child 
abuse, when neglect— although strongly associated with a range of psycho-
logical difficulties (Briere, Godbout, & Runtz, 2012; Hildyard & Wolfe, 
2002)—is not generally defined as a trauma (American Psychiatric Asso-
ciation, 2013)?

Attachment‑Related Difficulties

The answer may partially reside in what developmental psychologists 
and clinicians refer to as parent– child attachment. Attachment theory 
proposes that early caretaker responses to the child interact with the 
child’s inborne biological systems to determine the extent to which prox-
imity and connection (attachment) can occur. When the caretaker(s) is 
attached, attuned, nonviolent, and caring, the child can perceive safety, 
develop positive expectations of others, and learn important relational 
skills (Bowlby, 1988). Attachment theory further suggests that it is dur-
ing the early attachment period that children first learns how to regulate 
their emotions and to develop a stable sense of self (Bowlby, 1973, 1977).

When caretaker responses to the child are characterized by abuse, 
rejection, loss, and/or emotional unavailability, however, insecure attach-
ment is more likely (Baer & Martinez, 2006). In such instances, the child 
may not learn skills that otherwise would support the development and 
maintenance of secure relationships with others. Instead, he may gener-
alize from early experiences of loss, lack of attunement, betrayal, or vio-
lence, and make incorrect, often blanket assumptions about the danger-
ousness of others in close relationships (Bowlby, 1988; Simpson & Rholes, 
1998).
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Attachment- related problems may be, in fact, the largest 
contributions— along with trauma— to the development of DRBs in ado-
lescents and adults. Those who have negative attachment experiences are 
often subject to a host of painful memories, not only those involving classi-
cal trauma but also intrusive sensory and nonverbal recollections of early 
caretaker rejection, abandonment, or disengagement (e.g., Stern, 1985). 
As a result, it is not only traumatic stress that produces DRBs but also 
sensitivity to current relational stimuli (e.g., perceived rejection, betrayal, 
or nonresponsiveness) that trigger painful memories of early attachment 
disturbance. Thus, for example, the client with abandonment concerns or 
“authority issues” may perceive emotional unavailability or criticism in a 
current relationship, which then trigger powerful emotions and thoughts 
associated with early maltreatment or neglect, motivating seemingly out-
of- proportion and problematic coping responses, including DRBs.

We may still not have enough information, however, to explain why 
some individuals engage in repetitive DRBs. As noted, there are many 
individuals who have experienced childhood trauma and/or attachment 
disturbance, who suffer as a result, yet do not engage in problematic avoid-
ance responses, or who terminate such activities once their disadvantages 
become apparent. In order to complete this picture, there must be some 
phenomenon that mediates between triggered trauma/attachment mem-
ories and subsequent behavior— something that explains why one person 
might be triggered by current relational stimuli but not engage in DRBs, 
whereas another person would quickly turn to such behaviors.

Emotional Dysregulation

Research in the last decade or so suggests that this mediating variable is 
emotional regulation capacity (e.g., Briere et al., 2010; Dvir et al., 2014; 
Tull, Barrett, McMillan, & Roemer, 2007; Schore, 1994). Trauma or neglect 
early in life, especially when it produces attachment disturbance, is associ-
ated with later difficulties in tolerating and down- regulating painful emo-
tional states (Levy, Johnson, Clouthier, Scala, & Temes, 2015). Although 
the reasons for this are not fully known, it is hypothesized that the unloved 
or maltreated child finds himself in an “emotional emergency”: Contin-
ued abuse and/or neglect engenders high emotional distress, which must 
be addressed in order for the child to maintain homeostasis and ongoing 
functioning. But especially when these adversities occur early in life, the 
child may have insufficient psychological capacity to effectively reduce 
pain and dysphoria. In this overwhelming circumstance, the development 
of emotional regulation skills may be extremely difficult— in some sense 
akin to trying to learn how to swim while one is drowning.

Recent research also suggests that early trauma or neglect may 
reduce the brain’s capacity to regulate stress, primarily by altering the 
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functions of the hypothalamic– pituitary– adrenal (HPA) axis (Tarullo & 
Gunnar, 2006; Van Voorhees & Scarpa, 2004). When this dysregulated 
neurobiology is sustained, chronic emotional dysregulation typically 
results, leading to a nervous system that is more easily overwhelmed by 
distress (Schore, 2000).

Whether psychological or biological in nature, reduced emotional 
regulation capacity means that the formerly abused or neglected person 
is less able to tolerate— let alone regulate— painful internal experiences. 
This compromised capacity can easily lead to a reliance on avoidance 
strategies, whether “defensive exclusion” (Bowlby, 1988), in which the 
child reduces her awareness of psychological threats from caretaker(s), 
or later DRBs, in which the individual more generally learns to manage 
distress through seemingly “impulsive” or “maladaptive” behaviors (Sch-
reiber, Grant, & Odlaug, 2012).

Activation–Regulation Balance

Summarizing the literature, it appears that triggered memory- related dis-
tress and insufficient emotional regulation are often both necessary in 
order for DRBs and other avoidance behaviors to occur at problematic 
levels. Importantly, neither distress nor inadequate emotional regula-
tion capacity, alone, is usually sufficient to motivate clinically significant 
DRBs. For example, an individual might have a painful childhood history 
but have sufficient emotional regulation skills to keep from being over-
whelmed by memories, and thus not need DRBs. Similarly, although less 
common, a person might have diminished emotional regulation capaci-
ties, but have a relatively benign childhood history, and therefore little 
potential for triggered distress, which would also result in an absence of 
DRBs.

Taken together, this research suggests that it is the balance between 
level of triggerable distress and existing emotional regulation capaci-
ties that determines whether an individual is internally overwhelmed 
and has to turn to DRBs. Throughout this book, this is referred to as 
the activation– regulation balance, a construct that will be called upon to 
explain not only avoidance behaviors but also the degree to which DRB- 
involved clients can tolerate exposure- based interventions.

The Integrated Model

In summary, the RA perspective suggests that a cascade of events lead 
to the development of DRBs and other problematic avoidance behaviors. 
This process may proceed as follows:
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•	 The child is exposed to complex childhood traumas involving some 
combination of abusive, neglectful, and disengaged parenting.

•	 These negative experiences produce easily- triggered memories 
and associated emotional pain.

•	 In combination with genetic and neurobiological factors, this 
chronic and often unpredictable distress disrupts the natural 
parent– child attachment process, which generally requires envi-
ronmental safety and stability.

•	 Subsequent insecure attachment and, potentially, dysregulated 
neurocircuitry precludes the development of emotional regulation 
capacities.

•	 When the (now older) person encounters stimuli in the current 
environment that are reminiscent of early adverse experiences— 
whether perceived rejection or lack of attunement, or more frank 
experiences of betrayal, abandonment, or maltreatment— she is 
triggered into childhood- era emotional distress.

•	 This emotional distress may be overwhelming or not, generally 
based on the client’s activation– regulation balance.

•	 When the activation– regulation balance tilts toward overwhelming 
distress (i.e., when emotional pain exceeds available emotion regu-
lation skills and neurobiology), the person is motivated to quickly 
(seemingly impulsively) invoke DRBs.

See Figure 1.1 for a graphical representation of this process.
Notably, all aspects of this model are supported in the attachment 

and/or trauma literature, whether it is the role of childhood trauma and 
neglect in DRBs (e.g., Homma, Wang, Saewyc, & Kishor, 2012), the addi-
tional importance of attachment disturbance in this process (e.g., Tatnell, 
Kelada, Hasking, & Martin, 2014), or the contributions of emotional dys-
regulation or intolerance in the etiology of maladaptive avoidance (e.g., 
Briere et al., 2010; van der Kolk, 1996).

Trigger Chaining

In some cases, triggering may be more complicated than described above. 
For example, a current adverse event (e.g., an assault) may lead to feelings 
(e.g., shame or anger) that then trigger recollections of a previous trauma 
(e.g., child sexual abuse) in which similar emotional reactions were pres-
ent and encoded. When this occurs, RA theory refers to trigger chains: A 
cognitive or emotional response to a current event or stressor can serve 
as a stimulus that triggers similar emotional memories of one or more 
previous traumas. In the case of complex trauma, in which there are mul-
tiple traumas and, often, multiple painful attachment memories, there 
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Complex trauma exposure in early childhood
(abuse, neglect, disengagement, disattunement)

Painful memories Immediate distress

Susceptibility to triggers in early environment

Triggers    Triggered distress

Disrupted/insecure attachment

Inadequate emotional regulation skills development

New triggers Overwhelming distress

DRBs

Genetics/neurobiology

FIGURE 1.1. DRB development.
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may be an extensive trigger chain: Thoughts/emotions associated with 
event 1 may trigger thoughts/emotions associated with event (or attach-
ment experience) 2, which triggers thoughts/emotions associated with 
event or attachment experience 3, and so on. This is likely an explana-
tion for why some individuals with a history of many traumas and attach-
ment breaches have especially dramatic reactions to current stressors, 
ranging from more severe and complex outcomes (Briere, Kaltman, & 
Green, 2008; Cloitre et al., 2009) to greater risk of PTSD (Briere, Agee, 
& Dietrich, 2016; Karam et al., 2014). In fact, it appears that most trau-
matic stress disorders occur in the context of a history of multiple prior 
traumas; despite previous DSM criteria (American Psychiatric Associa-
tion, 2000), it is surprisingly uncommon for them to arise from a single 
stressor alone (e.g., Briere, Agee, & Dietrich, 2016; Briere, Dias, Semple, 
Godbout, & Scott, 2017; Karam et al., 2014). In many cases, those with 
cumulative trauma and attachment disturbance suffer from insufficient 
emotional regulation capacities and experience a plethora of different 
triggered emotional responses to a range of previous adversities. As these 
emotions accumulate, interact, and trigger one another, the likelihood of 
a DRB increases.

Other Factors

Although triggered attachment or trauma memories are strongly impli-
cated in the development of DRBs, there are additional phenomena that 
also can lead to problematic behaviors. These include not only the neu-
robiological aspects described earlier but also developmental disorders, 
such as autism, that motivate self- injury or related behaviors (Samson, 
Wells, Phillips, Hardan, & Gross, 2015), psychotic delusions or hallucina-
tions that encourage harmful behaviors (Shawyer, Mackinnon, Farhall, 
& Copolov, 2008), and social systems or families that are highly stressful 
and demand perfection or aggression as problem- solving strategies (e.g., 
Butler, Lee, & Gross, 2007; Krahé, 2013). In some of these cases (e.g., 
autism), altered neurobiology may reduce emotional regulation capacities 
and lower the threshold for overwhelming distress (Mazefsky et al., 2013); 
in others, a mental disorder (e.g., schizophrenia or another psychotic dis-
order) may produce frightening internal states that overwhelm existing 
emotional regulation capacities (Lu, Mueser, Rosenberg, Yanos, & Mah-
moud, 2017) or involve command auditory hallucinations to self-harm 
(Rogers, Watt, Gray, MacCulloch, & Gournay, 2002). For this reason, it is 
important that applications of the RA model include attention not only to 
attachment and trauma dynamics but also biological and social systems 
that impact the DRB- involved individual.
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Based on the RA model described in Chapter 1, we review here a number 
of specific DRBs commonly seen among older adolescents and adults who 
were maltreated as children and/or were unable to form a secure attach-
ment with their caretakers. Although the list is long, these responses tend 
to have several qualities in common:

•	 All have been implicated in the scientific or clinical literature as 
avoidance mechanisms, thought to operate by diverting attention 
away from painful emotions, “blocking” unwanted memories, pro-
viding distress- incompatible feelings, reducing unwanted dissocia-
tion, or otherwise altering awareness of painful internal states.

•	 Generally, these DRBs are triggered by phenomena in the person’s 
current environment (e.g., perceived rejection or danger) that are 
reminiscent of early adverse events or processes; rarely do they 
occur in response to steady- state dysphoria alone.

•	 The presence of one or more DRBs often signals problems with 
emotional regulation. In such cases, even seemingly lower levels of 
triggered distress may overwhelm emotion regulation capacities, 
leading to DRBs that can appear “out of proportion,” “excessive,” 
or “overreactive.” It is important to note that these social or clini-
cal judgments are inaccurate: When distress exceeds capacity to 
regulate distress, it is, by definition, overwhelming—irrespective of 
how minor it may appear to others.

C H A P T E R  2

An Overview of Specific  
Distress Reduction Behaviors
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•	 Clinical experience suggests that DRBs are often, although not 
inevitably, cyclic:
|| The individual encounters an interpersonal stimulus in the cur-
rent environment that is reminiscent of childhood trauma or 
attachment difficulties, which triggers intrusive and painful 
memories from the past.
|| When these states are intolerable, the person engages in a DRB 
as a way to reduce distress.
|| Unfortunately, DRBs are only temporarily effective and do not 
permanently eliminate the individual’s painful emotions or neg-
ative thoughts, including shame, nor do they alter the presence 
of triggers in the environment. Furthermore, the DRB itself may 
produce additional dysphoria, shame, or guilt.
|| Avoidance responses such as DRBs can trigger suppression effects 
(see Chapter 6). Attempts to avoid thoughts, feelings, and memo-
ries, even when superficially successful, often lead to later, even 
more intense, intrusions of the suppressed thoughts, feelings, or 
memories (Briere, 2015).
|| Because nothing has actually changed as a result of the DRB, 
except that shame and guilt may have increased, and suppres-
sion effects may be in play, more DRBs may soon be necessary.
|| As a result, DRBs tend to reoccur and even accelerate over time. 
This cycle is presented graphically in Figure 2.1.

Major DRBs

Presented below are the most common forms of RA, although this list is 
not exhaustive. In fact, almost any behavior can be a DRB, to the extent 
that it is used to reduce awareness of triggered internal distress in the 
absence of sufficient emotional regulation capacity.

Self‑Injurious Behavior

Dimitri began cutting on himself at age 13, first scratching his 
wrists with paper clips and broken glass after conflicts with 
his parents. He soon discovered that self- injury dramatically 
reduced his angry and anxious feelings, especially when he cut 
rather than scratched himself. By age 16, Dimitri was lacerat-
ing his inner arms and legs with razor blades several times a 
week, typically whenever he experienced guilt, shame, rejec-
tion, or criticism. He recently wrote in an essay for his fresh-
man English class that “when the blade goes in, the pain goes 
out.” Dimitri was psychologically and physically neglected by his 
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drug- addicted biological mother and sexually abused by his fos-
ter father. He states he has never attempted suicide, although he 
admits to suicidal ideation when he feels rejected or criticized.

Self- injurious behavior can be defined as intentional, self- inflicted 
bodily harm that is not primarily suicidal in nature, and that does not 
reflect normative social or cultural phenomena (e.g., Walsh, 2014; Walsh 
& Rosen, 1988). Although often referred to as nonsuicidal self- injury 
(NSSI; American Psychiatric Association, 2013), the more simple term 
self- injurious behavior is used here, in part because NSSI is increasingly 
considered a specific syndrome or disorder (Zetterqvist, 2015), whereas 
self- injury is a behavioral term that makes no assumptions about psycho-
pathology. More importantly, some of those who self- injure are suicidal 
as well (e.g., Whitlock, Eckenrode, & Silverman, 2006; Grandclerc, De 
Labrouhe, Spodenkiewicz, Lachal, & Moro, 2016), and self- injury is a 
strong predictor of later suicide attempts (e.g., Asarnow et al., 2011; Line-
han, 1993). At minimum, the fact that a client engages in self- injury is not 
a reliable indicator of the absence of concomitant suicidality; thus, the 
label NSSI may provide some degree of false assurance.

The research and clinical literature (e.g., Whitlock et al., 2006; 
Walsh, 2014) describes a range of self- injurious behaviors, including the 
following:

Triggered childhood memories + low emotional regulation capacities

Overwhelming distress

Need for avoidance

DRBs Suppression effects

Shame, guilt, etc.

FIGURE 2.1. The DRB exacerbation cycle.
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•	 Self- cutting
•	 Self- burning
•	 Self- stabbing or piercing
•	 Self- biting or chewing
•	 Picking at wounds or scabs
•	 Head banging
•	 Punching or hitting oneself or external objects (e.g., walls) with 

enough force to produce pain.

More rare types of self- injury include the following, although they 
tend to occur when other serious mental health issues (e.g., psychosis, 
mania) and/or extreme intoxication are also present (e.g., Favazza, 2001):

•	 Swallowing sharp objects that produce gastrointestinal pain or 
bleeding

•	 Eye enucleation
•	 Amputation
•	 Genital mutilation or castration
•	 “Autosurgery” (extensive and time- consuming cutting or “surgery,” 

sometimes involving deliberate exposure of muscles, bones, or 
organs).

Although any area of the body can be the focus of self- injury, the 
most common areas are the inner arms or legs (Walsh, 2014). Some of 
those who self- injure do so on areas of the body that can be hidden with 
clothing, although others, especially those with strong interpersonal 
motives, may intentionally choose more visible sites. The age of onset for 
self- injury is typically early adolescence (e.g., Briere & Gil, 1998).

As predicted by the RA model, most of those involved in self- injury 
report that it reduces unwanted internal states, including anxiety, post-
traumatic stress, self- loathing, emptiness, depression, and feelings of 
rejection or abandonment, and/or distracts from memories of childhood 
trauma or neglect (Briere & Gil, 1998; Brown, Comtois, & Linehan, 2002; 
Klonsky & Glenn, 2008). Notably, relief from dissociation also appears to 
be a common motive for self- injury (Briere & Eadie, 2016; Connors, 1996; 
Klonsky, 2007), especially when it addresses unwanted numbing, feelings 
of “deadness,” or disconnection from reality. A number of studies sug-
gest that self- injury, although effective in temporarily reducing awareness 
of some forms of distress, tends to be followed by feelings of shame and 
abnormality (e.g., Briere & Gil, 1998; Nixon, Cloutier, & Aggarwal, 2002), 
potentially leading to additional self- injury.

Self- injury is most common among trauma survivors (e.g., Ford & 
Gómez, 2015; Gratz, Conrad, & Roemer, 2002), especially those who were 
sexually abused as children (Dubo, Zanarini, Lewis, & Williams, 1997; 
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Glassman, Weierich, Hooley, Deliberto, & Nock, 2007), and those with 
inadequate emotional regulation capacities (Andover & Morris, 2014). 
Although some studies indicate that females are more likely to self- injure 
than males (e.g., Zlotnick, Mattia, & Zimmerman, 1999), others have 
found no gender differences at the multivariate level (e.g., Briere & Eadie, 
2016).

Compulsive or Risky Sexual Behavior

Michel, a 28-year-old man in long-term psychotherapy, describes 
himself as a “sex and drug addict.” Sexually and emotionally 
abused as a child, he began initiating sex with other children in 
his early teens, followed by short-term relationships with older 
partners starting in later adolescence. By his own report, Michel 
has had at least 25 sexual partners within the last year, most 
of which were relatively anonymous. Many of these contacts 
occurred without protection and while under the influence of 
methamphetamine or alcohol. Michel states that “the sex usu-
ally isn’t that good, to be honest,” but that he seeks the physical 
contact and the momentary relief from loneliness and emptiness 
that sex sometimes provides.

DRBs subsumed under this category are generally defined according 
to their frequency, their indiscriminate nature, how many different part-
ners are involved, and whether there are physical or social harms associ-
ated with the behaviors in question. Because some level of sexual behav-
ior is obviously normative for all cultures, the cutoff for “too much” sex, 
the number of socially allowable sexual partners over a given period of 
time, and the amount of romance or commitment that must be involved, 
is relatively arbitrary. For the purposes of this book, application of the 
terms compulsive or risky sexual behavior is not based on whether consen-
sual behaviors are socially acceptable, but rather on the extent to which 
they are invoked as an emotional avoidance strategy and have potential 
negative outcomes.

Compulsive sexual behavior is associated with childhood trauma in 
general but appears to be more common when childhood sexual abuse 
is part of the picture (Vaillancourt- Morel et al., 2015, 2016). As predicted 
by the RA model, it is also associated with attachment disturbance (e.g., 
Weinstein, Katz, Eberhardt, Cohen, & Lejoyeux, 2015) and difficulties 
with emotional regulation (e.g., Kafka, 2010).

Of all the DRBs, those involving sexuality are among the most associ-
ated with shame and guilt. This appears to be related to two phenomena: 
the frequent connection between sexual abuse and later compulsive sex-
ual behavior, and the mixed feelings many cultures have regarding sexual 
behavior, particularly for specific groups. In the first case, problematic 
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sexual behavior often occurs in the context of activated sexual abuse 
memories, which frequently carry with them powerful feelings of shame 
and badness. In fact, many clients who engage in sexually compulsive or 
risky behavior report being triggered into flashbacks or explicit recollec-
tions of sexual abuse before and during such sexual activities, resulting in 
a combination of current and childhood- era feelings and responses (Bri-
ere, 1996a). In addition, compulsive sexual behavior itself may be expe-
rienced as shameful, based on harsh social attitudes about who should 
be sexual, to what extent, and under what circumstances. For example, 
frequent sexual contacts with multiple partners may be viewed positively 
when it involves a heterosexual, white male (think James Bond), but 
may reinforce harmful stereotypes about “promiscuity” when engaged 
in by women or those with other sexual identities or orientations (Gen-
try, 1998; Spencer, 2016). As noted earlier, the additional, socially based 
shame associated with sexual DRBs may lead to even greater emotional 
distress and increase the risk of additional sexual DRBs.

There are several ways in which sexual behavior can be used to 
address triggered distress. Sex is typically pleasurable and thus to some 
extent distress- incompatible. For example, some people report that posi-
tive feelings associated with sexual contact or masturbation can be used 
to at least transiently neutralize negative feelings, thoughts, or memories 
(e.g., Smith, Kournos, & Meuret, 2014). Sexual contact also requires a 
degree of physical closeness, and some people report that briefly holding, 
or being held, soothes them in ways that address the effects of attachment 
deprivation (Briere, 1996). As well, sex may be used to counteract feel-
ings of powerlessness, whether by increasing a sense of control over one’s 
body or by seemingly controlling or impacting others (Monahan, Miller, 
& Rothspan, 1997; Walsh et al., 2013). Finally, pursuing, attracting, and 
sexually interacting with a partner may be an effective way to continu-
ously distract oneself from negative internal states, as well as counter feel-
ings of insecurity and unacceptability.

Because the goal of such behavior does not focus on a specific per-
son per se, but rather on distress relief, compulsive sexual behaviors can 
be relatively indiscriminate in terms of the partners involved. Further-
more, the DRB- related— and thus temporary— nature of such activities 
may mean that high numbers of sexual contacts, or seemingly compulsive 
masturbation, are necessary to, as one client called it, “keep the dragons 
at bay.” Finally, because insecure attachment often contributes to sexual 
DRBs (e.g., Weinstein et al., 2015), it may be preferable, in fact, not to have 
the same sex partner for long, since early experience may have taught 
the individual to avoid the dangers of intimacy or sustained relationships 
(Vaillancourt- Morel et al., 2016).

This pattern of indiscriminate contact with multiple partners over 
short periods of time for nonromantic reasons reinforces harsh cultural 
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stereotypes regarding “sex addicts,” “Don Juans,” “party girls,” and even 
more offensive descriptions of people assumed to be preoccupied with 
hedonistic pleasure. Unfortunately, in reality, those involved in sexual 
DRBs often experience the reverse of pleasure: Their avoidance strat-
egy can be associated with desperation, social ostracism, and shame 
(e.g., Fong, 2006), risk of serious, even life- threatening diseases (Yoon, 
Houang, Hirshfield, & Downing 2016), and, based on the correlation 
between number of sexual partners and risk of sexual victimization (e.g., 
Krebs, Lindquist, Warner, Fisher, & Martin, 2007), an increased likeli-
hood of sexual assault.

Notably, involvement in prostitution or other aspects of the sex indus-
try (e.g., pornography, massage parlors, strip shows) typically is not a form 
of compulsive sexual behavior. Instead, these activities often reflect either 
victimization (e.g., sex trafficking, sexual acts forced or coerced by pimps 
or others) or a way to access money, drugs, food, or shelter in the relative 
absence of other options. In such cases, it is rare to see evidence of RA 
dynamics, whether building tension, compulsive behavior, or subsequent 
distress reduction. In fact, sexual behavior that is the result of exploita-
tion or vastly narrowed economic or personal options is rarely perceived 
by those caught in the sex industry as sexual at all, let alone pleasurable 
(Farley, 2003).

Binge Eating

Melissa, a 44-year-old architect and a member of Overeaters 
Anonymous, was sexually abused as a young child and later 
physically abused and neglected in foster care. The last day 
entered in her food log indicates that she ate one slice of dry 
toast at breakfast, a bag of three hamburgers and one order of 
fries while alone at lunch, a medium- size bag of potato chips 
while driving home, and a large pizza and an entire pie while 
watching TV in the evening. On the “triggers” section of her 
log, Melissa connects her binges to feeling anxious about work, 
feeling depressed about having binged on the hamburgers, and 
later, loneliness and self- loathing about being overweight and 
not having a romantic partner.

Binge eating refers to one or more episodes of seemingly compulsive 
overeating, often until uncomfortably full, even when not hungry, often 
in response to a triggered negative emotional state. The binge eater typi-
cally experiences a significant reduction in distress immediately upon eat-
ing, which then may be followed by shame or disgust.

From a clinical standpoint, there are two general categories of 
chronic binge eating: binge- eating disorder (BED), in which the person 
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does not compensate for overeating, and bulimia nervosa (BN), in which 
compensatory purging (e.g., use of laxatives or vomiting) is an important 
feature (American Psychiatric Association, 2013). Although some people 
with BN are able to maintain a normal or lower weight, those involved in 
uncompensated bingeing (BED) are often overweight. Despite these dif-
ferences, both BED and BN likely fall on the same spectrum of uncontrol-
lable eating (Hay, Bacaltchuk, Stefano, & Kashyap, 2009).

Notably, not all those involved in purging are bulimic. There is also 
a “binge–purge” subtype of anorexia nervosa (Anorexia, Binge- Eating/
Purging Type [ABPT]), in which anorectic food restriction coexists with 
instances of bingeing, purging, or both. Although DSM-5 discriminates 
BED, BN, and ABPT, all three of these diagnoses overlap to some extent 
in terms of symptomatology, and some clients cycle through these dif-
ferent eating patterns over time. As a result, we will generally refer to 
bingeing– purging in this book rather than bulimia or anorexia per se.

The focus on bingeing and purging is also important, because it 
should be discriminated from anorexia nervosa, restricting type (Ameri-
can Psychiatric Association, 2013). This eating pattern is not consid-
ered to include DRBs, nor is it especially linked to childhood trauma 
or attachment disturbance (see a review by Briere & Scott, 2007). Not 
only does its etiology appear to differ from that of bulimic or anorectic 
bingeing and purging, food restriction is usually not a triggered avoid-
ance response; it is instead an ongoing process involving intentional 
weight loss, fear of gaining weight, preoccupation with thinness, and, in 
most cases, a distorted body image (Morris & Twaddle, 2007). Because 
triggering and reduced emotional regulation are not central aspects 
of the (purely) restricting form of anorexia nervosa, the interventions 
described in this book may be of limited usefulness for this form of 
disordered eating.

Although genetics may play a significant role (Trace, Baker, Peñas-
Lledó, & Bulik 2013), the modern literature on binge eating strongly sup-
ports an RA perspective. A number of studies indicate that those who eat 
excessively, as well as those who purge afterward, are more likely to have 
been abused or neglected as children (see the review by Briere & Scott, 
2007), to have more attachment difficulties (e.g., Zachrisson & Skårde-
rud, 2010) and problems with emotional regulation (e.g., Gianini, White, 
& Masheb, 2013), to occur after significant dysphoria, including depres-
sion, emptiness, low self- esteem, and posttraumatic stress (e.g., Polivy 
& Herman, 1993; Stice, 2002), and to be followed by disgust or shame 
(Lynch, Everingham, Dubitzky, Hartman, & Kasser, 2000). As expected, 
many report that their overeating responses are triggered by negative 
relational stimuli that activate unwanted emotional states (e.g., Ansell, 
Grilo, & White, 2012).
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Reactive Aggression

Nanda, a 28-year-old man, is currently incarcerated in a county 
jail on two counts of simple assault. He says he has always had 
“anger issues,” and that he “flies off the handle” at “any damn 
thing.” He has been arrested several times in the past, usually 
in the context of a verbal altercation with another man that 
becomes violent. When not triggered into rage, however, Nanda 
is a seemingly pleasant and likable person who has multiple 
friends. During his trial, his lawyer suggested several potentially 
mitigating factors for his latest offense, including his teenage 
abandonment by a physically and emotionally abusive alcoholic 
father, who on at least one occasion beat Nanda so badly that he 
was hospitalized overnight.

Reactive aggression is defined here as aggressive outbursts or seem-
ingly impulsive violence against others that is not planned or proactively 
intended, and that is usually triggered by a negative relational event. In 
many cases, the reactively aggressive person experiences guilt, shame, or 
fears of abandonment after the incident, only to respond violently again 
in the near future. Notably, this definition does not include planned or 
premeditated forms of aggression or violence (Dodge, 1991).

Often linked to BPD, intermittent explosive disorder, or conduct 
disorder (American Psychiatric Association, 2013), reactive aggression 
frequently shares the same cascade of events with other DRBs, such as 
self- injury or binge eating. Specifically, it is often associated with a sud-
den upsurge of feelings (e.g., anger), typically triggered by experiences of 
perceived rejection, betrayal, dismissal, unfairness, or criticism (Blair & 
Lee, 2013; Smart Richman & Leary, 2009), leading to verbal, physical, or 
sexual aggression, outbursts, bullying, and other behaviors that are dis-
proportionate to their superficial causes (e.g., Ardino, 2012; Ford, Chap-
man, Connor, & Cruise, 2012; Kerig, 2013; Silvern, 2011).

Importantly, many people have good reasons for anger, including 
those exposed to systemic social discrimination, victimization, and mar-
ginalization. Similarly, the injustice and unfairness of exploitation, child-
hood abuse, and adult interpersonal violence almost inevitably lead to 
angry feelings, whether or not their expression is allowed or supported. 
Thus, being appropriately angry, even if anger is a predominant emotion, 
is not a sign of an impulse control or personality disorder. At the same 
time, however, some people can be triggered and dysregulated by sudden 
posttraumatic intrusions of anger, and may be transiently dangerous to 
others as a result. Thus, the question of whether anger is a valid treat-
ment target will depend on whether it is an unwanted triggered phenom-
enon that endangers the client and, potentially, others, or a contextually 
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appropriate reaction that may in fact even fuel prosocial behaviors, such 
as self- assertion and social action.

Although anger is an obvious aspect of reactive aggression, clinical 
experience suggests that other thoughts or feelings (e.g., fear of abandon-
ment, posttraumatic stress, feelings of inadequacy) also may be present. 
In fact, violence may sometime arise from triggered emotions associated 
with early insecure attachment or trauma exposure (e.g., Dutton, 1998; 
Godbout et al., 2017), frequently in the context of insufficient affect regu-
lation (Babcock, Jacobson, Gottman, & Yerington, 2000).

Notably, there are often multiple reasons for aggression, including 
broad social factors that allow or encourage violence against those with 
lesser social status or power (e.g., Krahé, 2013; White, Koss, & Kazdin, 
2011), the clinician should be careful to parcel out the multiple motives 
underlying, for example, child abuse, partner violence, or sex or hate 
crimes. He or she should also be cautious about relying entirely on an 
RA perspective in forensic or clinical settings when other variables may 
be more relevant.

Triggered Suicidal Behavior

Tamara, a 24-year-old woman, was recently admitted to an ER for 
overdosing on aspirin and muscle relaxants. This is her third ER 
admission, each of which occurred immediately after a conflict 
with a romantic partner. As in previous instances, Tamara was 
extremely upset and verbalizing suicidal intent upon admission, 
but appeared calm several hours later, stating that she and her 
boyfriend had “made up” over the phone and that she wanted 
to go home. Raised by a seemingly caring but overwhelmed and 
emotionally disengaged single mother, Tamara was episodically 
sexual abused by her brother and an uncle between ages 9 and 
12.

Triggered suicidal behavior can be defined as suicide threats and 
attempts that occur when an experience of conflict, betrayal, abandon-
ment, or rejection triggers painful memories or negative attachment sche-
mas, somewhat equivalent to what are described as parasuicidal attempts 
in DBT (Linehan, 1993). Clinicians often characterize these suicidal 
behaviors as impulsive, dramatic, or “gestures,” that are assumed to be 
employed for secondary gain (see a review by Heilbron, Compton, Daniel, 
& Goldston, 2010). Although modern researchers and clinicians appro-
priately disparage this perspective as dismissive and inaccurate (Heil-
bron et al., 2010) and note that such behavior can, in fact, be injurious, 
if not lethal, psychiatry and clinical psychology have a long tradition of 
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devaluing triggered suicidality and framing it in the context of personal-
ity disorder and manipulative behavior.

In contrast, this suicidal response may be best understood as a form 
of DRB, in which the “impulsive” nature of such behavior reflects rap-
idly engaged avoidance responses to triggered, potentially overwhelm-
ing emotional states (e.g., Zouk, Tousignant, Seguin, Lesage, & Turecki, 
2006). Similarly, the “dramatic” and “manipulative” aspects of triggered 
suicidality may at least partially reflect interpersonal helplessness and 
proximity- seeking in the face of activated feelings of abandonment, 
rejection, disengagement, or loss (Linehan, 1993). One might reflect, 
for example, on the amount of desperation and dysphoria necessary for 
an individual to engage in potentially life- threatening behavior “ just” to 
receive attention or nurturance from others.

It is important to note that suicidality that is not triggered also can 
arise from trauma. For example, survivors of rape, torture, and other 
forms of adult trauma also are at increased risk of suicide attempts (e.g., 
Ferrada- Noli, Asberg, Ormstad, Lundin, & Sundbom, 1998; Kilpatrick, 
Edmunds, & Seymour, 1992; O’Neill et al., 2014), in many cases because 
trauma- related depression and posttraumatic hyperarousal, shame, and 
other outcomes are sufficiently aversive that suicide may appear to be 
the only solution (e.g., Briere, Godbout, & Dias, 2015; Bryan, Rudd, & 
Wertenberger, 2014). Such responses are reactive as well, but they typi-
cally do not involve triggered emotional memories or feelings associated 
with childhood abuse, neglect, or attachment issues. Instead, the precipi-
tating emotional state originates in older adolescence or adulthood, and 
the goal of suicide is often permanent escape from pain.

To make things even more complicated, however, clinicians are some-
times confronted with those whose childhood traumas or attachment dif-
ficulties are triggered and compounded by exposure to later traumas, 
a form of which was described earlier as trigger chaining. Although this 
is a more complicated scenario, such complex trauma survivors are, by 
definition, experiencing triggered suicidality. However, the trigger in this 
case is a current adversity that is reminiscent of an earlier one (e.g., rape 
triggering memories of childhood sexual abuse, or a current relationship 
breakup triggering early experiences of abandonment), such that both 
contribute to suicide risk.

Ultimately, triggered suicidality is one of the most complex of the 
DRBs, because there are many motives for suicidal behavior (Nock et al., 
2008); some involve triggered attachment- and trauma- related emotions 
and schema, and others do not. For this reason, further assessment is 
important to determine whether a given act represents a DRB or, instead, 
more classic suicidality. For example, one might ask: Is this attempt or 
threat based on
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•	 depression, PTSD, or a desire to escape from chronic and severe 
psychological or physical pain,

•	 a current interpersonal event triggering early memories and dis-
tress, or

•	 a combination of both?

A functional analysis of triggered suicidality suggests treatment 
approaches that differ to some extent from what are typically employed to 
prevent less trauma- or attachment- related attempts. Although the latter 
generally requires intervening in depression, cognitive distortions, inad-
equate coping, or PTSD, treatment of triggered suicidal behavior may 
also include trigger management (see Chapter 7); processing of painful 
attachment- level memories and cognitions involving rejection, nonsup-
port, and loss; and facilitating the development of emotional regulation 
skills.

Other DRBs

In addition to the major forms of distress reduction described earlier, 
there are a number of other activities or behaviors that reflect the same 
underlying processes and that are often characterized as addictions, com-
pulsive behavior, or impulsivity. These include excessive involvement in 
gambling, shopping, stealing, and Internet use, as well as fire setting, 
compulsive hair pulling, and skin picking.

Problem Gambling

Roberto, a 32-year-old physician, first began playing poker with 
friends in medical school. Severely emotionally neglected as a 
child, and generally prone to anxiety and insecurity, he soon 
discovered that gambling made him feel confident and, when 
winning, euphoric. By the time he graduated, Roberto was gam-
bling on an almost a daily basis, for higher and higher stakes, 
but was losing more than winning. By the end of his residency, 
he was financially insolvent and had lost most of his friends due 
to unpaid debts. Following a suicide attempt, he began attend-
ing Gamblers Anonymous and seeing a therapist. Roberto now 
abstains from gambling but continues to fantasize about win-
ning a fortune and redeeming himself to others.

Often referred to as “compulsive,” “pathological,” or “addictive” gam-
bling, this DRB occurs when a person bets or gambles on a frequent and 
often escalating basis, and is not able to stop doing so despite serious 
personal and social consequences, including bankruptcy, major losses, 
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and disrupted relationships. Problem gambling closely parallels the ante-
cedents and phenomenology of other DRBs: (1) It is often associated with 
abuse, neglect, and other adverse childhood experiences (Scherrer et al., 
2008; Sharma & Sacco, 2015), as well as insecure attachment (Di Trani, 
Renzi, Vari, Zavattini, & Solano, 2017; Testa et al., 2017) and emotional 
regulation problems (Di Trani et al., 2017; Williams, Grisham, Erskine, 
& Cassedy, 2012); (2) it is invoked to address “unpleasant feelings such 
as stress, depression, loneliness, fear, or anxiety” (California Council on 
Problem Gambling; www.calpg.org/cravings- and- triggers); (3) it results in 
excitement and distress relief (Wood & Griffiths, 2007; Wood, Gupta, 
Derevensky, & Griffiths, 2004), yet (4) it is often followed by feelings of 
shame or regret (Wood & Griffiths, 2007; Yi & Kanetkar, 2011).

Among other characteristics, DSM-5 notes that the compulsive gam-
bler also

•	 Needs to gamble for higher and higher stakes in order to maintain 
positive feelings.

•	 Experiences restlessness and/or irritability when attempting to 
stop.

•	 Is typically unable to reduce or quit gambling.
•	 Is preoccupied with thoughts and memories of gambling.
•	 Suffers relational, social, occupational, or educational losses due 

to gambling.

Compulsive Theft

Dyani is a 36-year-old actor, recently arrested for a third time for 
stealing cosmetics from a department store. Extremely embar-
rassed, she denies the theft despite store camera evidence. She 
eventually admits to her therapist that this shoplifting episode 
was related to the breakup of a 2-year relationship, and an unsuc-
cessful attempt to reconcile with her father, who was physically 
aggressive and emotionally unavailable when she was young.

Also known as kleptomania, compulsive theft or shoplifting is 
described in DSM-5 as an impulse control disorder that involves (1) a gen-
eral inability to resist the impulse to steal things that are not personally 
needed or valuable, (2) a building sense of pressure to steal that is most 
intense just before the theft occurs, and (3) a sense of pleasure or relief 
immediately following the theft (American Psychiatric Association, 2013, 
p. 478). In most cases, stealing is not planned ahead of time and occurs 
“on impulse,” often in the context of stress or a trigger. The objects stolen 
are rarely wanted or desired by the person, could typically be paid for, 
and are often either thrown away afterward or hoarded with other stolen 
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objects. Relative to other DRBs, compulsive stealing, like reactive aggres-
sion, is more likely to involve contact with the criminal justice system, 
which is generally more concerned with administering penalties than pro-
viding mental health assistance.

Notably, as per DSM-5 criteria, compulsive shoplifting or stealing 
does not include behaviors arising from poverty or other social condi-
tions that might motivate stealing of food or other needed supplies. 
Instead, the thrill of taking something without detection appears to pro-
duce distress- incompatible and distracting states. Supporting the notion 
that compulsive stealing is unrelated to the worth of the items stolen, a 
number of wealthy people have been caught shoplifting objects of minor 
value, such as cosmetics, pieces of clothing, and inexpensive jewelry (e.g., 
Marikar, 2008).

Problematic Internet Use

Donald, a 17-year-old youth, is currently in therapy at a special-
ized treatment center for “Internet addiction.” By his own report, 
he usually spends at least 10–12 hours of screen- time a day in his 
bedroom, in addition to his part-time attendance at a college for 
computer program coders. Chronically abused as a child, and 
not comfortable in real-time social interactions, Donald devotes 
most of his waking hours to massively multiplayer online role 
playing games, first- person shooter games, conspiracy websites, 
and, increasingly, Internet pornography. He becomes irritable 
and upset if kept from his computer, to the point that his adop-
tive parents have stopped insisting he do other things. Donald 
denies that this is a problem, noting that his multiplayer peers 
and fellow students are all online as much or more than he is.

Internet addiction can be defined as excessive and preoccupying 
Internet- related behavior that facilitates distress avoidance but interferes 
with daily life (e.g., Byun et al., 2009). The specific diagnosis of Internet 
addiction was unsuccessfully suggested for inclusion in DSM-5, but will be 
included in 11th edition of the International Classification of Diseases (ICD-
11, beta draft; World Health Organization, 2016), based on literature 
documenting excessive use, distress upon terminating Internet activities, 
tolerance (i.e., requiring increasing amounts of Internet use to gain the 
same distress- reducing effect), and continued use despite negative reper-
cussions such as poor achievement and social isolation (Block, 2008). The 
DSM proposal suggested three subtypes: excessive gaming, sexual pre-
occupations, and e-mail/text messaging. Of these, compulsive Internet 
pornography use (Love, Laier, Brand, Hatch, & Hajela, 2015) appears to 
be the most common (Meerkerk, van den Eijnden, & Garretsen, 2006), 
and may represent a form of compulsive sexual behavior (masturbation) 
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for which the Internet is primarily a delivery device. In any case, studies 
of compulsive pornography use highlight its use as a distraction from dys-
phoria and as a way to generate distress- incompatible states (e.g., arousal, 
orgasm), which are often followed by guilt and shame (Laier & Brand, 
2017; Love et al., 2015; Twohig & Crosby, 2010).

Like other DRBs, compulsive Internet use often occurs in the con-
text of insecure attachment (e.g., Eichenberg, Schott, Decker, & Sinde-
lar, 2017), emotional regulation disturbance (Yildiz, 2017), and the need 
to avoid chronic negative emotional states (García-Oliva & Piqueras, 
2016).

Compulsive Buying/Shopping

Lilly, a 48-year-old woman, is struggling to keep a house that 
she has owned for 8 years. Although employed as an airplane 
mechanic for over a decade, she has been unable to keep up on 
mortgage payments and property taxes, and is being pursued 
by her bank and state taxation board for late and insufficient 
payments. When a federal Marshal came to her house to serve a 
foreclosure notice, he discovered a home filled with unopened 
or seemingly unused merchandise, including piles of books, 
clothing, canned food, and boxes of shoes. Lilly states that she 
shops online whenever she feels upset or sad, and that she can’t 
stop doing so. During the shopping and purchasing process, she 
briefly feels calm and slightly euphoric, but she is plagued by 
shame and guilt afterwards.

Compulsive buying is described as “chronic, repetitive purchas-
ing behavior that occurs as a response to negative events or feelings” 
(O’Guinn & Faber, 1989, p. 149), typically involving excessive acquisi-
tion of unneeded products, even when they cannot be afforded (Hoyer 
& MacInnis, 2007). For all but the most affluent, compulsive buying can 
result in unsustainable debt and sometimes bankruptcy (Kellett & Bolton, 
2009). As is true of other DRBs, compulsive shopping often begins with 
a buildup of tension and distress after a triggering interpersonal event, 
followed by relief during the purchase process (Black, 2007), and later 
postpurchase guilt (Workman & Paper, 2010). For some people, there 
appear to be four distinct phases of compulsive buying, each of which is 
distracting and rewarding: (1) anticipation, (2) preparation, (3) shopping, 
and (4) spending (Black, 2007).

As predicted by the RA model, those involved in compulsive buying 
are more likely to have a history of childhood trauma (Sansone, Chang, 
Jewell, & Rock, 2013), as well as difficulties with emotional regulation 
(Claes et al., 2010; Williams & Grisham, 2012).
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Fire Setting

Vito is currently incarcerated for setting a fire that destroyed 
38 acres of forest in a national park. He was well known to fire 
marshals and investigators, with a previous conviction for fire 
setting as an adolescent and several suspected fires since then. 
He had been photographed by arson investigators at the scene 
of two abandoned house fires, although they were unable to link 
him to either blaze.

Abused and neglected as a child, Vito first set a fire at age 
10 and discovered that the experience transiently replaced his 
anxiety and anger with excitement and sexual arousal. Socially 
avoidant, he often fantasizes in great detail about setting fires, 
and, in some cases, fighting them, especially after stressful or 
upsetting interpersonal interactions.

Compulsive fire setting, or pyromania, is “characterized by recurrent 
failure to resist impulses to set fires, tension before setting the fire and 
satisfaction and relief after doing it” (Blanco et al., 2010, p. 1219). This 
behavior pattern is separate from arson, which involves setting fires for 
financial gain, vengeance, or some other external motive. As with other 
DSM-5 impulse- control disorders, compulsive fire setting is characterized 
by growing tension or emotional arousal before the act, and relief or plea-
sure during the process. Typically, the affected individual is fascinated 
with fire and fire setting, including the paraphernalia involved. As noted 
in DSM-5, compulsive firesetters are often regular “watchers” of local 
fires, may trigger fire alarms in order to observe arriving fire trucks and 
personnel, and generally are preoccupied with firefighting institutions 
and equipment— to the extent that a small minority even become firefight-
ers (pp. 476–477).

As predicted by the RA model, compulsive fire setting is more com-
mon among those who were abused or neglected as children (Gannon 
& Pina, 2010), and those with emotional dysregulation and attachment 
problems (Gannon, Ó Ciardha, Doley, & Alleyne, 2012).

Hair Pulling (“Trichotillomania”) and Skin Picking (“Excoriation”)

Ailene, a 34-year-old assistant professor of textile science at a 
state university, has engaged in compulsive hair pulling for over 
a decade. She wears a wig to cover multiple bald patches and 
areas of short, newly grown hair. Ailene feels unable to control 
her behavior, which usually involves pulling one to several hairs 
out of her scalp in a very specific, almost ritualistic way, after 
which she chews the hair and then throws it away. This behavior 
typically starts when she is triggered into memories of a pain-
ful childhood, which then activate feelings of anxiety, insecurity, 
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and inwardly directed anger. She experiences a strong sense of 
relief during and briefly after hair pulling but is then consumed 
by shame.

Variously categorized as impulse- control disorders or part of an 
obsessive– compulsive disorder, these DRBs involve compulsively picking 
at the skin or scabs (excoriation) or pulling hair from the scalp or body 
(trichotillomania), sometimes both together (Stein et al., 2010). In some 
cases, excoriation is classified as a form of self- injury, especially when 
picking has produced significant wounds that are prevented from heal-
ing. When compulsive hair pulling is severe, the individual may present 
with obvious bald patches on the scalp, eyebrows, and/or beard. As per 
other DRBs, there is usually increasing tension or anxiety before the activ-
ity and relief afterward (Chamberlain, Menzies, Sahakian, & Fineberg, 
2007; Stein et al., 2010). Although there may be a genetic influence (e.g., 
Zuchner et al., 2006), both trichotillomania and excoriation are more 
common among those abused as children (Özten et al., 2015), and both 
have been linked to emotional regulation problems (e.g., Arabatzoudis, 
Rehm, Nedeljkovic, & Moulding, 2017; Roberts, O’Connor, & Bélanger, 
2013).

Episodic, Nonspecific DRBs

Quang is a 26-year-old man who lives in his parents’ home and 
works part-time at a vape shop. A self- identified “partier,” he 
occasionally uses ecstasy, smokes cannabis daily, and has fre-
quent, brief, and often tumultuous relationships with women. 
He is liked by his friends, although they note that he often “takes 
things too far,” for example, driving too fast, often recklessly, 
yelling and throwing things during arguments, abruptly crossing 
streets in the middle of fast- moving traffic, and taking unneces-
sary chances when snowboarding or rock climbing. When asked 
about his risky behavior by a friend, he states that he just needs 
to “take it to the edge” when he is frustrated, angry, or bored. 
Quang was adopted at age 5, and little is known about his earlier 
life, other than he was removed from his substance- addicted bio-
logical parents for severe physical and psychological neglect, and 
an unspecified “unhealthy family environment.”

Episodic, nonspecific DRB use typically involves a wide range of 
simultaneously engaged distress avoidance behaviors, many of which 
involve thrill seeking and dramatic behavior, as well as DRBs that espe-
cially distract from triggered distress. These include not only reckless 
driving and involvement in other dangerous or risky activities but also 
lower-level or episodic involvement in avoidance activities described 
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previously, including less discriminant sexual behavior, seemingly “impul-
sive” aggression, and substance use. In many cases, individuals involved in 
nonspecific DRBs, by definition, do not utilize one or two types of avoid-
ance, nor are they typically unable to discontinue any given DRB when 
necessary. Instead, they invoke any of a number of avoidance behaviors 
when distressed or, in some cases, bored. Although this generalized DRB 
style is typically associated with RA antecedents and dynamics, research 
also suggests the influence of genetics and neurobiology (often involv-
ing dopamine and serotonin), especially when there is a preponderance 
of thrill- or sensation- seeking behaviors (Netter, Hennig, & Roed, 1996; 
Norbury, Manohar, Rogers, & Husain, 2013).

Non‑DRBs That Involve Maladaptive Coping

A characteristic aspect of DRBs is that distress relief arises directly from 
the behavior performed, generally because the action itself distracts or 
redirects attention, soothes, or provides distress- incompatible states. 
There are two major avoidance strategies, however, that do not operate 
in this fashion: substance use and dissociation. Although, in the case 
of the former, the euphoria associated with drug or alcohol consump-
tion can negate adverse emotions, the primary function of each of these 
responses is to reduce awareness, either by numbing feelings or by alter-
ing access to integrated experience. Notably, in the case of substance use, 
the behaviors involved (pursuing drugs or alcohol; drinking, ingesting, 
or injecting) generally do not directly produce the effect, as is the case 
for DRBs. Instead, these behaviors are the delivery mechanism for the 
effects: Drinking, for example, administers alcohol to the gut, then to the 
nervous system, and the alcohol, typically not the behavior, alters internal 
experience.

In this regard, substance use exerts its avoidance effects through the 
induction of anesthesia or euphoria that, by virtue of its specific chemis-
try, overrides or numbs unwanted feelings. Occasionally, in fact, related 
neurochemical responses may begin even prior to the consumption of the 
substance, for example, when preparing a drug (e.g., heroin) before injec-
tion, breaking the seal on a bottle of whisky, or merely looking at a glass 
of wine produces momentary calm or well-being. In such cases, substance 
preparation or sensory exposure is thought to trigger a conditioned emo-
tional response, generated by the association between these actions and 
subsequent euphoria or distress reduction.

Similarly, dissociation is often associated with distress reduction 
(Dalenberg et al., 2012), but it is rarely a directly chosen behavior, and it 
does not provide many of the functions associated with DRBs. For exam-
ple, dissociation generally does not distract or soothe; instead, it directly 
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alters awareness either by numbing feelings or by compartmentalizing 
experience.

Although these two avoidance response are not defined as DRBs, 
they are included in this book because they, too, are often used to reduce 
negative emotional states and experiences, and thus may be invoked 
simultaneously with DRBs. As well, in both cases, they may complicate, or 
even motivate, distress reduction activities.

Dissociation

Ashley is a 25-year-old woman with an extensive history of child-
hood maltreatment, including early neglect, followed by sexual 
abuse at the hands of a foster parent. She lived on the streets for 
several years in her early adolescence, generally by trading sex 
for food, shelter, and drugs, but was able to (in her words) “clean 
up” in her early 20s and complete a course in dental assisting. She 
has been fired from two dental offices, in both cases because of 
absent- mindedness, inattention, losing things, and times when she 
has been found staring into space, largely unresponsive to staff 
or patients around her. Ashley’s therapist has diagnosed her with 
depersonalization– derealization disorder, but also notes what 
appear to be brief fugue states and related amnestic periods.

Dissociation can be defined as a defensive reduction or alteration 
in awareness of one’s thoughts, feelings, perceptions, and/or memories 
(e.g., American Psychiatric Association, 2013), often in response to a trau-
matic event (Dalenberg et al., 2012) or insecure attachment (Lyons-Ruth, 
Dutra, Schuder, & Bianchi, 2006). Although there are a number of dis-
sociative responses, including dissociative identity disorder and dissocia-
tive amnesia, the most common are disengagement (e.g., “spacing out”), 
emotional constriction (e.g., reduced or numbed emotional response), and 
depersonalization– derealization (experiences of unreality and/or separa-
tion or detachment from one’s body) (American Psychiatric Association, 
2013; Briere, Weathers, & Runtz, 2005; Dell & O’Neil, 2009).

In general, dissociation functions as a way to reduce awareness of 
emotional (and sometimes physical) pain to tolerable levels, at which point 
it no longer overwhelms. As such, it is a commonly used coping technique, 
albeit one that is problematic to the extent that it decreases awareness or 
attention when it is most needed (i.e., during danger), blocks emotional 
processing of memories, and produces symptoms or states that interfere 
with daily living. As well, because of the suppression effect described in 
Chapter 6, dissociated emotions and memories may recur as intrusive 
symptoms at later moments in time (e.g., Elliott & Briere, 1995), poten-
tially motivating even more avoidance.
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As expected, there is a substantial literature linking dissociation 
to a range of traumas, especially child abuse (e.g., Briere et al., 2005; 
Sar, Akyüz, & Doğan, 2007), but also sexual and physical assaults (e.g., 
Elliott, Mok, & Briere, 2004; Schalinski, Elbert, & Schauer, 2011), and 
combat exposure (e.g., Bremner et al., 1992; Maguen et al., 2009). Nota-
bly, although a common risk factor, a history of adverse events alone 
is often insufficient to produce significant lasting dissociation (Briere, 
2006). As is true for DRBs, the likelihood of dissociation increases when 
there is also early attachment disturbance, perhaps especially of the “dis-
organized” type (Briere, Runtz, Eadie, Bigras, & Godbout, 2018; Main 
& Morgan, 1996; Bureau, Martin, & Lyons-Ruth, 2010) and inadequate 
emotional regulation or tolerance (e.g., Briere, 2006).

Paradoxical Effects of Dissociation

Notably, the effects of dissociation can vary according to type and inten-
sity. At low to moderate levels, disengagement and emotional constriction 
appear to be relatively effective in temporarily decreasing awareness of, 
or separation from, unwanted internal states. Yet other forms of disso-
ciation, for example, derealization and depersonalization, may not only 
serve some distress- reducing functions, for some, but may also be experi-
enced as aversive, even at lesser levels. For example, Spiegel (2017) notes 
that symptoms of depersonalization– derealization disorder “are almost 
always distressing and, when severe, profoundly intolerable. Anxiety and 
depression are common. Some patients fear that they have irreversible 
brain damage or that they are going crazy. Others obsess about whether 
they really exist or repeatedly check to determine whether their percep-
tions are real.”

Probably for this reason, some individuals report using DRBs, espe-
cially self- injury, to decrease dissociation (e.g., Klonsky, 2007). For exam-
ple, some who self-harm appear to use the associated pain to reorient 
or “wake up” from the unwanted effects of numbing, depersonalization, 
or derealization (Briere & Eadie, 2016). The effectiveness of self- injury- 
related pain as a way of altering dissociation is described not only in 
research but also on some self- injury support websites (e.g., www.lifesigns.
org.uk), and in popular songs—for example, “I hurt myself today, to see if 
I still feel. I focus on the pain, the only thing that’s real” (“Hurt”; Reznor, 
1994).

These paradoxical effects may reflect, in part, what Hebb (1955) 
referred to as the “optimal arousal curve”: Too little or too much emo-
tional arousal is experienced as unpleasant, leading to anxiety, whereas 
optimal (intermediate) arousal is perceived as neutral or pleasurable. In 
the case of dissociation, high dissociation can lead to low arousal and is 
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therefore distressing, whereas intermediate levels may reduce trauma- or 
attachment- level distress without producing hypoarousal- related anxiety.

In this regard, it is possible that high emotional distress can motivate 
dissociation as a defensive response, but if the dissociation is too great or 
has unwanted side effects (e.g., the dislocation or “deadness” of deper-
sonalization), the individual ultimately may need to invoke a DRB to 
down- regulate dissociation. In this sense, dissociation and dissociation– 
disruption may be used simultaneously, titrating the former to an inter-
mediate state in which it is effective against distress but is not distressing 
itself (Briere & Eadie, 2016).

Problematic Substance Use

Priya, a 31-year-old woman, is currently in residential treatment 
for polysubstance use, primarily methamphetamine, cocaine, 
and alcohol abuse, but also occasionally Oxycontin, “spice,” 
and marijuana. She first used drugs in early adolescence, which 
she relates to extensive sexual abuse by her stepfather and his 
friends at that time. Although highly intelligent, her substance 
use has kept her from pursuing a higher- level education or hold-
ing jobs for more than a few months at a time. Staff and others 
are strongly invested in Priya’s well-being, frequently describing 
her as “sweet” and “smart.” They also note, however, that she has 
a low tolerance for stress or conflict, and seems to use drugs to 
regulate her easily triggered distress. As one counselor put it, 
“She’s fine when everything’s fine.”

The term substance abuse is not used in DSM-5, which instead refers 
to mild, moderate, or severe levels of “substance use disorder”—defined 
by the extent to which the recurrent use of alcohol or other psychoac-
tive substances is associated with impaired control, social problems, risky 
use, and physiological issues of tolerance and withdrawal (American Psy-
chiatric Association, 2013). Because the term disorder locates substance 
use in the medical domain, despite its many psychological and functional 
aspects, in this book problematic substance use is employed to indicate the 
repeated use of psychoactive substances (including alcohol) that produces 
significant negative outcomes, whether social, psychological, or physical.

Like DRBs and dissociative responses, substance use is a commonly 
employed avoidance response, one that serves to numb painful inter-
nal states or distract from distress by producing distress- incompatible 
euphoria. Those exposed to traumatic events— especially childhood 
maltreatment— are considerably more likely to use psychoactive sub-
stances (Ouimette & Brown, 2003; Segal & Stewart, 1996), particularly 
if they suffer from symptoms of PTSD or other trauma- related disorder 



 Specific DRBs 43

(Cisler et al., 2011; Najavits, 2002; Ouimette, Moos, & Brown, 2003). As 
might be assumed based on its functional similarity to DRBs and disso-
ciation, problematic drug and alcohol use is more common among those 
with low emotional regulation capacities (Kelly & Bardo, 2016) and a his-
tory of insecure attachment (Schindler & Bröning, 2015).

Summary: The RA Model Revisited

Taken together, clinical experience and an extensive psychological litera-
ture suggest that a range of seemingly dissimilar behaviors, whether self- 
injury, compulsive gambling, food bingeing and purging, dissociation, or 
problematic substance use, share an important underlying role: They all 
allow continued functioning despite what otherwise might be overwhelm-
ing psychological distress. These coping mechanisms are centered pri-
marily on avoidance, allowing the survivor of painful life experiences to 
numb, self- soothe, distract, or separate from emotional pain. At the same 
time, however, these strategies can block emotional processing of pain-
ful memories, lead to future distress through the suppression effect, and 
increase vulnerability to new dangers and additional victimization.

This conundrum sets the stage for the subsequent chapters of this 
book. DRBs are used to decrease distress in the face of intolerable emo-
tional pain, yet they tend to both help and hurt, protect and endanger. 
In this context, many people have a difficult time giving up problem-
atic behaviors that they see as effective survival strategies. Yet avoidance 
responses can interfere with the development of new insights, for exam-
ple, that avoidance behaviors may not be as necessary as they appear, that 
they may be causing harm, and, ultimately, that there may be better ways 
to survive.
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The RA perspective suggests a number of interventions that have proven 
helpful for those struggling with DRBs, ranging from relational psycho-
therapy and titrated memory processing to mindfulness training and 
trigger management. Beyond these specific interventions, presented in 
Chapters 5–9, however, are a number of treatment recommendations that 
are broadly relevant to avoidance- related responses.

Decrease Danger and Harm

Although DRBs and other avoidance behaviors have adaptive functions, 
many of them are intrinsically risky. Purging, for example, is associated 
with cardiac issues and gastric rupture; self- injury can cause bodily dis-
figurement; compulsive sexual behaviors can lead to life- threatening 
diseases; suicide attempts, obviously, may result in death; and substance 
use is associated with a wide range of medical problems, as well as the 
possibility of accidental overdose. And the dangers are not all medical: 
Avoidance activities such as substance use or dissociation, by definition, 
decrease awareness, and thus reduce vigilance to potential threats, and 
DRBs such as compulsive sex and reactive aggression increase the likeli-
hood of subsequent sexual or physical assaults.

Given these various risks, therapy with the DRB- involved client 
must, above all, maximize safety, both in the client’s environment and in 
terms of her own self- endangering behavior. As noted below, however, it 
is important that the clinician not respond in a “heavy- handed” or con-
trolling manner regarding self- endangerment, but rather in a way that 
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communicates caring and concern and, whenever possible, ensures the 
client’s continuing autonomy and self- determination.

This does not preclude the therapist’s ethical (and sometimes legal) 
responsibility to intervene without the client’s consent under certain cir-
cumstances, for example, when mandated reporting or involuntary hos-
pitalization is required to keep the client or others safe, including when 
the client is a parent or caretaker and a child is in danger. Even in such 
cases, however, the clinician should try to honor as much client agency as 
possible, and to employ the minimal amount of external control neces-
sary.

Focus on the Therapeutic Relationship

Except for the ongoing need to keep the client safe, perhaps the most 
important component of RA- oriented treatment is a positive, mutually 
engaged therapeutic alliance. The quality of the therapeutic relationship 
has been shown to be one of the best predictors of treatment outcome 
in general (Ardito & Rabellino, 2011; Martin, Garske, & Davis, 2000; 
Norcross, 2011), let alone in the treatment of DRBs and other avoidance 
responses (e.g., Bedics, Atkins, Harned, & Linehan, 2015; Cronin, Brand, 
& Mattanah, 2014), in which safety, trust, and connection are especially 
important. Because many DRBs arise from attachment- and abuse- related 
deprivation and danger, the therapeutic relationship is most helpful when 
it is characterized by the directly opposing qualities of safety, caring, 
dependability, boundary awareness, and attunement. As various writers 
have suggested (e.g., Alexander & French, 1946; Siegel & Solomon, 2013), 
these aspects of the therapy relationship can help to counter the client’s 
underlying assumptions of unacceptability and unlovability, and offer 
direct evidence that others can be sources of safety and caring.

As discussed in Chapter 8, a positive therapeutic relationship also 
allows the client to process negative childhood- era memories. As attach-
ment dynamics are activated by the client– therapist relationship (referred 
to in this book as relational activation), two things are likely to occur: (1) 
Early, largely nonverbal memories are triggered, appearing as negative 
perceptions, thoughts, and feelings, yet (2) there is no actual danger or 
rejection in the therapy room—in fact, there is therapeutic safety and car-
ing. This repeated juxtaposition of (1) archaic expectations of danger and 
rejection with (2) their antithesis, can slowly extinguish the connection 
between triggering phenomena and subsequent emotional distress.

Such relational reworking can have lasting positive effects based on 
what researchers describe as reconsolidation (Tronson & Taylor, 2007): the 
recent discovery that activated trauma memories are temporarily mal-
leable, during which time they can be updated with new information and 
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altered emotional associations. When this revised memory is then recon-
solidated into neural tissue, the new memory will contain the added infor-
mation (e.g., that one is no longer in danger, and that one is cared for) and 
emotional tone (e.g., reduced anxiety), leading to less triggerable distress 
and less need for DRBs. This new perspective on the effects of relational 
counterconditioning and reconsolidation is more fully explored in Chap-
ter 8.

Above and beyond memory processing effects, a positive, attuned 
therapeutic relationship allows the client to do the difficult work of ther-
apy in a reliable and safe environment— one characterized by the thera-
pist’s unconditional positive regard, empathy, and emotional availability 
(e.g., Rogers, 1957). In fact, clinical experience suggests that often it is 
only when the client is able to experience a “secure base” (Bowlby, 1988) 
and the stress- buffering effects of a sustained, positive therapeutic rela-
tionship that she can begin to approach distress rather than avoiding it, 
explore memories and feelings despite their painful qualities, and reeval-
uate early attachment- related assumptions about self and others.

Practice Nonjudgment 
and Monitor Countertransference

Many of those involved in behaviors such as self- injury, compulsive sexual 
behavior, or bingeing and purging view themselves as unacceptable and 
shameful (e.g., Deliberto & Nock, 2008; Murray, Waller, & Legg, 2000). 
Part of this is because DRBs are generally seen by society as bad or sick, 
with the result that each instance of cutting, stealing, or bingeing, for 
example, offers another opportunity for the individual to accumulate 
feelings of shame, self- disgust, and helplessness. As well, the child mal-
treatment and/or insecure attachment experiences that typically under-
pin the client’s DRBs usually carry with them their own assumptions and 
beliefs involving the inadequacy of self and the danger of others (e.g., 
Briere, 2002a).

In this context, a nonjudgmental therapeutic stance is obviously 
important. Yet, as a member of society, the clinician may have opinions 
on “bad” behavior and what should be done about it, perhaps especially if 
the client’s DRBs include aggression, indiscriminate sexual behaviors, or 
other forms of social rule breaking. As well, therapists, almost by defini-
tion, are likely to experience the activation of their own unresolved histo-
ries or issues when treating survivors of trauma and/or attachment distur-
bance (Dalenberg, 2000; Elliott & Guy, 1993). For example, the sometimes 
uncertain pace of treatment, and the client’s resistance to giving up DRBs 
that he associates with survival, may lead to countertransferential feelings 
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of impatience or inadequacy, or even anger in the therapist. As Linehan 
(1993) notes more broadly, the latter response may be most intense when 
the client is communicating extreme suffering, yet does not appear to 
be improving (or may even be deteriorating) with treatment. Similarly, 
the client’s use of self- or other- endangering DRBs may cause significant 
therapist stress based on fears of legal or professional liability. In some 
cases, the client’s abandonment concerns and sensitivity to rejection may 
result in negative responses to the therapist, which in turn can trigger the 
clinician’s own reactions to unfair judgment or criticism.

Although countertransference and related therapist responses are 
understandable, they can be, of course, antithetical to the needs of the 
DRB- involved client, whose difficulties may escalate in the face of judg-
ment. Sometimes referred to as counteractivation, because it refers to 
triggering of the therapist’s own childhood memories and schema by cli-
ent behaviors (e.g., Briere & Lanktree, 2012; Briere & Scott, 2014), this 
form of countertransference is not intrinsically a pathological response. 
Instead, it reflects the reality that the therapist, too, can be triggered by 
what occurs in the session.

There are many avenues for therapists who wish to decrease the 
incursion of judgment and other negative activations in the therapeutic 
process. These include one’s own therapy, good supervision or consulta-
tion, and even certain meditation practices (e.g., metta; Salzberg, 2002). 
Most immediately, however, clinicians who find themselves triggered into 
judgmental responses may gain from consideration of a central principle 
of the RA model.

Specifically, the RA model holds that DRBs and other forms of prob-
lem behavior are not freely chosen actions, but rather arise from trig-
gered trauma- or attachment- related emotional states that are potentially 
overwhelming in the absence of sufficient emotional regulation. Although 
this perspective may not always be sufficient to sustain equanimity after 
particularly stressful interactions with DRB- involved clients, it may allow 
the therapist to see the reduced behavioral control available to the client 
when he is triggered and desperate (Briere, 2012). To the extent that the 
clinician can discern the lack of “fault” inherent in triggered responses, 
she may be able to switch the focus from the client’s challenging behav-
ior to the pain that underlies it. Notably, this does not mean that the 
therapist feels pity, but rather, compassion— appreciating the complexity 
of adversity and its effects on both client and therapist, with a desire to 
reduce the client’s suffering from things well beyond his control. This 
may including reminding oneself that the client is doing the best that he 
can, given the hand he has been dealt in life.

It is not just negative counteractivation that can arise in work with 
DRB- involved clients. Equally importantly, the therapist and client may 
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both be affected by the power of emotional material that emerges when 
a previously suppressing trauma survivor is able to truly “open up” in the 
context of a safe, supportive, and caring relationship. The client may feel 
that she has finally found someone who understands and is willing to con-
nect in an authentic way. As well, her disclosures and expressions of here-
tofore unexpressed experience may be intense and reflect a desire for pre-
viously unexperienced, attachment- level closeness. When managed well, 
this client response can deepen therapy and allow access to less available 
relational schema and sometimes still-raw attachment or trauma memo-
ries. It can also be a source of legitimate fulfillment for the clinician, who 
is able to see the fruits of her time, investment, and skill.

At the same time, however, the intensity of some RA- focused sessions 
can activate unprocessed feelings and attachment schemas in the thera-
pist, including needs to parent, rescue, befriend, protect, or even romanti-
cize or sexualize the client. These impulses and activations obviously must 
not be acted upon, and should be processed with a consultant, supervi-
sor, or one’s own therapist. Most basically, as noted in Chapter 8, trauma 
processing requires disparity: a lack of agreement between what the client 
feels or expects based on the past, and what she experiences in the pres-
ent. This especially involves safety, both physically, and from therapist 
behaviors that are self- focused rather than in the service of the client’s 
recovery and growth. This includes not only any kind of sexual behavior 
but also any attempts to gratify the therapist’s needs to be special, or to 
experience emotional intimacy. Because source attribution errors occur 
for clinicians as well as clients, it may sometimes be difficult for the thera-
pist to discern the attachment- or trauma- related reasons for her positive 
feelings— especially since therapeutic compassion and caring are critical 
parts of effective RA-based treatment. For this reason, it is recommended 
that the clinician carefully inspect any strong positive feeling that arises 
in the context of therapy for the possibility that it is counteractivation 
rather than solely due to nonegocentric caring.

Counter Demoralization and Encourage Hope

Because sustained DRBs and substance use are only temporarily effective, 
and are often followed by more desperation and distress, those involved 
in such behaviors often become increasingly demoralized and hopeless 
over time (Najavits, 2002). Repetitive anonymous sex, self- cutting, binge-
ing and purging, and compulsive gambling, for example, often occur 
in secrecy because they are experienced as shameful, even though they 
transiently reduce other painful feelings. Over the longer term, chronic 
DRBs and substance abuse can lead to increased risk of assault, lost 
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relationships, bankruptcy, medical or psychiatric hospitalizations, impris-
onment, disease or disfigurement, and other adverse circumstances that 
reinforce shame, alienation, helplessness, and hopelessness. In fact, these 
experiences can lead to a downward spiral of intensifying distress and 
even greater reliance on avoidance behaviors, the end point of which is 
sometimes referred to as hitting bottom in 12-step program terminology.

The “bottom” for some DRB- involved people may be the streets. As 
noted by an RA- oriented psychiatrist who works with the homeless,

Many of my patients on skid row have experienced early and adult-
life traumatic events, and many have diminished emotional regulation 
capacities. Some of them have some ability to self- regulate, but even 
for those, it seems like the grind of the daily low-level distress mounts 
and mounts until, one day, they explode. Maybe they have aggressive 
encounters, they relapse after a good period of sobriety, they engage in 
a sexual encounter in which they know they shouldn’t engage, they max 
out their credit card, or spend all of their social security check. When 
they engage in these DRBs, they often suffer greatly as a result. Con-
sequences can include eviction from housing, ejection from assistive 
programs, and loss of relationships. To complicate matters more, when 
DRBs include aggression in clinical office settings, they may result in 
termination from medical and mental health treatment settings, fur-
ther leading to isolation and poor access to care. (John Jimenez, per-
sonal communication, February 18, 2018)

Although much of this book is concerned with clinical strategies to 
assist the DRB- involved client, and thus to reverse or forestall this spiral, 
it is often helpful at the outset to adopt a perspective on the client and 
his difficulties that is hopeful and “idealistic” (Najavits, 2002). Idealism in 
this context does not mean unrealistic expectations, but rather an overall 
philosophy that encourages the client to aspire to a more positive future 
and to access a sense of hope and self- efficacy. Although the therapist 
should not discount the sometimes incredible suffering that the client 
has experienced, it is often helpful to suggest that her continued survival 
and willingness to attend and stay in treatment— as well as any signs of 
improvement, no matter how small— reveals strength, adaptability, prog-
ress, and hope for a better future.

This hopefulness can be conveyed in several ways. The client can be 
encouraged to explore the actual functions of his DRBs, so that they can 
be reframed not as immoral or pathological behaviors but rather as cop-
ing responses to early life adversities. As the “badness” of substance use or 
compulsive stealing is reinterpreted and detoxified, for example, the cli-
ent may be more able to identify self- characteristics such as courage, men-
tal toughness, concern for the welfare of others, and even posttraumatic 
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growth (Tedeshi & Calhoun, 2004)—phenomena that were present but 
hidden by the client’s negative self- perceptions. For example, the homeless 
person who sees herself as manipulative, untrustworthy, and a “whore,” 
based on what she has to do to deaden pain and increase her prospects 
for survival, may come to see herself in a more positive light as she consid-
ers, with the therapist’s help, the paradoxically life- affirming reasons she 
engages in DRBs and/or substance use. At the same time, the clinician 
may work with the client to consider things she does that are idealistic in 
nature, such as daydreaming about a successful and happy future, trying 
to get a job, attempting to reduce or stop using a DRB or substance (even 
if unsuccessful), creating art, writing in a journal, or providing advice or 
sharing food with someone else on the streets.

Initially, the client may have difficulty identifying behaviors that are 
hopeful or idealistic, as opposed to the easy enumeration of her failures 
and unacceptable actions. Yet the therapist’s steadfast attempts to reframe 
and redirect the client’s view of her “bad” behavior can shift the client’s 
perspective toward hopefulness and self- validation.

Avoid Authoritarian or Confrontational Behaviors

As noted earlier, given the client’s sometimes precarious safety and con-
tinued self- endangerment, it can be difficult for the therapist not to over-
exert control, or respond in ways that may occasionally seem demanding 
or even parental. Although some therapist responses may reflect counter-
activation, it is also true that the clinician has some responsibility to try to 
keep the client safe, and to be unequivocal when a given response or plan 
is especially harmful to self or dangerous to others. The client may “pull” 
for this as well by seeking directive therapist behavior, clear instructions, 
and freedom from ambiguity, based on his perceived need for a strong 
and protective attachment figure.

This balance between avoiding potentially authoritarian behaviors, 
yet striving to increase client safety, can be a significant challenge in work 
with survivors of child abuse or disrupted attachment. The dangers here 
are several. The therapist who frequently confronts or challenges clients 
regarding their maladaptive or unsafe behavior runs the risk of appear-
ing judgmental or rejecting, which may backfire by increasing their cli-
ents’ guilt and shame, and inadvertently engendering further avoidance 
behaviors. Overly controlling therapist behaviors, whatever their etiol-
ogy, also may undermine the client’s sense of self- determination and 
autonomy, and reinforce abuse- related expectations of the therapist as a 
dominant person who must be appeased or, alternatively, rebelled against 
(Briere & Lanktree, 2012). In fact, for clients with attachment- level memo-
ries of rejection and maltreatment, controlling or authoritarian therapist 
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behaviors may trigger anger and fear, challenge the therapeutic relation-
ship and motivate even more extreme DRBs.

Although it may be a challenging task for the concerned (and per-
haps activated) therapist, clinical experience suggests that the appropri-
ate response to client DRBs is continued positive regard, compassion 
without pity, and a problem- solving and hopeful (rather than catastroph-
izing) perspective. In fact, the therapist can respond to a new DRB not as 
a failure of will or impulse control but rather as an opportunity for both 
the therapist and client to learn more about the client’s triggers and what 
needs to be done in order to reduce the likelihood or intensity of future 
DRBs.

Provide Explicit Psychoeducation  
on DRBs and Childhood Adversity

One complexity associated with an RA perspective is described by Line-
han (1993), involving the tension between two somewhat opposing ideas: 
(1) Triggered behaviors are rarely within the client’s complete control, 
yet (2) it is important that the client strive for self- efficacy and self- 
determination. Like DBT, RA- oriented therapy tends to embrace both 
of these positions, generally by not only acknowledging the power of 
triggered trauma reactions, which are not the client’s “fault,” but also 
stressing that, through active participation in therapy, the client can gain 
increasing freedom from her childhood and greater control over her 
behavior and future well-being.

In many cases, the first step to this increased self- determinism is the 
client’s greater understanding of what happened to him in the past, and 
how it manifests itself in the present. This is facilitated by discussions 
regarding the role of childhood insecure attachment and trauma in the 
genesis of DRBs, as well as the general principles of reactive avoidance. 
The goal is not for clients to find an “excuse” for their behavior, but rather 
to understand the psychological basis for their otherwise illogical, if not 
seemingly pathological, responses.

As noted at various points in this book, this growing awareness 
can counter inappropriate self-blame and shame, and provide clients 
with insights into the mechanics of triggers, overwhelming states, and 
DRBs, so that they can begin to change what happens to them in life. For 
example, a client may come to understand that she cuts herself to avoid 
early sexual abuse- related distress, or she engages in compulsive sexual 
behavior to fill the emptiness and isolation associated with early parental 
neglect. Once the connection between triggers, negative thoughts and 
feelings, emotional dysregulation, and DRBs become more clear, the cli-
ent may be motivated to engage in treatment modalities that otherwise 
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would not make as much sense, such as trigger management, therapeutic 
exposure to trauma memories, relational processing of attachment distur-
bance, and mindfulness.

It is usually important that clients also receive psychoeducation on 
the potential negative side effects of whatever DRBs or avoidance strat-
egies they employ. This must be done in a nonjudgmental, nonlectur-
ing manner, and should not involve scare tactics. Instead, the goal is for 
the clinician, in a compassionate way, to make sure that the client fully 
understands the sometimes very negative effects of his distress reduction 
activities. This may require considerable skill on the part of the therapist, 
since the goal is for the client to know about what she is risking, yet not 
be shamed, excessively frightened, or pathologized. In other words, the 
therapist is, in some ways, providing the client with “informed consent” 
regarding the impacts of her DRBs—not to frighten her into stopping the 
behavior per se, but to help her to be fully cognizant of the trade-offs 
involved.

Focus on Emotional Regulation

As noted earlier, childhood maltreatment tends to interfere with the devel-
opment of emotional regulation capacities, perhaps especially if it disrupts 
parent– child attachment or dysregulates early neurobiology. As we will 
see in later chapters, the role of insufficient emotional regulation in the 
development of DRBs points to a clear clinical target: If we can increase 
the client’s ability to internally “handle” negative emotional states, we can 
decrease her need for external avoidance strategies, including DRBs. In 
fact, most modern therapies for people engaged in problematic avoidance, 
whether DRBs, suicidality, dissociation, or problematic substance use, 
emphasize the importance of teaching emotional regulation skills (e.g., 
Blaustein & Kinniburgh, 2010; Cloitre, Cohen, & Koenen, 2006; Habib, 
Labruna, & Newman, 2013; Miller, Rathus, & Linehan, 2007).

Beyond the logical value of teaching emotional regulation to those 
involved in emotional avoidance, it is often important to strengthen the 
client’s emotional capacities before major trauma or attachment mem-
ories can be directly processed during treatment (Courtois, Ford, & 
Cloitre, 2009; Herman, 1992b). This is because those involved in DRBs 
lack, almost by definition, sufficient ability to regulate triggered distress 
and are therefore at greater risk of being overwhelmed when treatment 
includes extended exposure to painful memories. In this sense, the pres-
ence of one or more DRBs can be seen as a marker for the likelihood that 
activated attachment or trauma memories may produce powerful nega-
tive emotions— reactions that may potentially overwhelm some clients 
during therapy.
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Titrate Exposure and Activation

Despite these concerns, rarely is it necessary to entirely eschew memory 
processing when treating those with limited emotional regulation skills. 
It is more important that, at any given point, the client’s activation– 
regulation balance is such that exposure to traumatic memory does not 
exceed his current emotional regulation capacities— a process sometimes 
referred to as titrated exposure or working within the therapeutic window 
(e.g., Briere, 1989; Briere & Scott, 2014). As noted in Chapter 8, the exact 
balance between how much trauma processing can safely occur versus 
how much emotional skills development needs to be in place is usually 
contingent on the severity of the client’s triggered trauma or attachment 
memories and her immediate emotional regulation capacity. Neverthe-
less, in cases in which avoidance responses such as DRBs or problematic 
substance use are prominent, early treatment tends to focus considerably 
more on emotional regulation than on trauma or attachment process-
ing, at least until emotional capacities are sufficiently developed. In less 
common cases (i.e., when DRBs are present but not accompanied by sig-
nificant emotional dysregulation), therapeutic window issues may be less 
relevant, and exposure may require less titration.

Appendix 6 provides an In- Session Emotional Regulation and Activa-
tion Scale (ERAS), which the therapist uses to estimate the client’s (1) cur-
rent capacity to down- regulate distress without being overwhelmed, and 
(2) current level of activatable distress, and, thus, his overall activation– 
regulation balance. Although these ratings are based on subjective evalu-
ations, they can help the therapist to consider how much trauma process-
ing is possible without exceeding the therapeutic window.

Process Implicit Memories, as Well as Explicit Ones

Most trauma- related interventions focus on processing specific painful 
events from the past, generally by asking the client to remember and talk 
about the trauma in detail. As discussed in Chapter 8, repeated nonover-
whelming exposure to traumatic memories during therapy allows the 
associated negative emotions and thoughts to be reexperienced in a safe 
environment, and eventually extinguish.

However, memories that we can talk about are, by definition, autobio-
graphical or explicit ones, involving a verbally mediated representation of 
what happened in the past. In contrast, there is a second memory type, 
sometimes described as sensory– emotional or implicit. One of the differ-
ences between these two systems is that explicit memories (the what, when, 
where of remembered events) are mostly encoded when a person’s lan-
guage capacities are relatively developed, whereas in the early, nonverbal 
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years of life—when attachment processes are most active— only implicit 
memories (i.e., feelings, sensations, and nonverbal thoughts) are possi-
ble (Siegel, 2012). This has significant implications for “remembering”: 
Explicit memories can usually be voluntarily recalled as such. Implicit 
memories, on the other hand, can only be triggered, at which point they 
are typically relived as current experiences, rather than past events.

This differentiation is critical to the way in which attachment prob-
lems are manifest in the adolescent or adult. As we see in Chapter 8, 
implicit memories of attachment insecurity, breaches, or losses cannot be 
recalled verbally, but they can be triggered into awareness by reminiscent 
stimuli in the current environment. For example, a person who experi-
enced neglect or loss in the early years of life (let’s call him Raymond) 
would not be able to explicitly recall much or anything from that time 
period, but still might be easily triggered into childhood- era feelings of 
abandonment or rejection by current relational stimuli.

The implications of implicit attachment encoding are highly relevant 
to the treatment of DRBs. If the memories underlying DRBs were largely 
explicit, traditional trauma processing through verbally mediated expo-
sure therapy would likely be helpful. But early attachment memories are 
mostly implicit— they cannot be talked about, only triggered. And if they 
cannot be verbalized, they cannot be processed through classic exposure 
procedures.

This last treatment principle has to do with this conundrum. In order 
to assist Raymond in processing attachment- era distress, therapy must 
include ways to address implicit, as well as explicit, childhood memories. 
Fortunately, relational and attachment- oriented psychotherapists have 
long been working with this problem. What they have discovered and is 
only now receiving empirical support (see, e.g., Courtois & Ford, 2015), 
is that the therapeutic relationship can be a form of nonverbal, implicit, 
attachment- focused exposure therapy (Briere & Scott, 2014). Instead of 
asking the client to talk about what he cannot verbally recall, this form of 
exposure occurs when aspects of the therapeutic process trigger nonver-
bal memories of earlier relationships, especially those of childhood.

As more fully described in Chapter 8, when implicitly encoded, pain-
ful attachment- related thoughts and feelings (e.g., fear, anger, expecta-
tions of abandonment) are triggered in a positive therapeutic relationship, 
distress is activated but not reinforced. In the Raymond example, regular 
contact with a caring attachment figure (his therapist) will likely trigger 
attachment- era distress and early relational expectations, which will not 
be reinforced in the absence of current danger, rejection, or neglect; in 
fact they will be contradicted by experiences of safety and acceptance. 
Such “corrective emotional experiences” (Alexander & French, 1946), 
over time, can reduce the extent to which Raymond will be triggered into 
negative states by relational stimuli.
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Adjust Treatment According to Severity  
and Presence of Broader Personality Disturbance

As noted in Chapter 1, most individuals who engage in DRBs are unlikely 
to meet criteria for BPD; in fact, DRBs are far more prevalent in clinical 
populations than is BPD. As a result, RA- focused treatment specifically 
targets the trauma and attachment memories, emotional dysregulation, 
and trigger dynamics often associated with DRBs, and devotes less atten-
tion to BPD domains such as emptiness, idealization– devaluation, severe 
identity disturbance, boundary issues, and splitting.

When these additional issues are present, however, and/or DRBs 
are so extreme that they represent immediate danger to the client, the 
RA treatment described in this book may be augmented with additional 
intervention components, including inpatient psychiatric hospitalization 
or residential treatment, psychopharmacology, and other treatments that 
more specifically target BPD symptoms or problems. In some cases, when 
the criteria for BPD are obviously present and especially relevant, the 
clinician may choose to integrate the trigger management and memory 
processing aspects of RA into a comprehensive DBT approach. Just as 
cognitive- behavioral therapy (CBT) for trauma has recently been com-
bined with DBT to address sexual abuse- related PTSD in residential set-
tings (e.g., Steil, Dyer, Priebe, Kleindienst, & Bohus, 2011), there is no 
obvious reason why DBT cannot be combined with RA interventions, 
perhaps especially during the “Stage 2” (Linehan, 1993) phase of treat-
ment. Similarly, those diagnosed with BPD might gain from combining 
RA- focused treatment with mentalization- based therapy (MBT; Bateman 
& Fonagy, 2010), another validated treatment for BPD. As noted earlier, 
especially in the case of BPD in which there are persistent and dangerous 
DRBs, one treatment approach definitely may not fit all clinical presenta-
tions, and the client may be best served by augmenting or adjusting treat-
ment to her specific needs and issues.
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As described in Chapters 1 and 2, the cascade of events and processes 
that lead to reactive avoidance (RA), including distress reduction behav-
iors (DRBs), is often quite complex, involving

•	 Early child maltreatment and loss
•	 Parental disattunement and disengagement
•	 Painful trauma and attachment memories, implicit and explicit
•	 Attachment disturbance, including altered assumptions about self 

and others
•	 Emotional regulation difficulties
•	 Current triggered distress, often in the context of some combina-

tion of immediate danger, stress, social marginalization, and/or 
continuing maltreatment.

To add to the complexity, each of these events and processes varies 
from one client to another, and contributes in different ways to RA. One 
person, for example, may suffer from profound neglect early in life, whereas 
another may be more affected by childhood sexual abuse experiences or 
later traumas. One person may develop an insecure attachment pattern 
characterized by avoidance of relationships and emotions, whereas another 
may become preoccupied with fears of abandonment and respond with 
neediness and emotional intensity. Some clients may be relatively adept 
at regulating the emotional effects of their early life experiences, whereas 
others may be plagued by overwhelming, uncontrollable emotions.

Even these adversity- related emotional states can be complex: In one 
person, emptiness, anger, guilt, or shame may be prominent, whereas 
posttraumatic stress, anxiety, and depression may be more relevant for 
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a different person, and yet another may be especially prone to unwanted 
numbing, disconnection, and dissociation.

In combination with biological, cultural, and/or familial factors, these 
different antecedents and effects may require different coping responses, 
leading to different DRBs—for example, self- injury rather than compulsive 
sexual behavior. Finally, different DRBs may have different side effects, 
some of which may be more problematic or dangerous than others.

Without these distinctions, all forms of reactive avoidance and their 
underlying functions might be seen as equivalent (e.g., generic “acting 
out,” impulsivity, or “borderline behavior”), resulting in a one-size-fits-
all approach to intervention. In reality, treatment may vary considerably 
from one avoidance response to another, depending on the underlying 
etiology and the specific functions a given behavior serves. In one case, 
the primary interventions may be relational processing of implicit attach-
ment memories and increasing the client’s emotional regulation skills. 
In another therapeutic exposure, mindfulness training, and trigger 
management may be more relevant. In a third, treatment may especially 
target dissociative symptoms or intrusive negative thoughts. Since the 
details associated with a specific avoidance response matter in terms of 
which treatment components are used, this chapter outlines the primary 
domains that require assessment in DRB- focused therapy.

Immediate Danger or Risks

As noted earlier, avoidance behaviors, although immediately reinforcing, 
are associated with problems and risks that must be evaluated at the onset 
of therapy and regularly thereafter, in order to keep the client as safe as 
possible. Generally, these side effects are as follows, although additional 
unlisted problems or risks may also accrue (American Psychiatric Asso-
ciation, 2000; Fong, 2006; Grant et al., 2010; Rushing, Jones, & Carney, 
2003; Walsh, 2014):

•	 Self- injury: inadvertent severe injury; life threat; disfiguration; 
infection; scars.

•	 Triggered suicidal behavior: life threat; postattempt physical or cog-
nitive disability, disfigurement.

•	 Compulsive sexual behavior: sexually transmitted infections; risk of 
assault; relational losses; incarceration after soliciting sex; occupa-
tional and social losses associated with inappropriate sexual behav-
iors.

•	 Bingeing and purging: electrolyte imbalance; nutritional deficien-
cies; seizures; cardiac problems; esophageal lesions; gastric rup-
ture; dental erosion; obesity- related medical problems.
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•	 Compulsive gambling: bankruptcy, extreme debt and other negative 
financial outcomes; relational losses; incarceration associated with 
fraud or forgery.

•	 Compulsive stealing: incarceration; criminal record; loss of reputa-
tion.

•	 Reactive aggression: physical assaults and injuries; life threat; incar-
ceration; relational losses.

•	 Compulsive skin picking, hair pulling: infection; disfigurement.
•	 Fire setting: inadvertent burns; incarceration.
•	 Compulsive Internet use: social and occupation problems; carpal 

 tunnel syndrome; impaired vision, financial problems; identity 
theft.

Whatever DRBs a client employs, the therapist should evaluate for all 
relevant outcomes and be prepared to intervene as needed. In some cases, 
of course, continuing DRBs mean ongoing endangerment and distress, 
and the clinician may have only partial success in reducing the associated 
health or social effects. Nevertheless, client safety should be the thera-
pist’s first concern.

Psychological Comorbidities

Also important are psychological problems or disorders that co-occur with 
a given DRB, since comorbidities are quite common among those involved 
in RA (American Psychiatric Association, 2013; Grant et al., 2010), and 
may need to be treated before or during DRB- related therapy. Among the 
psychological difficulties experienced by at least some clients are

•	 Other DRBs
•	 Suicidality
•	 Excessive or otherwise problematic substance use
•	 Posttraumatic stress
•	 Depression
•	 Severe anxiety
•	 Attachment insecurity
•	 Relational disturbance
•	 Somatization or somatoform disorders
•	 Obsessive– compulsive symptoms or disorder
•	 Dissociative symptoms or disorders
•	 Personality disorders
•	 Hypomania associated with bipolar affective disorder
•	 Psychosis
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Suicidality

Of these outcomes, one of the most concerning is the increased likelihood 
of suicide. This risk is highest among those who have already exhibited 
suicidal behavior (Bostwick, Pabbati, Geske, & McKean, 2016), including 
triggered suicidality. Any suicide attempt (regardless of how serious it is 
judged to be) statistically increases the likelihood of another one, and 
life threat may occur to the extent that the individual’s distress escalates 
over time, or a lethal attempt occurs by accident. In the latter case, for 
example, the client may intend to engage in a sublethal overdose, in order 
to express and externalize overwhelming feelings of anger or self- disgust, 
but miscalculate the dosage. Or the client might intend to cut his wrist 
deeply enough to feel pain, but accidentally sever a major blood vessel. 
For such reasons, it is a truism in the suicide prevention field that any sui-
cide attempt, even those thought to be gestures, must be taken seriously.

Also at higher risk of suicide are those involved in self- injury, 
as noted earlier, even though such behaviors often reflects a desire to 
survive— rather than be overwhelmed by— powerful negative states. In 
some cases, what appear to be self- injurious DRBs are actually sublethal 
suicide attempts. For example, superficial cutting can be a “dry run” to 
determine whether the pain associated with a more lethal laceration is 
tolerable. In others, when self- injury is distress reducing, and yet suicide 
attempts also occur, other scenarios are possible:

•	 Both activities serve ultimately nonlethal functions (e.g., communi-
cation of distress or proximity seeking); thus, one does not negate 
the other.

•	 Emotional distress waxes and wanes over time, so that self- injury 
may be sufficient in one instance, but suicidal behavior may seem 
necessary on another occasion, when triggered states are more 
severe.

•	 Self- injury is invoked initially, but it is insufficient to reduce emo-
tional pain to tolerable levels, and suicide becomes the final avoid-
ance strategy.

Because suicide attempts are themselves avoidance behaviors, it is 
not surprising that they can occur in the context of other DRBs, such as 
bingeing and purging (Bodell, Joiner, & Keel, 2011), risky sexual behav-
ior (Houck et al., 2008), triggered aggression (Gvion & Apter, 2011), and 
compulsive gambling (Newman & Thompson, 2003), as well as substance 
use (Harned, Najavits, & Weiss, 2006). Beyond their shared underlying 
motivations, many DRBs have shame as a side effect, and shame can be a 
powerful contributor to suicidal behavior (Leshner, 1997).
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Given the relative frequency of suicidal thoughts or behaviors among 
those engaged in DRBs, it is generally recommended that clinician assess 
for suicidal ideation, intent, plans, means, and recent attempts on a regu-
lar basis when working with DRB- involved clients. In fact, it may be neces-
sary to ask about suicidal ideations and behavior at the onset of treatment, 
and to follow up with additional inquiries throughout therapy. Although 
this may seem tedious or, alternatively, catastrophizing, the clinician’s 
intention to do regular suicidality assessment can be introduced to the 
client at the beginning of treatment, so that its repeated occurrence is 
not overinterpreted or seen as unduly pathologizing. In introducing the 
idea of regular suicidality checks, the clinician reinforces how seriously 
she takes the client’s well-being, and how dangerous certain DRBs can be, 
irrespective of their functional value to the client.

The specific extent of suicide assessment necessary will depend on the 
client’s recent history of attempts, any comorbidities that are present (e.g., 
reduced emotional regulation capacity, depression, posttraumatic hyper-
arousal, dissociation, psychosis), whether he reports suicidal ideations, 
whether DRBs are becoming more intense or frequent of late, the current 
level of stress or adversity in his environment, and the extent of support 
from friends, family, and others. Several potentially useful psychological 
tests are presented below, although the reader should keep in mind that 
such measures do not always discriminate those who go on to attempt 
suicide from those who do not—they are more probabilistic than defini-
tive (Fowler, 2012). Often, the best approach is initially to administer psy-
chological testing that includes suicidality, then to follow up with gentle, 
nonpathologizing, but specific questions during intake and, as needed, in 
subsequent therapy sessions. If these informal questions indicate potential 
acute suicidality, more intensive testing and evaluation is then indicated. 
See books by Bongar and Sullivan (2013), Simon and Hales (2012), and 
Maris, Berman, Maltsberger, and Yufit (1992) for guidance on developing 
an overall approach to evaluating potential client suicidality, and Line-
han’s (1993) strategies for assessing and addressing suicidal behavior.

Assessment Tools

In many cases, the evaluation of DRB comorbidities is relatively straight-
forward, because the client is able to directly report, or clearly exhibits, 
problematic mood states, behaviors, or disorders. In others, however, the 
individual may be in denial about existing problems or symptoms, or may 
hide them from the clinician. In some cases, avoidance strategies are so 
successful that they conceal evidence of their own existence. For example, 
a client using denial or dissociation may not “know” that she is doing so, 
and the person engaging in indiscriminate sex to distract from, ironically, 
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intimacy fears, may be superficially unaware that he is afraid of close con-
nections.

Beyond report or awareness problems, the list of potential comor-
bidities is sufficiently long that some may not necessarily be considered 
by the clinician or disclosed by the client. In fact, research suggests that 
the typical unstructured clinical interview tends to overlook traumas and 
symptoms (e.g., Zimmerman & Matia, 1999) that are nevertheless relevant 
to the client’s current situation.

For these reasons, when possible, it is recommended that those with 
significant DRB involvement be administered normed psychological tests 
or validated diagnostic interviews, either by the clinician if she is licensed 
to do so, or through referral to a psychologist. These not only include 
trauma exposure, attachment security, comorbid symptomatology, and 
types and functions of DRBs, but also social support, since this variable 
appears to have a significant impact on resilience to the effects of attach-
ment- and trauma- related adversity (Weiss, Garvert, Cloitre, 2015; Kani-
asty, 2005).

Presented below is a brief list of psychological tests and interviews 
that are directly relevant to the assessment of DRB- related issues. This is 
a small subset of potential measures, however; the clinician or consultant 
may find others that are even more useful.

•	 Broadband/generic assessment of symptomatology
|| Psychological Assessment Inventory (PAI; Morey, 1991)
|| Minnesota Multiphasic Personality Inventory–2 (MMPI-2; Butcher, 
Dahlstrom, Graham, Tellegen, & Kaemmer, 1989)—including the 
content scales [Butcher, Graham, Williams, & Ben- Porath, 1990] and 
the Restructured Form [Greene, 2010])
|| Minnesota Multiphasic Personality Inventory— Adolescent (MMPI-A; 
Butcher et al., 1992)
|| Symptom Checklist-90—Revised (SCL-90-R; Derogatis, 1983)

•	 Specific assessment of PTSD, dissociation disorder, and BPD
|| Clinician- Administered PTSD Scale for DSM-5 (CAPS-5; Weathers 
et al., 2018)
|| Posttraumatic Stress Diagnostic Scale (PDS; Foa, 1995)
|| Detailed Assessment of Posttraumatic Stress (DAPS; Briere, 2001)1

|| Dissociative Experiences Scale (DES; Bernstein & Putnam, 1986)
|| Multiscale Dissociation Inventory (MDI; Briere, 2002b)

1 Potential conflict of interest note: The DAPS, MDI, TSI-2, TSCC, and IASC, listed in this 
section, were written by the author who receives royalties from Psychological Assess-
ment Resources.
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|| Zanarini Rating Scale for Borderline Personality Disorder (ZAN-
BPD; Zanarini, Weingeroff, Frankenburg, & Fitzmaurice, 2015)

•	 Broadband assessment of complex posttraumatic outcomes
|| Structured Interview for Disorders of Extreme Stress (SIDES; Pelco-
vitz et al., 1997)
|| Trauma Symptom Inventory–2 (TSI-2; Briere, 2011)
|| Trauma Symptom Checklist for Children (TSCC— includes adoles-
cents up to 17 years old; Briere, 1996).

•	 Specific assessment of attachment- and emotional regulation- related 
symptoms
|| Trauma and Attachment Belief Scale (TABS; Pearlman, 2003)
|| Inventory of Altered Self Capacities (IASC; Briere, 2000)
|| Insecure Attachment and Impaired Self- Reference scales of the TSI-2
|| Experiences in Close Relationships— Revised (ECR-R; Fraley, Waller, 
& Brennan, 2000)

•	 Suicide assessment
|| Beck Hopelessness Scale (Beck, Kovacs, & Weissman, 1975)
|| Scale for Suicide Ideation (Beck, Kovacs, & Weissman, 1979)
|| Adult Suicidal Ideation Questionnaire (Reynolds, 1991)
|| Collaborative Assessment and Management of Suicidality, 2nd Edi-
tion (CAMS; Jobes, 2016)

•	 Social support
|| Multidimensional Scale of Perceived Social Support (Zimet, Dahlem, 
Zimet, & Farley, 1988).
|| Duke–UNC Functional Social Support Questionnaire (DUFSS; 
Broadhead, Gehlbach, deGruy, & Kaplan, 1988).

•	 Assessment of DRBs
|| Self- injury
|� Functional Assessment of Self- Mutilation (FASM; Lloyd, Kelley, & 
Hope, 1997)
|� Deliberate Self-Harm Inventory (DSHI; Gratz, 2001)

|| Risky or compulsive sexual behavior
|� Compulsive Sexual Behavior Inventory (CSBI; Miner, Coleman, 
Center, Ross, & Rosser, 2007)
|� Sexual Compulsivity Scale (SCS; Kalichman & Rompa, 2001)
|� Dysfunctional Sexual Behavior subscale of the TSI-2

|| Bingeing/purging
|� Binge Eating Scale (BES; Gormally, Black, Daston, & Rardin, 1982)
|� Eating Disorder Examination Questionnaire (EDE-Q; Fairburn & 
Beglin, 1994)
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|| Aggression
|� Aggression Questionnaire (AQ; Buss & Warren, 2000)
|� State–Trait Anger Expression Inventory–2 (STAXI-2; Spielberger, 
1999)

|| Problem gambling
|� Brief Biosocial Gambling Screen (BBGS; Gebauer, LaBrie, & Shaf-
fer, 2010)
|� Problem Gambling Severity Index (PGSI; Holtgraves, 2009; for 
modified scoring, see Currie, Hodgins, & Casey, 2013)

|| Compulsive theft
|� Kleptomania Symptom Assessment Scale (K-SAS; Grant & Kim, 
2002)
|� Structured Clinical Interview for Kleptomania (SCI-K; Grant, 
Kim, & McCabe, 2006)

|| Problematic Internet use
|� Compulsive Internet Use Scale (CIUS; Meerkerk, Van Den Eijn-
den, Vermulst, & Garretsen, 2009)
|� Internet Addiction Test (IAT; Young, 1998)

|| Compulsive buying
|� Bergen Shopping Addiction Scale (BSAS; Andreassen et al., 2015)
|� Compulsive Buying Scale (CBS; Valence, d’Astous, & Fortier, 1988)

|| Fire setting
|� Four Factor Fire Scale (FFFS; Ó Ciardha et al., 2016)

|| Hair pulling and skin picking
|� Massachusetts General Hospital Hairpulling Scale (MGH-HPS; 
Keuthen et al., 1995)
|� Skin Picking Scale (SPS; Keuthen et al., 2001)

|| Generalized involvement in distress reduction behavior
|� The Tension Reduction Behavior scale of the TSI-2

Assessing for Childhood Abuse,  
Neglect, and Attachment Disturbance

Because DRBs and other forms of RA generally arise from negative events 
in childhood— often abuse, neglect, or parental nonresponsiveness, then 
attachment disturbance— it is generally helpful to assess for these adverse 
experiences. Sometimes this can be determined merely by asking clients, 
in behavioral terms, whether they have experienced childhood sexual, 
physical, or psychological abuse, or psychological neglect, and, if so, when 
it occurred. Examples of interviews or self- report child maltreatment 
inventories that can be used to collect this information are the Adverse 
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Childhood Experiences measure (ACE; Felitti et al., 1998), the Childhood 
Trauma Questionnaire— Short Form (CTQ-SF; Bernstein et al., 2003), the 
Child Maltreatment Interview Schedule (Briere, 1992), and the Initial 
Trauma Review for Adolescents (ITR-A; Briere & Lanktree, 2012).

In other cases, however, self- reports do not provide the information 
needed, for example when the client is not willing to share it, or when 
the maltreatment occurred before the development of explicit, autobio-
graphic memory and thus cannot be verbally reported (Briere & Hodges, 
2010). In the former case, the client may be more forthcoming as the 
therapeutic relationship deepens and she comes to trust the clinician. 
In the latter, the therapist can ask whether relatives or others ever men-
tioned or described abuse or neglect in the client’s history, or whether 
there is other documentation (e.g., child abuse reports, hospitalization 
records) indicating that maltreatment may have occurred. In some cases, 
a nonabusive parent or sibling may be a better informant than the cli-
ent regarding his early history, and the client may allow the therapist to 
explore this avenue.

Similar constraints are present for assessing parent– child attachment 
quality, since the most critical attachment years are prior to the onset 
of verbal memory. There are multiple measures that attempt to evaluate 
attachment security (e.g., the Experiences in Close Relationships ques-
tionnaire [ECR; Brennan, Clark, & Shaver, 1998], the Relationship Ques-
tionnaire [RQ; Bartholomew & Horowitz, 1991], and the attachment sub-
scales of the TSI-2); unfortunately, they do so indirectly, asking people to 
report problems in their current close or intimate relationships that have 
been associated with early attachment difficulties. An alternative to this 
approach, the Disorganized Response Scale (DRS; Briere et al., 2018), 
evaluates disorganized attachment based on self- reports of dysregulated 
attachment behavior. This is a new measure, however, and is not yet stan-
dardized or normed.

Even in the absence of information in this area, the client and thera-
pist still may be able to reconstruct some of what may have been the cli-
ent’s earlier experiences. For example, if the client recalls emotional or 
physical abuse at 5 or 6 years of age, it may be possible to hypothesize (but 
not guarantee) earlier maltreatment as well. Similarly, although the client 
will not be able to report on attachment experiences in the first years 
of life, she may be able to describe later maternal or paternal coldness, 
nonresponsiveness, rejection, fearfulness, frightening behavior, abandon-
ment, problematic substance use, dissociation, depression, or emotional 
lability, all of which are associated with insecure attachment in children 
(e.g., Bowlby, 1969, 1988; Sroufe, Egeland, Carlson, & Collins, 2005; van 
IJzendoorn, 1995). Especially when these conjectures match the client’s 
current clinical presentation (e.g., an insecure attachment style or hyper-
sensitivity to authority, intimate relationships, and/or abandonment), a 
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working therapeutic hypothesis may be formed about the client’s early 
years, albeit one that is tentative and not assumed to be necessarily accu-
rate. Importantly, the therapist should never assert that abuse or neglect 
has definitely occurred in such instances, since such insistence may pro-
duce memory errors in susceptible individuals (Lindsay & Briere, 1997).

RA Model Measures2

DRB Types and Characteristics

Once the antecedents to, and comorbidities of, behavioral avoidance have 
been considered, the next step is usually to determine what DRBs the cli-
ent currently employs, as well as those she has used in the past. Appendix 
2 contains a checklist (the Review of Distress Reduction Behaviors) that 
the therapist can include in the intake or subsequent interview. When 
completed, it provides information on all major types of DRBs, past and 
present, how often they are currently used, and when they began.

Triggers

As noted, DRBs usually occur after the individual has encountered a 
trigger in her current relational environment. Generally, a trigger can be 
defined as any stimulus that is sufficiently reminiscent of a past event 
or process that it activates implicit or explicit memories in the present. 
Many triggers of DRBs are interpersonal, for example, perceived rejec-
tion, abandonment, criticism, boundary violations, yelling, or maltreat-
ment, although others may be noninterpersonal, such as certain sounds, 
smells, and tastes. Included in Appendix 3 is a Trigger Review, in which 
the client explores ways in which he has been triggered in the past, and 
what feelings, sensations, and thoughts tend to occur after he is triggered.

As well, a Triggers- to- Memories Worksheet can be found in Appen-
dix 5. This form is more of a treatment tool than an assessment device per 
se, since it is used to assist the client in identifying and understanding the 
actual trauma- related etiologies of specific triggers. Use of this worksheet 
is discussed in Chapter 9.

Functions Served by DRBs

Finally, Appendix 4 contains a Functions of Distress Reduction Behaviors 
checklist, which clients complete separately for each type of DRB that 
they have employed. For example, a client involved in compulsive sexual 

2 All RA model measures are available to purchasers of this book (see the box at the 
end of the table of contents).
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behavior might indicate that sexual DRBs distract from upsetting memo-
ries, soothe triggered distress, and lessen feelings of emptiness. Admin-
istration of this checklist may be an important initial part of treatment, 
since it indicates the actual reasons why any given DRB is being used 
and potentially highlights the best targets for treatment. For example, if 
the client indicates that self- injury blocks memories, distracts from trig-
gered angry feelings, and lessens dissociation, the most helpful interven-
tions might include emotional processing of specific memories, learning 
self- calming or self- grounding skills so that dissociation is less likely, and 
problem solving what the client might do instead of self- injury that would 
still address her immediate needs.
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Antoine is a 32-year-old man who has struggled with compul-
sive gambling and excessive drinking for a number of years. He 
reports having “hit bottom” 4 months ago, after losing his apart-
ment over unpaid rent, a brief hospitalization for acute gastritis, 
and a breakup with his boyfriend of 2 years. He has recently 
experienced a resurgence of PTSD-like symptoms, primarily 
flashbacks and sleep disturbance, which he links to a history of 
child maltreatment.

Antoine began therapy 2 months ago, but has thus far been 
unable to talk about his current situation or childhood history to 
any meaningful extent. In response, his therapist is teaching him 
relaxation techniques, grounding, harm reduction approaches 
to his alcohol use, and ways to identify and address triggers in 
his environment that lead to urges to gamble. She anticipates 
that it may be a while before Antoine is able to talk about his situ-
ation and its antecedents in any detail, but notes that early sta-
bilization efforts have decreased his overall stress and insomnia.

Many DRB- involved clients enter therapy in relative chaos. They 
are often, as Freud once noted, plagued by “reminiscences” (Gay, 1989, 
p. 71)—not only explicit memories of childhood maltreatment and later 
traumas but also implicit ones, appearing in the guise of unidentifiable 
fears of abandonment or violence, unexpected thoughts, urges to do 
things that do not make sense, and moments of self- hatred or disgust. 
Because these reactions are based largely on past events for which the 
client may have little explicit memory, their sudden appearance is often 
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frightening and unexpected, and may appear contextually inappropriate 
or even bizarre to others.

These difficulties are, ironically, often exacerbated by the client’s 
attempts to control or suppress them. As discussed, the client may 
respond with behaviors that are sufficiently dramatic, disruptive, or dead-
ening, that they are effective even against overwhelming emotions and 
memories. Yet, ultimately, these behaviors fail: DRBs such as self- injury, 
bingeing and purging, or risky sexual behaviors appear to “work” over 
the subsequent minutes or hours, but their long-term effects are usually 
problematic, if not debilitating or life- threatening. And, as it turns out, 
they actually tend to increase, not decrease, distress over time.

Creating a Supportive and Collaborative 
Therapeutic Relationship

It is within this context, at whatever level of extremity, that the client 
appears in the therapist’s office, clinic, or hospital. Because of early expe-
riences, she is prone not only to relive dangerous or hurtful moments 
from the past but also to assume peril in the present and future. And 
many of the things that the client does to keep painful memories and 
emotions at bay can result in further suffering, danger, and loss.

Erick, a 17-year-old man who is attempting to separate himself 
from a neighborhood gang, has reluctantly entered psychother-
apy at the insistence of his probation officer. Immediately hyper-
vigilant in the intake interview, he challenges the therapist on 
confidentiality issues, why she does this work, her assumptions 
about him as a person of a different ethnicity, gender, and socio-
economic status, and the likelihood that therapy will be of any 
use to him. Early in the session, Erick has a strong response to 
the clinician’s implication that she, and the therapy, are trustwor-
thy. Raising his voice, and using a sudden barrage of gang words 
and phrases, he expresses his disbelief that therapy can be a safe 
place, and that he would be valued there. At the same time, the 
therapist notices, but does not comment on, what appears to be 
a hint of tears in Erick’s eyes.

Although a variety of ways in which the clinician can increase the cli-
ent’s overall level of safety are described in this chapter, few of these prin-
ciples or interventions will be helpful unless a positive and manifestly safe 
therapeutic relationship can be developed. Yet this is sometimes easier said 
than done. One of the early casualties of childhood abuse and neglect can 
be the easy availability of hope and trust, and the capacity to see safety and 
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positive regard when they are present. For many traumatized people, close-
ness implies danger, kindness is bait for entrapment, and awareness causes 
pain. In fact, the basic assumptions of therapy— that one should open one-
self up to a seemingly powerful other, believe this person’s assertion that 
she is kind and can be trusted, and give up one’s avoidant defenses because 
feeling bad, ultimately, is good for one—may seem counterintuitive and 
perhaps even dangerous. And, in many cases, the client’s defenses are more 
or less correct: He may not, in fact, be ready to engage what he tries to 
avoid. In the co- presence of high pain and low emotional tolerance, some 
level of avoidance may be continuously necessary for internal homeostasis. 
Because his self- protective stance can serve real, adaptive functions, it is 
not necessarily healthy or wise to disregard hard- earned experience and 
immediately trust someone just because he is supposed to do so.

This is the difficult path that the client and therapist must engage 
if treatment is to be helpful. The client has the perfect right and reasons 
not to trust or connect with the therapist, yet most significant trauma and 
attachment processing occurs within trust and connection. And the ther-
apist must repeatedly demonstrate (not just say) that she is trustworthy 
and that the client is safe with her, even though it may initially be difficult 
for the client to believe or accept these facts in progress. In this context, 
the therapist must work especially hard to stay attuned, empathic, posi-
tive, and caring, and remind herself that the client is, in fact, a survivor— 
the very behaviors that may seem pathological, defensive, or primitive 
may have allowed him to make it to the therapist’s office in the first place 
(Butler, 1989).

It is also important that the therapeutic relationship be collaborative 
rather than a context in which the therapist provides unidirectional input 
regarding what is wrong and how it can be corrected. The clinician’s focus 
should be on:

•	 Discussing with the client her rights to boundaries, safety, dignity, 
self- determination, and even self- protectiveness in the session.

•	 Working with her to identify problem behaviors and their impacts.
•	 Figuring out with her what drives them.
•	 Determining, together, what might be helpful in response.
•	 And, finally, coming up with a treatment plan that the client finds 

meaningful and acceptable.

The critical notion here is that, to the extent possible, the client is 
the final arbiter regarding what he wants to address and how therapy 
might proceed. This approach empowers the client, as it encourages the 
development of self- entitlement and problem- solving skills rather than 
continued reliance on the therapist for solutions.
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Immediate Environmental Safety and Stability

One of the most immediate sources of danger for those engaged in DRBs 
is continuing threat from the environment. As noted, many DRB- involved 
people suffer from childhood maltreatment and attachment disturbance, 
both of which are associated with what clinicians refer to as revictimization—
the tendency for those who were maltreated in childhood to experience 
additional violence (not only physical and sexual assaults but also psycho-
logically hurtful relationships) in adolescence and adulthood (e.g., Koenig, 
Doll, O’Leary & & Pequegnat, 2003; Godbout et al., 2017).

The revictimization literature (e.g., Duckworth & Follette, 2012; Mess-
man & Long, 1996; Messman- Moore, Walsh, & DiLillo, 2010; Widom, 
Czaja, & Dutton, 2008) suggests that risk of additional trauma can arise 
from a variety of abuse- related phenomena, including the following:

•	 Substance use and dissociation, both of which can reduce vigilance 
to danger.

•	 Distorted perceptions of others (e.g., idealization) that interfere 
with awareness of danger cues.

•	 Low self- esteem and a diminished sense of entitlement to safety.
•	 Risky behaviors that increase the likelihood of additional assaults, 

such as less discriminant sexual partner selection.
•	 Cognitive accommodation to ongoing violence, such that later 

interpersonal danger is discounted or accepted as normal.
•	 Relational difficulties such as learned helplessness or passivity in 

the face of danger, as well as willingness to tolerate maltreatment 
in order to forestall abandonment.

•	 Socioeconomic stressors and discrimination, both of which 
increase the likelihood of child maltreatment and later exposure 
to community violence.

Because these various factors tend to persist over time, the clinician 
should not assume that clients’ traumas and attachment problems reside 
solely in the past; they may continue to be at risk of physical or sexual 
assault, exploitation, and emotional maltreatment, let alone social margin-
alization or poverty. This ongoing potential means that assessment should 
not be limited to clients’ current symptomatology and DRBs; it should also 
extend to their physical, interpersonal, and sociocultural safety.

In some cases, this will include evaluating the continuing impacts of 
early violence that have been triggered by recent threats to safety.

Sokha is a 67-year-old woman who was sexually assaulted and 
tortured by Cambodian soldiers in the 1970s. Although she 
immigrated to the United States in the 1980s, she continues to 
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limit her activities and travels within a single- block radius in her 
small, Khmer- speaking community. Soon after encountering a 
stranger who appeared to be an ex- member of the regime that 
tortured her, Sokha was found in her bedroom closet, scratching 
on her arms, legs, and chest, and crying out as if she was being 
sexually assaulted. After unsuccessful attempts at treatment at 
a county community health center, she now attends an Asian- 
Pacific mental health center, where her history and responses 
are well understood by staff members, and where she is able to 
process her triggered responses and current fears in greater per-
ceived safety.

Along with continued assessment, the therapist must be prepared 
to intervene in whatever way necessary to increase client safety, which 
includes being willing to be relatively directive (but not overcontrolling) 
when indicated. In some cases, this may involve giving explicit, but not 
dogmatic, advice; working with the client to access law enforcement when 
he is in danger; dealing with social services around issues of homeless-
ness or poverty; or arranging a medical referral in case of serious illness. 
In other instances, the therapist might provide psychoeducation about 
needle exchange programs, safer sex practices, medical risks of various 
DRBs, the location of shelters or self-help groups, and/or training in non-
abusive parenting practices.

Immediate safety also may be increased by working with the client 
to stabilize her interpersonal environment, address immediate mental 
health concerns, and reduce her overall level of stress. This may include 
referring the client for couple or family therapy when these systems con-
tribute to the client’s difficulties; encouraging a psychiatric evaluation for 
medications or hospitalization when suicidality, a mood disorder, severe 
posttraumatic stress, or psychosis interferes with adaptive function-
ing; and problem solving around ways the client can reduce the chaos, 
demands, and challenges of his personal, school, or work environment. 
As noted by Herman (1992b) and others (e.g., Cloitre, Koenen, Cohen, 
& Han, 2002), the client also may benefit from early interventions and 
exercises that increase her emotional regulation capacities. As discussed 
later in this chapter, as well as in Chapter 7, this may include learning 
relaxation, grounding, and meditation techniques, as well as strategies 
for “taking better care of yourself” or “improving the moment” (Linehan, 
1993) in challenging interpersonal contexts or situations.

Safety from Self‑Harm

Not entirely separate from immediate environmental dangers, DRBs are, 
almost by definition, inherently self- endangering. As described previously, 
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DRB risks can include disability, disease, incarceration, exposure to vio-
lence, and death. Although major reduction of DRBs can require signifi-
cant time in treatment, there are usually things the client can do early 
in the therapy process to increase safety from self-harm. Described in 
Chapter 7 as trigger management, this includes the following:

•	 Reducing the frequency of triggering events.
•	 Lessening the destabilizing effects of triggered states.
•	 Reducing the immediate harm associated with DRBs.

Trigger Reduction

An important early step in stabilization, trigger reduction involves identi-
fying triggers associated with the client’s most problematic DRBs, then 
exploring ways in which these triggers can be rendered less powerful or 
avoided entirely.

In some cases, trigger reduction may be used as a temporary mea-
sure, especially when continuous trigger avoidance would be problematic 
or unwanted. For example:

•	 Someone who is easily triggered and overwhelmed in verbal dis-
putes with a friend might decide in treatment to avoid arguments 
with this person for the time being, even though conflictual issues 
must be addressed at some point in the future.

•	 A person might find that certain sexual situations or stimuli trig-
ger childhood sexual abuse memories, and therefore avoid those 
situations, so that a given DRB (e.g., subsequent bingeing or shame- 
related self- injury) is less likely. Over time, however, the person also 
might develop greater emotional regulation capacities and engage 
in memory processing of abuse memories, both of which might 
make future consensual sexual contact less activating and poten-
tially more enjoyable (Bigras, Daspe, Godbout, Briere, & Sabourin, 
2017).

In other cases, trigger avoidance may be a more permanent solu-
tion, either because avoidance of the trigger is a good idea in general, 
or because the triggering situation can be avoided without any obvious 
deleterious effects. For example:

•	 A person who finds him- or herself angry and prone to aggression 
when around inebriated people might discover that contact with 
drunken people triggers memories of abuse by an intoxicated care-
taker, and resolve to avoid bars and, hence, triggered bar fights.
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•	 Someone who is triggered into painful memories when watching 
violent movies might decide to permanently avoid such films as a 
way to terminate unwanted distress.

Although trigger avoidance is unlikely to address entirely the client’s 
sense of chaos and unpredictable intrusions, it is often an early opportu-
nity for the client to slowly “take charge” of his immediate experience and 
environment. In some cases, the decreased turmoil associated with limit-
ing exposure to triggers may also demonstrate to the client that she is not 
helpless, and, in fact, is able to increase her emotional stability.

Reducing the Destabilizing Effects  
of Triggered States

Because it is not possible, or even adaptive, to avoid all triggers in one’s 
environment, the goals of early treatment often include (1) proactively 
increasing resilience to activated distress, so that DRBs are less probable 
or less intense when triggering occurs, and (2) mitigating the effects of 
activated emotions and thoughts after they occur and before they moti-
vate DRBs.

Intervention in triggered states often requires increasing the cli-
ent’s emotional regulation skills as a way to equilibrate her activation– 
regulation balance. The need to intervene in emotional dysregulation 
when addressing avoidance behaviors was most prominently introduced 
to clinicians by Marsha Linehan in 1993. Initially focused on treating 
women with chronic suicidal behavior, and then BPD, DBT has been 
shown to have efficacy for the various behaviors described in this book, 
primarily self- injury, suicidality, bingeing– purging, and substance abuse 
in the context of borderline personality (e.g., Kliem, Kröger, & Kosfelder, 
2010; Safer, Telch, & Agras, 2001), although see Panos, Jackson, Hasan, 
and Panos (2013). Given the breadth of Linehan’s contributions, a num-
ber of the emotional regulation interventions recommended in this chap-
ter and elsewhere either directly reflect DBT principles and techniques, 
or were inspired by them.

Proactive Resilience

Many individuals heavily involved in DRBs or substance use neglect their 
physical health or suffer health problems, because their avoidance behav-
iors have secondary physical effects. As a result, they may have fewer inter-
nal resources available to deal with triggered distress, leading to more 
DRBs. Linehan (2014) specifically enumerates ways to increase resilience, 
as defined by her PLEASE acronym:
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•	 Treat Physical iLlness.
•	 Balance Eating.
•	 Avoid mood-Altering drugs or alcohol.
•	 Balance Sleep.
•	 Exercise.

Although increasing resilience— and thus decreasing emotional 
vulnerability— might seem like a relatively easy first step toward stabili-
zation, in fact it may be difficult. For example, sleeping or eating well 
may be especially challenging for people who are homeless, experiencing 
ongoing danger, or suffering from PTSD or an eating disorder. Because 
drug or alcohol use is an avoidance strategy, it may be hard for the belea-
guered person to lessen or give it up. Similarly, seeking medical assistance 
might seem like an easy action, but many of those who rely on avoidance 
behaviors also avoid medical checkups or seeking medical advice, lest the 
news be bad.

This does not mean that these activities are not an important com-
ponent of early intervention, because they are often quite central to early 
stabilization. At the same time, however, the clinician should be prepared 
for potential roadblocks in this area, and must not engage in adversarial 
struggles with the client to “ just” take better care of herself.

Beyond the development of internal resources, an additional 
approach to resiliency involves intentionally connecting with people with 
whom one can process, debrief, and recover from stressful situations. 
Not all traumatized or attachment- dysregulated people, let alone those 
involved in DRBs, can easily access others for support and nurturance, of 
course, and many may fear such connections because they are associated 
with previous maltreatment, rejection, or loss. Nevertheless, a support 
group, or even just a reliably caring and validating person (or sponsor), 
can be of substantial benefit to those who suffer from early trauma or 
attachment insecurity. In fact, social support is thought to be among the 
most powerful contributors to resilience among traumatized people (see 
Kaniasty, 2005, for a review).

For this reason, clinical intervention in this area often involves 
increased therapeutic attention to the client’s experiences with friends, 
caretakers, or partners. For example, the clinician might help the client to 
work through interpersonal difficulties with others that might otherwise 
cause relational breaches, rather than just focusing on her history and 
internal experiences. In other instances, the therapist may gently suggest 
the client attend nonthreatening social events, or (subject to client agree-
ment and comfort level) 12-step or support groups that are especially rel-
evant to his history, circumstance, or DRBs.

Alternatively, when interpersonal support is difficult to find, too 
threatening, or insufficient, some traumatized or attachment- reactive 
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individuals find that a pet, for example a dog or cat, can provide a sense 
of noncontingent love, acceptance, and relationship that might not other-
wise be immediately available, or even tolerable. Although the literature 
on the specific helpfulness of animal assisted therapy is equivocal, albeit 
encouraging, studies suggest that living with a companion animal can be 
especially grounding and stabilizing for people struggling with chronic 
difficulties and/or perceived social unacceptability (e.g., Brooks, Rush-
ton, Walker, Lovell, & Rogers, 2016; McConnell, Brown, Shoda, Stayton, 
& Martin, 2011).

Mitigating the Immediate Stressfulness of Triggered Thoughts, 
Emotions, and Memories

There are a number of trigger management activities that, if engaged in 
immediately following a triggering event, can reduce subsequent distress 
and therefore lessen the need for DRBs or other avoidance responses. 
They include the following.

Breath and Relaxation Training

Learning how to relax and slow one’s breath can be of tremendous ben-
efit when in a stressful situation, or immediately following triggered emo-
tional reactions. Typically, the client practices focused breathing or other 
forms of relaxation across multiple sessions, as well as at home, then grad-
ually learns to apply these skills at times of triggered distress. In some 
cases, this also involves mindfulness training, as described in Chapter 6. 
As the client is increasingly able to enter a more calm or relaxed state, 
despite, for example, activated fear or anger, the need for a DRB may 
decrease. Two breathing exercises are presented in Appendix 1, each of 
which can be practiced both in the therapist’s office and later at home.

Importantly, the key issue is usually not the acquisition of relaxation 
or breath skills, but rather the client’s increasing ability to apply these new 
abilities when experiencing painful memories or states. This capacity can 
be strengthened during specific moments in therapy, when the client— 
with the therapist’s support— learns to apply mindful breathing or other 
relaxation exercises at times of upset or distress.

Grounding

Grounding usually involves learning to focus on the immediate external 
environment, and the current moment, as a way to pull attention away 
from escalating internal states associated with painful memories. Like 
relaxation training, this skill can be taught when the client experiences 
strong negative emotions in the session and, thus, is able to practice 
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grounding at times of momentary destabilization. The client is typically 
asked to describe the surrounding room or environment in detail, to prac-
tice mindful breathing or a relaxation exercise, and to engage in positive 
self-talk, as described below. The clinician may quietly model grounding 
statements, noting, for example, that the client is safe in the here (in the 
room, in the session, with the therapist) and the now (not in the past, in 
danger, undergoing the trauma) (Briere & Scott, 2014). Although ground-
ing is sometimes presented as an acute intervention for when clients are 
overwhelmed in treatment, it is even more helpful as a learned skill that 
can be applied outside of the session— especially when triggered emo-
tions, thoughts, or memories occur.

Self-Soothing

Self- soothing can be defined as self- directed behaviors that increase feel-
ings of well-being, calm, and self-care. The term soothing in this context 
usually refers to a central notion in attachment theory: that memories of 
loving physical contact, hugging, rocking, cuddling, and protective care 
by early attachment figures can be internalized by the individual, and 
later called upon as a form of emotional regulation in the face of stressful 
circumstances. Whether self- soothing always activates attachment- level 
phenomena is unknown. However, many survivors of childhood trauma 
report that engaging in activities that are explicitly self- nurturing and 
self- caring can diminish the emotional effects of triggered memories.

Some self- soothing behaviors, for example, thumb sucking, rocking, 
or cuddling a stuffed animal, are more common in people who are sig-
nificantly destabilized and therefore require more rudimentary soothing 
activities. More typically, however, self- soothing involves doing things 
that produce positive and comforting sensory experiences; for example, 
taking a long, warm bath or shower; practicing yoga; going for a walk; 
eating (but not bingeing on) something especially enjoyable (e.g., a “com-
fort” food); playing a musical instrument; requesting a hug from a loved 
one; or getting a massage. Some people report that cuddling or petting a 
companion animal can be especially soothing. In some cases, those with 
childhood trauma may also gain from stimuli that convey positive attach-
ment, for example, carrying around a smartphone recording of the cli-
ent’s therapist or close friend saying reassuring and affirming things that 
can be played as needed. In other cases, the client may be able to think of 
a person who has been kind and is loving, or who is a historic or spiritual 
figure associated with love, and imagine him or her, in detail, being pres-
ent in the immediate moment, caring for the client.

Notably, some of self- soothing activities (e.g., taking a warm bath) 
cannot be engaged in immediately after one has been triggered. They are, 
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however, potentially helpful in the hours after triggering has occurred, for 
example, when the person continues to struggle with activated thoughts, 
emotions, and memories into the night.

Strategic Distraction

Strategic distraction is, in a sense, similar to DRBs, except that the effect 
is rarely harmful, and it does not involve dramatic behaviors. Instead, the 
goal is to pull attention away from an activated internal state for a suffi-
cient period of time, so that it fades for lack of reinforcement. Examples 
of strategic distraction following triggered distress include:

•	 Exercise
•	 Reading
•	 Conversations with safe/supportive others, including by cell phone 

when immediacy is important
•	 Listening to music
•	 Taking a “time-out” in a place or environment that feels more safe 

and is less triggering
•	 Interacting with, or cuddling, a pet
•	 Writing or journaling
•	 Going for a walk
•	 Engaging in yoga or tai chi.

It should be noted that distraction does not allow processing of trig-
gered material, and may even have some suppression effects, although the 
latter are unknown. For this reason, although it can be effective in deesca-
lating an immediately activated state, distraction should not be employed 
exclusive of other approaches and strategies.

Positive Self-Talk and Metacognitive Statements

Although often considered a sign of mental disturbance in popular cul-
ture, the cognitive literature indicates that we talk to ourselves on an 
ongoing basis (Azmitia, 1992). Researchers have especially identified 
negative self-talk, which involves internal monologues about one’s fail-
ings, helplessness, guilt, shamefulness, unworthiness, or badness, as well 
as the dangerousness of the world and the hopelessness of the future. 
Such thoughts are especially common among those who were abused or 
neglected as children (Cloitre et al., 2006) and are associated with sub-
sequent depression, anxiety, and posttraumatic stress (Kubany, Hill, & 
Owens, 2003; Lemoult, Kircanski, Prasad, & Gotlib, 2017; Yaratan & 
Yucesoylu, 2010). Most cognitive therapists suggest that negative self-talk 
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is most detrimental when it is automatically assumed to be true and is 
therefore not internally disputed.

Positive self-talk, in contrast, is the antithesis of negative evaluations 
of self and the environment, because it focuses on the individual’s posi-
tive qualities and intentions, self- efficacy, and entitlement to well-being 
and good treatment by others, as well as evaluation of the environment as 
safer than what negative self-talk portrays. In this sense, positive self-talk 
is not deliberate self- deception or empty affirmations, but rather, correc-
tive responses to triggered beliefs that have been biased by abuse, neglect, 
insecure attachment, social marginalization, or more recent trauma.

Importantly, such activities require some degree of metacognitive 
awareness (Teasdale et al., 2002)—the realization that negative self-talk 
is just that, a monologue of devaluing and inaccurate evaluations that 
come from previous maltreatment or a harsh culture, as opposed to rep-
resenting accurate perceptions of oneself, others, the environment, or the 
future. For this reason, teaching positive self-talk often involves discus-
sion of the effects of early trauma and neglect on thinking, so that the 
client can appreciate why negative self-talk can be incorrect and should 
be argued against.

Early in treatment, DRB- involved clients can be encouraged to 
devise, then practice (initially out loud), positive self- statements that they 
can later call upon when triggered, such as the following:

•	 “I am a good person.”
•	 “I’m doing the best I can.”
•	 “As far as I can tell, I am safe.”
•	 “I don’t have to do this if I don’t want to.”
•	 “This is nothing to be ashamed of.”
•	 “I can handle this.”
•	 “I deserve respect.”

He may also gain from practicing metacognitive statements such as 
the following:

•	 “This is just my past talking.”
•	 “I’m just thinking        because of my childhood. It may 

not be true.”
•	 “These are just thoughts, not facts.”
•	 “These thoughts are from the past, but this isn’t the past right now.”
•	 “I don’t have to believe what my mind is saying.”

Initially, the client may have difficulty making these internal state-
ments, either because they seem silly or child-like, or because she is not 
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aware of her negative self-talk and therefore does not understand the 
need for a rebuttal. It is often best to acknowledge concerns about posi-
tive self-talk but suggest its value nevertheless. In many cases, the client 
slowly comes to appreciate the utility of this activity over time, as it is seen 
to decrease the power of triggered thoughts and feelings.

The following is an example of a more extended metacognitive self- 
discourse from a woman in therapy for depression who recently com-
pleted a mindfulness- based cognitive therapy course. As is apparent, she 
appears to have internalized and integrated a metacognitive perspective, 
to her benefit. She states:

“It’s hard to explain, but sometimes when I get the usual hit of how 
little I’ve done with my life, or about my weight, I just go ‘yeah, yeah . . . 
talk, talk, talk.’ I just let the thoughts go. Maybe you don’t always have 
to fix what’s happening in your mind, sometimes you can just let it do 
what it does, but say ‘Hello, mind. You’re in the past, poor mind, but 
this isn’t the past right now.’ . . . It’s like, ‘Hey mind, do whatever. But 
I don’t have to believe what you’re saying, at least not all the time.’ ” (in 
Briere, 2013, pp. 208–209)

Engaging in “Idealistic” (Najavits, 2002)  
or “Opposite-Action” (Linehan, 1993) Behaviors

In addition to positive self-talk, the client may find it helpful to respond to 
self- devaluation or demoralization with opposite behaviors that increase 
hope, perceived self- efficacy, and positive self- regard. For example, the 
client might consider:

•	 Doing people random favors, or helping strangers.
•	 Writing about his experiences, or doing other creative things that 

call on adversity to create something of meaning, value, or beauty.
•	 Practicing being kind to others, specifically at times when he feels 

resentment or anger.
•	 Doing something in the outside environment (e.g., volunteering) 

that increases feelings of competence or benevolence.

Focusing Mindful Attention on Triggered States

As described in detail in Chapter 7, and presented in Appendix 7, the 
client can use an exercise (ReGAIN) that increases mindfulness at the 
point of being triggered, and allows her, to some degree, to become more 
grounded, not resist triggered states, feel self- compassion, and lessen the 
need to reduce distress through a DRB.
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Harm Reduction

Initially developed to address substance use, harm reduction is based on 
the notion that most of those who engage in unsafe behaviors are not 
intentionally trying to hurt themselves or others, but rather are unable 
or unwilling to stop a given behavior as a result of complex etiologies 
(including trauma), diverse motivations, and sometimes the effects of 
social deprivation and inequality. A harm reduction approach to self- 
endangering behaviors “work(s) to minimize [their] harmful effects 
rather than simply ignore or condemn them” (Harm Reduction Coalition, 
2018, http://harmreduction.org, retrieved October 26, 2017). Notably, harm 
reduction does not ignore the real danger and debility associated with 
such behaviors (see http://harmreduction.org/about-us/principles- of-harm- 
reduction), but recognizes that reducing harm may be the best first option 
for those who cannot immediately discontinue self- endangering behavior.

In the context of the client who requires relatively extended treat-
ment before she can discontinue self- endangering behavior, the issue is 
how to reduce the harmfulness of DRBs in the meantime. This is espe-
cially relevant to clients who have only recently entered treatment and 
who are experiencing acute levels of distress, instability, and, as a result, 
ongoing problematic behaviors.

Harm reduction approaches to DRBs generally involve:

	• Attempting to delay avoidance behaviors for as long as possible 
after the onset of a trigger, so that (1) the associated distress goes unrein-
forced and potentially fades with time, and (2) the client has the oppor-
tunity to sit with, and develop greater emotional tolerance for, unwanted 
emotional states— both of which reduce the need for more powerful or 
harmful DRBs. This does not involve suppressing the urge to use a DRB 
in the future, but rather, allows the need to be present, but not immedi-
ately gratified.

	• When some sort of behavior seems necessary, replacing dangerous 
DRBs with less detrimental ones, despite their less satisfactory nature— 
for example, doing push-ups beyond one’s normal preference (but not 
harming oneself) or holding ice cubes until they hurt, instead of self- 
cutting. Notably, although such replacement activities are often recom-
mended on self-help websites, they should only be used when absolutely 
necessary, and only in the context of immediate harm reduction— they are 
unlikely to resolve the underlying issues and, in some sense, they continue 
to model self-harm as a way to deal with self- injury.

	• If the original DRB is impossible to avoid, consciously engaging 
in the behavior to the least extent possible (e.g., bingeing for 10 minutes 
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rather than an hour, trying to limit sexual behavior to flirting as opposed 
to intercourse), so that the harmfulness of the behavior is reduced. These 
behaviors should be used judiciously, however, since (1) they may still be 
injurious or otherwise problematic, and (2) in some cases, lower-level 
involvement in a behavior (e.g., eating just one cookie) may trigger even 
more intense cravings or urges and thereby increase, not decrease, a DRB.

Together, relationship building, safety interventions, lessening trigger- 
related distress, and harm reduction activities offer the overwhelmed cli-
ent the opportunity to understand and depathologize what have typically 
been experienced as shameful behaviors, increase his immediate safety, 
and begin to stabilize his internal environment. Because of the nature of 
DRBs and their underlying etiologies, however, these activities will have 
to be revisited at different times during treatment and should therefore 
be seen as cornerstones of effective therapy rather than just early stabiliz-
ing interventions.
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Although current interventions for DRBs and other avoidance behaviors 
generally include some level of stabilization and attention to emotional 
regulation skills, many of them also teach nonresistance to painful inter-
nal states (e.g., Bowen, Chawla, & Marlatt, 2011; Habib et al., 2013; Hayes 
et al., 2012; Linehan, 1993). This is probably because distress avoidance 
tends to trigger the suppression effect (Briere, 2015): Although it is some-
times possible to suppress unwanted thoughts, feelings, and memories, 
such actions generally cause them to reappear later, sometimes with even 
greater frequency and intensity (Elliott & Briere, 1995; Taylor & Bryant, 
2007; Roemer & Borkovec, 1994; Wegner, 1994). In other words, para-
doxically, DRBs and other avoidance strategies may keep painful states 
alive into the long term, whereas their reverse— intentional acceptance 
of painful internal experience— may lead to decreased distress over time.

Mindfulness

Interestingly, although modern psychology has only recently discovered 
the negative effects of suppression, and the benefits of engaging distress, 
the Buddhist practice of mindfulness has endorsed this perspective for 
centuries. Mindfulness, which generally occurs in the context of medita-
tion, may be defined as the ability to maintain ongoing awareness of—and 
openness to—one’s moment- by- moment experience, including thoughts, 
emotions, perceptions, and memories, without judgment and with accep-
tance (for related definitions, see Germer, 2005, and Kabat-Zinn, 2003).

Central to this capacity is the ability to view one’s internal experi-
ences impartially, seeing them as neither good nor bad, and allowing 
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them to come and go on their own— neither pushing them away nor being 
preoccupied with them. This process requires the ability to “let go”: allow-
ing thoughts and feelings into awareness, but not holding on to them or 
ruminating over them. Instead, mindfulness training teaches how to note 
a given experience, allow it to occur, but then attend to the next incoming 
thought, feeling, or memory, or— sometimes in meditation— return aware-
ness to one’s breath. Note that this is not a form of avoidance or suppres-
sion, but rather of freely shifting attention that, when done correctly, is 
not prone to suppression effects.

Given scientific findings on the unintended effects of avoidance, it is 
perhaps not surprising that mindfulness training has been found helpful 
in reducing many of the problems described in this book, including self- 
injury, eating disturbance, aggression, compulsive gambling, and suicidal-
ity, as well as correlates of these problems, including anxiety and depres-
sion, posttraumatic stress, dissociation, emotional dysregulation, and 
BPD (see meta- analyses on the clinical efficacy of mindfulness training; 
Coelho, Canter, & Ernst, 2007; Grossman, Neimann, Schmidt, & Walach, 
2004; Hayes, Luoma, Bond, Masuda, & Lillis, 2006; Hofmann, Sawyer, 
Witt, & Oh, 2010; Khoury et al., 2013).

There are several possible explanations for why mindfulness might 
specifically decrease DRBs and other avoidance responses:

	• Most directly, in the absence of avoidance, the suppression effect is 
not active; therefore, painful thoughts, feelings, and memories— although 
greater in the present moment— are less likely to reoccur later in time and 
thereupon motivate DRBs. As noted in this book, the choice to experi-
ence distress in the present, in the hope of less suffering in the future, can 
be a difficult one, especially for those struggling with acute attachment 
disturbance or trauma symptoms. Yet it is entirely possible with sufficient 
training and support.

	• The increased acceptance and nonjudgment associated with mind-
fulness means that painful internal experiences are not seen as unaccept-
able or pathological. In a sense, distress experienced without the baggage 
of negative judgment is less “bad” and less likely to be less distressing, and 
therefore may require less avoidance.

	• A mindful response to activated distress includes metacognitive 
awareness: the realization that feelings and thoughts are just that; psy-
chological reactions to the environment and history that may or may not 
represent the true state of reality. Thus, for example, triggered anxiety 
can be seen as a subjectively unpleasant emotional state but not neces-
sarily as evidence of current danger in the environment or the future. 
Similarly, a sudden intrusion of self- hatred would be understood as a 
painful cognitive– emotional experience, but not as information that one 
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is actually bad, let alone hate- worthy. As a result, metacognitive aware-
ness can lead to decreased reactivity— including a decreased tendency to 
respond with DRBs.

	• Finally, triggered distress that is not resisted is, by definition, not 
avoided. Once allowed into awareness, the painful memories, thoughts, 
and feelings underlying DRBs are more available for psychological pro-
cessing. As described in detail in Chapter 8, for example, anxiety associ-
ated with a traumatic memory can be lessened to the extent that it is 
evoked in relative safety, is not overwhelming, and is not avoided. Under 
such circumstances, extinction can occur—the memory of danger is acti-
vated, but is not reinforced, because the past has passed. And once trig-
gering no longer produces distress, DRBs are less necessary.

Mindfulness Applications for DRBs

Taken together, the mindfulness literature reviewed earlier, and the expe-
rience of many empirically oriented clinicians (e.g., Habib et al., 2013; 
Orsillo & Batten, 2005; Semple & Madni, 2015; Follette, Briere, Rozelle, 
Hopper, & Rome, 2015; Wagner & Linehan, 2006) suggest the specific 
validity of mindfulness training in work with traumatized individuals. 
Fortunately, there are a number of validated mindfulness- related inter-
ventions that are relevant to survivors of attachment dysregulation and 
trauma, perhaps especially those involved in chronic DRBs. These include:

•	 DBT, which was specifically developed to assist those diagnosed 
with BPD who engage in DRBs (Linehan, 1993).

•	 ACT, which focuses on DRBs and other experiential avoidance 
behaviors.

•	 Mindfulness-based relapse prevention (MBRP; Bowen et al., 2011), 
which targets problematic substance use.

•	 Two popular and well- validated mindfulness- based training pack-
ages, both of which has been specifically adapted for trauma survi-
vors (Dutton, 2015; Kimbrough, Magyari, Langenberg, Chesney, & 
Berman, 2010; Magyari, 2015; Semple & Madni, 2015):
|| Mindfulness-based stress reduction (MBSR; Kabat-Zinn, 1982)
|| Mindfulness-based cognitive therapy (MBCT; Segal, Williams, & 
Teasdale, 2002)

Yet, although DBT and ACT successfully integrate elements of mind-
fulness into their treatment models, and MBRP, MBSR, and MBCT are 
clearly relevant to trauma survivors, there are several issues associated 
with combining mindfulness training into DRB- focused psychotherapy, 
including the following:
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•	 The likelihood that significant amounts of mindfulness training 
(e.g., at the level provided by MBSR, MBCT, or MBRP groups) are 
required to produce the magnitude of effects on DRBs reported in 
the mindfulness outcome literature.

•	 The complexities associated with adapting group- oriented, non-
clinically focused mindfulness training procedures to individual, 
process- oriented, relational psychotherapy for attachment- and 
trauma- related difficulties.

•	 The probability that most psychotherapists have insufficient train-
ing or experience in mindfulness interventions to support their 
teaching mindfulness to clients in treatment.

•	 The reality that the most immediately important aspects of therapy 
for many trauma survivors is not mindfulness per se, but rather 
safety, stabilization, developing a strong therapeutic relationship, 
and building emotional regulation capacities. In this context, the 
time and energy required to teach the client mindfulness skills, 
at least beyond simple breathing exercises, might easily interfere 
with, or supplant, these more central treatment components— at 
least in the early phases of therapy.

A Hybrid Approach

These various issues seem to present a conundrum: Mindfulness is obvi-
ously relevant to a variety of problems experienced by DRB- involved 
clients, yet (1) many clinicians are not fully prepared to teach mindful-
ness to their clients, and (2) despite the helpfulness of mindfulness skills, 
learning them may be problematic when doing so interferes with more 
immediately important therapeutic tasks.

Given these issues, mindfulness training may be best employed as 
an add-on to ongoing treatment, in which the client is referred to an 
established mindfulness training center while, at the same time, receiving 
separate psychotherapy. For example, if economics and geography allow, 
a client undergoing DRB- oriented treatment also might be referred to a 
center providing MBSR, MBRP, or MBCT.

This hybrid approach, described in more detail elsewhere (e.g., Bri-
ere, 2015; Briere & Scott, 2014) involves the following steps:

	• Screen for the appropriateness of mindfulness training. As noted, 
DRB- involved clients are often subject to easily triggered attachment- 
and trauma- related memories, often in the context of reduced emotional 
regulation capacities. Because meditation and mindfulness reduce 
avoidance, and encourage inwardly focused attention, they can lead to 
greater exposure to painful memories and emotional states (Germer, 
2005; Hayes et al., 2012; Treanor, 2011). In most cases, this increased 
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exposure is not overwhelming or harmful— hence the wide participa-
tion of trauma survivors in North American mindfulness trainings and 
retreats (Kornfield, 1993), and the effectiveness of DBT, ACT, and other 
mindfulness- oriented interventions for trauma survivors (Follette et al., 
2015).

Nevertheless, because DRBs often signal emotional instability, it is 
important that screening be done before mindfulness training is consid-
ered. Most obviously, clients experiencing psychosis, severe depression, 
mania, or significant suicidality should typically avoid meditation- based 
mindfulness training until these symptoms or conditions are resolved or 
under better control. The reader is referred to Germer (2005) for sugges-
tions regarding screening and the use of mindfulness with symptomativc 
trauma survivors.

	• If indicated, consider alternatives to mindfulness training. When 
screening indicates that mindfulness is not immediately appropriate, 
other, less internally focused contemplative activities may still prove 
helpful. Less activating approaches often include trauma- sensitive yoga 
(Emerson, 2015), lovingkindness meditations (Salzberg, 2002), and self- 
compassion exercises (Germer & Neff, 2015). Notably, however, trauma 
survivors who are especially consumed by low self- esteem or shame some-
times may respond with fear, anger, or avoidance to suggestions that they 
be more kind or compassionate toward themselves (Germer & Neff, 2015; 
Gilbert, 2010). Such reactions highlight the need to tailor interventions— 
even those thought to be benign— to the specific difficulties and concerns 
of each client.

	• If the client can tolerate it, and the therapist has had some training 
in meditation, teach elementary meditation techniques, for example, the 
breath counting exercise presented in Appendix 1. This can be done 
with only minimal (but necessary) therapist expertise and, especially for 
those who do not want to engage in more formal mindfulness activities, 
can be helpful during RA- focused treatment. If use of the meditation label 
is problematic for the client (i.e., the client thinks it is too “New Age,” cul-
turally or religiously incompatible, or frightening for some reason), just 
refer to the Appendix 1 exercise as deep relaxation or mindful breath 
training.

	• Refer those clients who wish to learn more extended mindfulness to an 
MBSR, MBCT, or MBRP group. Generally, these classes involve six to eight 
weekly sessions of 1–2 hours’ duration, daily meditation sessions at home, 
homework assignments, and a daylong retreat. In these groups, attendees 
specifically learn to practice mindfulness meditation, including:

|| Focusing their attention on a single target (e.g., the breath or 
sensations in the body), and when the mind is distracted by thoughts, 
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emotions, or sensations, noting these intrusions in a nonjudgmental way, 
then returning to the target of attention.

|| Body scans, in which participants are led through a guided, pro-
gressive exploration of bodily sensations.

|| Gentle stretching and Hatha yoga positions.
|| Teaching and group discussions on mindfulness, meditation, 

and mind- related contributions to stress.
|| In addition, MBCT especially focuses on developing metacogni-

tive awareness, and MBRP adds, among other things, training on urge 
surfing, described below.

	• As the client gains meditation and mindfulness skills— ideally through 
outside training, but also through exercises like those presented in Appendix 1—
these capacities can be called upon during DRB- focused psychotherapy, to the 
extent that the clinician him- or herself is mindfulness- informed. This includes 
the following:

|| Settling skills. Meditation can teach the client to down- regulate 
her anxiety or hyperarousal (Baer, 2003; Ogden, Minton, & Pain, 2000), 
which can then be applied in treatment and the outside world at times of 
triggered distress.

|| The ability to “let go” of persistent internal phenomena. The capac-
ity to redirect, but not suppress, awareness and attention can be helpful 
when the client encounters upsetting thoughts, feelings, or memories in 
treatment— and in life—that otherwise might lead to preoccupation, obses-
sion, or rumination.

|| Accessing the exposure component of mindfulness. The decreased 
avoidance associated with mindfulness may allow the emergence of previ-
ously suppressed or inhibited trauma or attachment memories and their 
emotional sequelae (Briere, 2015). In the context of a relatively relaxed 
state and a less involved, nonjudgmental, and accepting cognitive per-
spective (Baer, 2003; Germer, 2005), this process can allow desensitiza-
tion of attachment- or trauma- related memories.

|| Metacognitive awareness. During mindfulness training, the client 
learns to consider his trauma- related negative cognitions, feelings, and 
memories as “ just” products of the mind (i.e., reexperienced history that 
is not necessarily real in the current context). In therapy (and outside of 
it), this new perspective may allow the client to change her relationship to 
triggered thoughts and feelings, such that they are no longer experienced 
as harbingers of actual danger or self- inadequacy.

|| Urge surfing. An integral part of MBRP, the client may learn to 
apply mindfulness skills to sudden, often trauma- or attachment- related, 
urges to engage in a DRB or other avoidance behavior. Reflecting 
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Kabat-Zinn’s (1994) reminder that “you can’t stop the waves, but you can 
learn to surf” (p. 32), the survivor is encouraged to see the need to engage 
in a DRB as similar to riding a wave: The need starts small, builds in size, 
peaks, then, if not avoided or held onto, slowly falls away. If the client 
can view these needs as temporary intrusions that can be ridden like a 
surfboard— neither fought against nor acted upon—she may be able to 
avoid using a DRB despite being triggered.

Mindfulness and DRBs Revisited

Because mindfulness is, to some extent, the antithesis of avoidance, it can 
be a valuable addition to DRB- focused therapy. However, not all clients 
want to learn mindfulness skills. In fact, some may see mindfulness— like 
other awareness- building tools—as a direct threat to the best defenses 
against distress that they possess. Others may have religious or cultural 
objections to mindfulness training, even when it is framed from a non-
sectarian perspective. As well, some clients do not have geographic or 
financial access to mindfulness training, although mindfulness centers 
are proliferating and increasingly provide services to those with limited 
or no funds.

For these reasons, the hybrid mindfulness approach to therapy is 
not always possible. When this is true, the clinician who regularly sees 
DRB- involved clients might consider taking a mindfulness class, ideally 
followed by additional training, so that some aspects of mindfulness can 
be a part of their treatment repertoire. Minimally, to the extent that the 
clinician can teach the client simple meditation and mindfulness skills— 
however they are introduced or labeled— the client may learn to ground 
and settle himself when encountering triggers or triggered states, and 
develop metacognitive skills that decrease reactivity.

Equally important, beyond teaching the client mindfulness skills, 
the mindfulness- trained therapist herself may become more self-aware, 
accepting, and compassionate (Germer & Siegel, 2014). From that posi-
tion, she may be better able to respond to challenging client behaviors 
without reactivity or counteractivation, instead offering the compassion, 
attunement, and positive regard often associated with positive treatment 
outcomes (Germer & Siegel, 2014; Rogers, 1957).
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Because triggers play a critical role in the development of DRBs, RA- 
focused treatment emphasizes the importance of identifying, intervening 
in, and reducing their effects. Trigger management occurs when the client:

•	 Becomes aware of triggers, their etiology, and their role in DRBs
•	 Is able to identify when triggering has occurred
•	 Discovers what internal and external stimuli lead to triggering
•	 Works to reduce the effects of triggering, so that DRBs become 

unnecessary or are less frequent or extreme.

Several trigger- related approaches were described in Chapter 5, pri-
marily as they support increased safety and emotional stability during the 
early stages of treatment. In this chapter, trigger management is outlined 
more formally, especially as it is used once stabilization has occurred.

Psychoeducation on Triggers and Triggering

Clinical experience suggests that many clients who are triggered into 
DRBs are not aware of having been triggered. There are a number of pos-
sible reasons for this, including the likelihood that, as noted earlier, some 
avoidance responses are so effective that they block awareness of their 
existence, let alone their etiology. As well, there are significant cultural 
differences in how traumatic events are understood (Marsella, Friedman, 
Gerrity, & Scurfield, 1996). For example, not all people in North America 
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or Europe are conversant with, or endorse, therapist- driven ideas involv-
ing trauma or triggering. And as many working in refugee or immigrant 
mental health centers will attest, a number of world cultures do not have 
models of distress that include such ideas, or, if they do, they are repre-
sented in divergent frames of reference (Briere & Scott, 2014).

Even more relevant may be the effects of source attribution errors (Bri-
ere & Scott, 2014) in the triggering process. Often applied in memory 
research, this term refers to situations in which people believe their experi-
ences come from one source, but, in fact, they come from somewhere else. 
In the trauma context, implicit memories are typically not experienced 
as memories when they are triggered, but rather are “relived” as percep-
tions of the immediate environment. As a result, the triggered individual 
may attribute his sudden rage or feelings of abandonment to the people 
around him rather than to triggered memories of past maltreatment or 
attachment disturbance. For example, a minor disagreement with a friend 
might trigger strong, abuse- related feelings of criticism or rejection, and 
the person may interpret these feelings as due to the friend’s behavior 
rather than to activated implicit memories of childhood. In this event, 
the person might deny that she was triggered but note that she has some 
mean friends.

What Is Real and What Is Not

Psychoeducation about the effects of avoidance on awareness, and the 
existence of source attribution errors, can be a helpful early step on the 
path to trigger management. At the same time, this information is poten-
tially unsettling, since it implies that what one thinks one knows may not 
be true. The client may believe that she is not avoiding, largely because 
she is doing such a good job of it. And as a result of source attribution 
errors, her perceptions of internal cause and effect may not be accurate. 
To further complicate matters, seeing things as they actually are can, at 
least initially, invite further distress: Reduced avoidance means allowing 
pain that has been held at bay, and correcting source attribution errors 
means confronting past trauma and its persistence over time. Finally, an 
understanding of trigger dynamics can lead to a paradoxical realization: 
Doing things to feel better may actually make things worse, whereas let-
ting oneself feel unwanted things may reduce distress in the long term 
(Briere & Scott, 2014).

Despite these challenges, the benefits of psychoeducation are clear. 
As the client comes to recognize triggers in the environment, knows what 
to expect when triggering occurs, and learns ways of responding to trig-
gered states, the world may become less chaotic and more predictable, 
and her sense of self- efficacy may increase.
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These insights and understandings often emerge naturally as a func-
tion of RA- focused treatment and psychoeducation, but they also may 
be increased as the client completes the Functions of Distress Reduction 
Behaviors (F-DRB) worksheet (see Appendix 4), wherein the specific rea-
sons for the client’s DRBs are explored. For example, if the client reports 
on the F-DRB that he engages in self- injury as a way to distract himself 
from triggered memories of sexual abuse, the internal logic of self-harm 
can become more apparent, and potentially less associated with shame or 
pathology.

Given these issues, it is helpful to explore trigger dynamics and func-
tions with DRB- involved clients. Generally, this discussion includes the 
following points:

•	 Childhood memories of abuse or attachment disturbance often 
last into the long term.

•	 Early childhood memories (i.e., in the first 3 or 4 years) often 
cannot be voluntarily recalled, but they can be triggered by remi-
niscent stimuli in the current environment, at which point they 
appear as sudden, real-time, emotions, sensations, and thoughts.

•	 Triggered thoughts or feelings tend to be attributed to whatever 
triggered them, such as an argument or an experience of rejection.

•	 If the memory or the feelings are overwhelming, people sometimes 
engage in behaviors such as indiscriminate sexual activities, aggres-
sion, or self- injury as a way to avoid or reduce emotional distress.

•	 Unfortunately, these behaviors not only can be dangerous or life- 
threatening, they rarely work in the long-term. Instead, suppressed 
or avoided distress tends to return as intrusive thoughts and emo-
tions, flashbacks, sudden feelings of shame, or unwanted memo-
ries, often leading to more DRBs.

As noted elsewhere, psychoeducation is often least effective when 
it involves lecturing the client or merely providing written materials 
(Becker, Rankin, & Rickel, 1998; Briere, 2004). Instead, understanding 
may best emerge in the context of a two-way conversation in which the 
client explores trigger dynamics with the therapist, and calls on her own 
experiences with triggering and its relationship to DRBs. Although it 
might be assumed that the average client would be unable to understand 
implicit memories, triggers, or DRBs, this is not necessarily the case. 
Much of the RA perspective makes sense to traumatized people who have 
been triggered in the past, especially when the clinician avoids jargon, 
conveys respect for the client’s personal experiences, presents it in a cul-
turally relevant way, and makes sure that the material is understood and 
can be integrated into the client’s actual life. In some cases, it may take 
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additional time for these ideas to be conveyed, especially if trauma, major 
source attribution errors, cultural differences, cognitive impairment, or 
the effects of social marginalization (e.g., distrust, educational depriva-
tion) are present.

Direct and Indirect Trigger Identification

Following some level of psychoeducation, trigger identification occurs 
when the client is able to identify times when he has been triggered, and 
to relate triggered states to specific triggers. Triggers can be identified in 
two ways:

1. Because they are obvious and can be verbally described (e.g., sex-
ual stimuli triggering memories of child sexual abuse).

2. Because the client becomes aware of an atypical state (e.g., sud-
den dissociation, dizziness, or intrusive self- denigrating thoughts) 
after encountering a newly present stimulus (e.g., being yelled at, 
feeling rejected), and thereby discovers a new trigger.

Direct Identification

When a trigger is already known to the client, and it is present at the 
same time as an urge to engage in a DRB, it may be relatively easy for him 
to determine that triggering has occurred, and respond accordingly. For 
this reason, trigger management usually begins with the client identifying 
as many triggers as possible on the Trigger Review (TR; see Appendix 3), 
for example, angry faces, criticism, sexual stimuli, yelling, perceived rejec-
tion or abandonment, authority figures, the smell of alcohol, or bound-
ary violations. Often, the TR worksheet expands over time: At the onset 
of treatment, the client may only be able to identify one or two triggers 
but may discover more as therapy progresses and she encounters other 
stimuli that reveal themselves to be triggers. For example, a sexual abuse 
survivor might initially identify sexual activities and stimuli as triggers for 
anger, revulsion, and shame, but later discover that she is also triggered 
by being disbelieved or not taken seriously, boundary violations, and per-
ceived abandonment by parental figures.

As the client is increasingly able to identify when she is being trig-
gered, she has more opportunities to develop metacognitive awareness, 
as described in Chapter 6. For example, someone with a history of wit-
nessing domestic violence as a child may learn that interpersonal conflict 
triggers feelings of helplessness and anger. As a result, although triggered 
by an argument, the client may become aware that he is not “really” mad 
about what is currently happening, but rather is being triggered by it. 
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And if, in fact, there is little to be upset about in the current context (e.g., 
“ just” an argument vs. physical violence), immediate anger or fear may 
lessen, reducing the likelihood or intensity of a DRB.

Habitual DRBs, Trigger Generalization,  
and Trigger Chains

In some cases, when avoidance behaviors are chronic, the connection 
between previously directly identified triggers and current DRBs may 
become harder to track over time. For example, a client may initially self- 
injure because of intrusive memories of sexual and emotional abuse, but 
eventually respond to any current distress or dysphoria, irrespective of its 
genesis, with self- injury or another DRB.

When the client has great difficulty tracing current distress to a 
specific triggered memory, or there are many potential triggers for the 
same response, the therapist may consider treating antecedent negative 
thoughts or feelings, whatever their source, as triggers, since they have 
become disconnected from their original trauma or attachment etiol-
ogy. Thus, for example, the client might learn to identify emotional or 
cognitive precursors (e.g., shame or helplessness) to compulsive sexual 
behavior, and practice metacognitive responses to these phenomena, with 
less reference to the sexual abuse that initially motivated these unwanted 
intrusions. At the same time, however, it is recommended that trigger 
identification activities continue to be revisited on occasion, in case (or 
until) the client can become more aware of the actual etiology of her 
DRBs.

Indirect Identification

Indirect identification occurs when the client infers that she has been trig-
gered, based on her reactions in the moment. This process is often nec-
essary when the client is not yet aware of a specific trigger, or even that 
he has been triggered in the first place. For example, a person might 
engage in a dramatic behavior but erroneously attribute it to something 
in the environment rather than to a triggered memory, and thus miss the 
chance to problem- solve and reduce his reactivity.

Indirect identification involves two steps:

1. Recognition that one is in a suddenly changed state (e.g., involv-
ing disproportionate anger, panic, sudden hypervigilance, or dis-
sociation).

2. Investigation of what has activated that state (e.g., an interaction 
with someone who reminds the client of a previous abuser or trau-
matic event).
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Discovery that something has changed is facilitated by mindfulness 
of one’s immediate internal experiences and growing awareness of how 
triggering generally feels. In some cases, triggered states are accompa-
nied by dissociation and/or disorganized thinking, so that it is difficult 
for the client to know exactly what she is experiencing. Mindfulness train-
ing can help the client attend to internal experience more easily, even dur-
ing times of emotional activation, and therefore be better able to notice 
that he is in a different cognitive– emotional state than minutes before.

When the client is able to recognize that something has changed 
internally, the next step is usually to determine whether these changes, in 
fact, signal triggering. Based on experience with a precursor to the mea-
sure developed for this book (The Trigger Grid; Briere & Lanktree, 2012), 
there appear to be a number of specific reactions that individuals com-
monly have when they have been triggered. These include the following:

•	 Contextually inappropriate or overintense emotions or behaviors 
(e.g., being more angry, frightened, or sad than would make sense 
for the situation, or suddenly feeling self- hatred or shame for no 
obvious reason).

•	 Intrusive thoughts that seem to be more relevant to the past— 
whether based on trauma or harsh social messages— than the pres-
ent (e.g., “He’s making a fool of me”; “I have to get even”; “This is 
my fault”; or “I am such a       ”).

•	 Brief dissociative responses (e.g., “spacing out,” out-of-body experi-
ences, numbing, altered perceptions).

•	 Feeling younger, as if one were a child.
•	 Having déjà vu experiences (e.g., “This has happened before”).
•	 Microflashbacks (e.g., very rapid, often fragmentary images, 

sounds, or sensations associated with past traumas).
•	 Somatic reactions (e.g., sudden flushing, tightened scalp, dizziness, 

shortness of breath, rapid respirations, or tachycardia).

These and other trigger- suggestive responses can be queried by 
the therapist or spontaneously volunteered by the client, or they can be 
prompted by use of the Trigger Review. Although this tool asks about 
cognitive, emotional, or somatic reactions associated with already identi-
fied triggers, the resultant list of trigger- related phenomena can be used 
by the client to identify triggered states in the future.

Once indirect identification indicates that the client is (or was) in 
a triggered state, the goal is to identify the specific trigger(s) involved, 
either at the time of the triggering or later in the therapy session. This 
may occur through detailed discussions with the clinician about the events 
that led up to the altered state, often guided by the TR. For example, the 
client might identify a situation (e.g., a loud party), a specific stimulus 
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(e.g., a leering face), or a personal interaction (e.g., being “hit on”) that 
transpired just before she became dissociated, fearful, or aggressive.

Pausing the Process

It is important to recognize that some clients are not able to move 
immediately from identification to the next step in trigger management 
process— trigger linkage— because they are overwhelmed by activated dis-
tress. When this occurs, the client should be reminded that being able to 
detect triggering is a tremendous step forward. Because of source attribu-
tion errors and trigger chaining, many people who are triggered never 
discover that they are responding to distant memories, not actual current 
events, and, thus, have a harder time controlling what happens afterward. 
When the client has reached this milestone, her primary task is now to 
problem- solve ways to reduce the effects of triggers and thereby forestall 
DRBs. It may only be later, once emotional regulation capacities have 
been improved, that the next step in the process can occur.

Trigger–Trauma Linkage

When the client is ready and able, linking a trigger to memory of a spe-
cific event or events can further metacognitive awareness. For example, 
connecting a trigger to a prior trauma might support the metacognitive 
self- statement “This isn’t about [the current circumstance], it is about [a 
particular past event],” the specificity of which may make it easier for the 
client to see that, in fact, his current emotions or thoughts arise from a 
memory, not from a current event.

The process of connecting triggers to memories is referred to as 
trigger– trauma linkage in RA- focused treatment. This can be facilitated 
through use of the Triggers- to- Memories Worksheet (TMW; see Appen-
dix 5), which asks the client to connect specific triggers directly to spe-
cific memories, generally of childhood maltreatment or attachment dis-
turbance, although sometimes adult traumas. For example, the client 
might link being triggered by people yelling to psychological and physical 
abuse by a parent, or identify sexual triggers that connect to memories of 
sexual victimization.

In other cases, however, the triggered memories may be implicit, in 
which case they cannot be verbally identified. For example, the client 
might be triggered by a loved one’s seemingly dismissive behavior, and 
not be able to link it with a specific memory of early neglect by an attach-
ment figure. Yet, as noted earlier, even in the case of triggered implicit 
memories, the client and therapist may be able to hypothesize [but not 
prove] early abuse or neglect based on later autobiographical memories 
(e.g., projecting backwards based on explicit memories of uninvolved 
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caretaking or physical abuse at age 4 or 5); thus, trigger–trauma linkage 
may still be approximated.

Finally, when trigger chaining is a major issue, use of the TMW may 
become more complicated. In some cases, as described in Chapter 5, the 
client may report that difference instances of the same trigger lead to a 
variety of different memories, thoughts, and feelings. In such instances, 
the clinician might suggest that the client indicate as many traumas as he 
can recall for each trigger listed on the TMW. Thus, the individual might 
indicate that perceived criticism is a major trigger, then indicate a variety 
of trauma memories that arise when she is triggered by judgments from 
others, for example, instances of parental psychological abuse, being 
blamed for having been sexually abused as a child, and harsh statements 
from an abusive boyfriend or girlfriend in adolescence.

Whether the memories associated with a given trigger are implicit or 
explicit, autobiographically accessed or reexperienced, linked or other-
wise, the process of connecting triggers to memories can help the client 
develop a coherent, nonpathologizing narrative regarding his early expe-
riences and current DRBs. It also reinforces the metacognitive notion that 
memories can masquerade as real experiences, and the past can seem like 
the present.

Intervening in Triggered States  
in Order to Reduce DRBs

As the client develops greater awareness of her particular triggers, the 
negative experiences that fuel them, and the painful states they produce, 
her relationship to triggered experiences often changes. The transition 
from “perceiving” to “remembering” carries with it the growing realiza-
tion that thoughts and feelings do not always represent accurate informa-
tion about the here and now. Most importantly, if one’s perceptions are 
actually intrusions of the past, there may, in fact, be nothing to be upset 
about in the present moment.

At the same time, trigger awareness may be only part of what the 
client needs to counter DRBs. In the following example, Sacha, who has 
been in over a year of RA- focused trauma therapy, is involved in the fol-
lowing trigger and response:

•	 “I am really pissed off. He talked to me like I was a [expletive] kid, 
said my work was [expletive].”

•	 “But I gotta chill. This is the kind of situation where I lose it. And 
this is intense. Am I getting triggered again?”

•	 “These feelings are way out of control. Big deal, he just said my 
project needs work. So what? But I’m pissed off. My heart is racing, 
I’m tense, the way I get.”
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•	 “One of my biggest triggers is here: Put down by an old guy, like 
he knows what the [expletive] he’s talking about. He and my dad 
would be great pals.”

•	 “I’m definitely triggered.”
•	 “I can’t help it. I need to mess this guy up. He deserves it, and it’ll 

feel good. But this is a triggered thing. It’s just thoughts, not facts. 
And I’ll lose this job.”

•	 “OK, this isn’t real. There’s not really anything going on. He’s my 
boss, he gets to give me feedback. This is dad stuff. But my dad isn’t 
here, and this guy doesn’t have a knife. I need to chill.”

Although Sacha has done well in terms of identifying triggers, link-
ing his emotional and cognitive responses to memories of his abusive 
father, and giving himself metacognitive advice, will this be enough?

The answer may be “yes” for those whose metacognitive awareness is 
sufficient to deescalate triggered states. But, in other cases, more may be 
required. As described in Chapter 5, trigger management also involves 
learning specific skills to “bring down” triggered states once they have 
occurred. They include:

•	 Actions that immediately address triggered responses, such as ground-
ing, mindful breathing and muscle relaxation, self- soothing, and 
strategic distraction.

•	 Positive self-talk and metacognitive statements that counter negative 
self- appraisals and source attribution errors, and tend to self- 
validate and soothe.

•	 Counterbehaviors, including idealistic and opposite actions, that 
activate intentions and hopes that are contrary to activated states 
and potential DRBs.

•	 Pre- and posttrigger activities that decrease reactivity in general, such 
as meditation and mindfulness training.

In the previous example, Sacha might follow his trigger awareness 
with behaviors he learned in therapy:

•	 “OK, take a deep breath, let it go. Gotta breathe, in and out. One 
more time, follow the breath, in and out . . . ”

•	 “This is just my past talking, everything’s fine right now . . . Check 
out the room, notice the walls, the furniture . . . In and out . . . 
Don’t have to do anything, anger is just a feeling . . . Let it come, let 
it go . . . Maybe count to 10 . . . ”

•	 “I’m better at this stuff than I used to be . . . I don’t have to do 
anything right now, just let it go. He’s just a jerk. I can handle this. 
I got this . . . In and out, follow the breath. Let it go, relax. Look 
around the room.”
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•	 “Maybe turn this around. Thank him for the feedback. I don’t have 
to be the hard guy.”

•	 “Naw, he’s an [expletive].”
•	 “OK, maybe a compromise. How could I improve this project? 

Show him what good work looks like. Or whatever. Be better than 
him. Which isn’t that hard . . . All right, he’s not that bad. He’s just 
being a boss, it’s his job. I’d like to be a boss someday, too.”

Sacha’s responses highlight the central aspects of trigger manage-
ment:

•	 Recognize that triggering has occurred.
•	 Do what is necessary not to be overwhelmed by triggered responses, 

generally by grounding oneself.
•	 To the extent possible, accept the associated thoughts and feelings 

without acting on them.
•	 Identify the triggers and their links to memories.
•	 Develop metacognitive awareness of the difference between trig-

gered memories and accurate perceptions of the present.

RAINing and ReGAINing

Interestingly, Buddhist mindfulness teachers have long discussed aspects 
of trigger management, although they generally speak of addressing 
reactivity. In fact, as described below, there is a mindfulness approach 
that closely parallels several of the interventions described in this book. 
Referred to as RAIN, this well-known technique was first developed by 
meditation teacher Michele McDonald (https://learn.tricycle.org/courses/
rain), and later expanded and popularized by Buddhist psychologist Tara 
Brach (2013).1 The acronym refers to four suggested steps in responding 
to an upsetting experience: Recognize, Allow, Investigate, and Noniden-
tify.

The RAIN algorithm is widely taught in mindfulness classes as a way 
for people to decrease their reactivity to internal or external events. It 
is slightly adapted here for use with those who are prone to triggering, 
and who, in the absence of sufficient emotional regulation skills, tend to 
respond with DRBs. This modified RAIN approach is renamed ReGAIN, 
because it adds a grounding step between Recognize and Allow. It also 
emphasizes, much as Brach (2013) does for RAIN, the need for the client 
to do only what is possible in the moment, without being overwhelmed. 

1 Tara Brach’s many podcasts are highly recommended for both therapists and clients. 
They can be located at www.tarabrach.com/talks-audio-video.
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ReGAIN may be relatively easy to remember, in that it suggests regain-
ing one’s balance, equanimity, or functioning after being triggered into a 
challenging state.

ReGAIN consists of the following steps, although it is common for 
someone to follow any given step with an earlier one, then perhaps skip to 
a later one; the process is not always linear:

•	 Recognize that you are triggered.
•	 Ground yourself.
•	 As best you can, Allow yourself to experience whatever is coming up, with 

self- compassion.
•	 Investigate how you are triggered, where the thoughts or feelings 

come from, and why they make you upset.
•	 Nonidentify: Remind yourself that these experiences aren’t real; 

they are just triggered thoughts, feelings, or memories. They aren’t 
you; they are just what you are experiencing.

Because this is a tool that the client can carry with her, it is provided 
in Appendix 7 and is available online to purchasers of this book (see the 
box at the end of the table of contents).

Before ReGAINing is discussed in detail, its paradoxical nature 
should be acknowledged. Although this technique is ultimately associated 
with less suffering over time, its primary action derives from nonavoid-
ance, and exploration of challenging experiences. As a result, some cli-
ents who are early in the treatment process may experience an increase in 
distress when first practicing the recognizing and/or allowing components 
of this exercise. This can be mitigated by inviting the client to initially 
practice ReGAIN on a more superficial level— acknowledging emergent 
unwanted states, but not fully engaging them—until she has gained the 
emotional regulation capacity required for more “deep” versions of this 
exercise.

The original RAIN approach invites the individual to be aware of, 
open to, and interested in all ongoing experiences, albeit especially dif-
ficult ones. The ReGAIN version presented here is specific to triggered 
states, and proceeds as follows:

	• Recognize that something has happened and that you are prob-
ably in a triggered state. Originally presented as Recognize what is hap-
pening (Brach, 2013), this step refers to being aware that something has 
changed internally, that one is having emotions, thoughts, sensations, or 
memories that were not present moments before. Unfortunately, people 
who engage in dissociation, thought suppression, denial, or excessive sub-
stance use may be relatively unaware of their ongoing experience, includ-
ing whether it has changed. In the absence of such information, the client 



100 Treating Risky and Compulsive Behavior in Trauma Survivors 

may not notice that he has been triggered, and will have fewer opportuni-
ties to intervene in impending DRBs.

Recognition therefore relies on some degree of mindfulness: the 
ability to be aware of moment- by- moment experiences without interfer-
ence— to be able to know, and name, what is happening internally with-
out self- judgment. As noted, this capacity also benefits from reduced 
substance use or dissociation, to the extent that the client has control 
over those phenomena. Of course, such awareness also can have a down-
side, since it involves increased access to unwanted thoughts, feelings, and 
memories. This means that the client who is beleaguered by upsetting 
internal events, often in the presence of reduced emotional regulation 
skills, may need to approach the Recognition phase of ReGAIN with care 
and self- compassion.

Beyond increasing mindfulness, those who have difficulty recogniz-
ing changed states can use a self- observation approach, referred to as emo-
tional detective work (Briere & Lanktree, 2012). In this activity, the client 
learns to notice bodily cues signaling emotional arousal or distress, such 
as increased heart rate, shortness of breath, flushing, coldness of extremi-
ties, scalp tightness, restlessness, or clenched muscles, along with emer-
gent thoughts and microflashbacks, to infer the intrusion of emotions or 
memories. Since, for many, awareness of the body is more grounding and 
less distressing than awareness of thoughts or feelings, this approach may 
serve as a “work- around” for some clients, until more emotional regula-
tion and mindfulness is available.

Again, Recognition can be challenging, especially for those who 
don’t, in fact, want to recognize that they are upset. As a result, the cli-
ent must be patient with herself as she slowly grows this capacity. Equally 
important, the therapist should be sure to praise and validate the client 
for the bravery entailed in paying attention when not doing so may be 
more comfortable and less challenging.

	• Ground yourself. This step, not included in the traditional RAIN 
procedure, encourages the client to engage in activities that allow greater 
stability and self- support when experiencing the immediate effects of hav-
ing been triggered. It is added in ReGAIN because, as noted throughout 
this book, it is not unusual for survivors of trauma or adverse attachment 
experiences to be overwhelmed by triggered states, and thus require some 
stabilization before actually addressing activated feelings, emotions, and 
memories.

Similar to “pausing the process” in trigger management, grounding 
includes activities such as slowing one’s breath, practicing mindfulness 
or a brief breath/relaxation exercise, engaging in metacognitive self-talk, 
using strategic distraction, and attending to the here and now (vs. the 
there and then of triggered states).
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Once the client is sufficiently grounded and deescalated, he can 
move onto the next step, Allowing.

	• As best you can, Allow yourself to experience whatever is coming up, 
with self- compassion. Brach (2013) refers to this step as Allowing life to be 
just as it is. In RA- focused therapy, the goal is slightly more circumscribed, 
in that it calls for specific acceptance of triggered experiences. In this con-
text, “allowing” refers to nonresistance— to the extent possible, not fight-
ing, suppressing, or otherwise avoiding suddenly arising internal states, 
but instead allowing them to occur.

Because allowing such experiences can be difficult, this step also 
includes self- compassion: appreciation of how difficult it can be to sit with 
triggered emotions, thoughts, and memories, and the bravery associated 
with allowing these experiences to occur without pushing them away. As 
Kristin Neff (http://self- compassion.org/the-three- elements- of-self- compassion-2) 
notes, “Instead of just ignoring your pain with a ‘stiff upper lip’ mentality, 
you stop to tell yourself ‘this is really difficult right now,’ how can I com-
fort and care for myself in this moment?” Self- compassion may involve 
the affirming self- statements described in Chapter 5, but more generally 
it invites the person to feel caring and appreciation for herself in the same 
way she would feel compassion for someone else who was “in her shoes” 
and going through the same thing. Importantly, self- compassion is not 
used in this step to alter or reduce newly allowed thoughts or feelings, but 
rather to provide a stabilizing base of self- acceptance and appreciation 
when triggered states arise in the mind or body.

Since those involved in habitual DRBs, by definition, use avoid-
ance as a primary survival strategy, allowing unwanted memories and 
associated feelings can be challenging. For this reason, RA clients are 
encouraged not only to practice self- compassion but also to experiment 
with titrating awareness: not only “letting in” thoughts or feelings, at 
whatever level is tolerable but also having the option to stop doing so 
if the experience become overwhelming. As well, the client may gain 
from returning to the ReGAIN Grounding step—for example, using self- 
soothing and breathing techniques to help her remain “present” during 
this step.

The benefits of allowing are several:

|| The suppression effect, which occurs when internal phenomena 
are avoided or blocked, is no longer as active; thus, emotional distress is 
less likely to endure into the long-term.

|| Learning to “sit with” unwanted experiences even briefly 
teaches nonresistance and distress tolerance (Linehan, 1993), and builds 
emotional regulation capacity, which reduces the need for avoidance 
responses such as DRBs and excessive substance use.
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|| Memories and emotions that are allowed to emerge unimpeded, 
and are associated with self- compassion, can be processed and counter-
conditioned over time. As trauma or attachment memories lose their abil-
ity to produce extreme distress, the client has less need for avoidance, 
including DRBs.

|| Practicing self- compassion at times of triggered distress allows 
the client to more deeply learn self- acceptance, since it is evoked on a 
regular basis and often proves helpful in the context of invalidating, self- 
hating, or shaming thoughts and feelings.

	• Investigate how you have been triggered, the source of the trig-
ger, and the source of the suffering. This step, which is an adaptation of 
what Brach (2013) calls Investigate inner experience with kindness, varies to 
some extent from the original Buddhist meaning. In Buddhist psychol-
ogy, investigation usually means the process of uncovering what one is pre-
occupied with, or “attached” to, so that one can let go of these desires and 
suffer less from unmet needs. Although this meaning is not overlooked 
from an RA perspective, the ReGAIN version of RAIN is more directly 
concerned with the triggering process. Among the questions that can be 
investigated are those discussed in this chapter, including:

|| “What is triggering me?”
|| “Why is it happening right now”
|| “Where do these triggers come from?”

	• At the same time, inquiry may include another, more existential 
question:

|| “Why does this triggered experience hurt so much?”

	• Among the answers that investigation might point to include:

|| The effects of trauma and attachment disturbance: “I was really hurt 
by what happened (or in the case of attachment issues, often by what 
didn’t happen), perhaps more than I realized, and the pain is still alive 
and well, even though I wish that it wasn’t.”

|| The effects of harsh social messages: “These memories come with 
beliefs that I am bad, unlovable, and unworthy, which sometimes hurt as 
much or more than what happened to me.”

|| The effects of culturally supported unrealistic expectations: “I have 
been trained to want to be perfect, intelligent, likable, successful, and 
conventionally attractive, so when memories of trauma or abuse suggest 
I’m not those things, I suffer even more.”

|| The effects of resistance: “Trying to not feel or think about the past 
doesn’t work; it makes it worse, unpredictable, and more likely to come 
back.”
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	• As Brach (2013) notes more generally, it is important that the client 
know that the Investigation step does not involve evaluation of her weak-
nesses, problems, or symptoms, but rather is a self- compassionate exami-
nation of triggers and their effects. The underlying message remains that 
triggering is due to previous negative experiences beyond the client’s con-
trol; it does not signal personal failings or psychological disorder.

In fact, investigation may to some extent be a prerequisite for self- 
compassion: the client can rarely “ just” access self- acceptance or self- 
forgiveness solely because it someone has suggested that she do so. 
Rather, self- acceptance generally arises from insight, especially the real-
ization that one is not inherently unacceptable or unworthy, but, instead, 
has been attempting to survive the effects of a painful childhood, cur-
rent adverse events, and/or chronically devaluing social messages (Brach, 
2003; Briere, 2014). It also includes the notion that everyone, even the cli-
ent, deserves to be happy and not be maltreated (as one client put it, “why 
not? Why don’t I deserve what everyone should get?”). In this regard, 
investigation of the basis for one’s triggered responses, whether through 
ReGAIN or more broadly in therapy, works to debunk the myth of intrin-
sic badness (Briere, 1989) by uncovering other, more accurate and self- 
compassionate, reasons for upsetting thoughts, intrusive phenomena, and 
problematic behavior, and by exploring one’s basic entitlement to well-
being.

	• Nonidentify with triggered thoughts, feelings, and memories. 
This final step often arises in response to previous steps (Brach, 2013), 
especially the metacognitive aspects of Investigation. From a Western, 
self- oriented perspective, nonidentification refers to one of the fruits of 
mindfulness and metacognitive awareness: the realization that who we 
are is not defined by our emotions, thoughts, or memories; we receive our 
internal experiences, but to some extent we exist separately from them. 
As one Buddhist teacher notes, summarizing from other Buddhist and 
Hindu writers, “You are not your thoughts; you are the observer of your 
thoughts” (Ray, 2015).

Nonidentification is inherent in the metacognitive self-talk described 
in Chapter 5. For example:

|| “Just because I think/feel it doesn’t mean it’s true.”
|| “These are just thoughts, not facts.”
|| “I am not defined by my history or how people judge me.”
|| “I feel        but these are just feelings, they aren’t who 

I am.”
|| “I am not my thoughts.”
|| “Although I feel angry/bad/unlovable right now, that doesn’t 

mean that I am an angry/bad/unlovable person.”
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	• In the context of ReGAIN for triggered states, this skill involves 
metacognitively not identifying with activated internal experiences, espe-
cially those that suggest intrinsic badness or undeservingness. For exam-
ple, a client might be able to say, “Just because I was raped as a kid doesn’t 
mean that I am a lifelong victim, or that I deserve for people to treat me 
badly. I am not my history. Even though I sometimes blame myself, rape 
was what was done to me; it doesn’t have anything to do with who I really 
am.”

Brach’s New RAIN Model

Since 2013, Tara Brach has replaced the Nonidentify step of RAIN with 
Nurture with self- compassion. She notes, “We’ve found that the RAIN pro-
cess is more transformative when N- Nurture is intentionally engaged as 
a full step on its own” (www.tarabrach.com/rain/#rainchange). In Brach’s 
revised version, Nonidentify is not considered an active step; instead, it 
occurs “after the RAIN,” when the individual comes to recognize that her 
identity is not confined to any specific pattern of emotions or thoughts.

An Example of ReGAINing

Taken together, the components of ReGAIN allow the client to address 
triggered states directly in a concrete, structured way, and, thereby, may 
be useful in reducing the probability of a DRB. In the following example, 
Zoie works her way through the ReGAIN procedure following a perceived 
rejection.

Zoie is a 21-year-old woman who has been in RA- focused psycho-
therapy for 2 years, following an episode of self- injury that was 
misinterpreted as a suicide attempt, prompting a brief psychi-
atric hospitalization. She has spent considerable time in treat-
ment processing her abandonment at age 5 by her drug- addicted 
mother, and long-term psychological abuse and neglect by her 
grandmother. She is learning to identify and manage her eas-
ily triggered feelings of emptiness and self- hatred. In response, 
Zoie’s self- injurious behavior has decreased, as has, to a lesser 
extent, her tendency to feel rejected and devalued in relation-
ships. At her therapist’s suggestion, she attended a mindfulness 
course and has since successfully used the ReGAIN tool on sev-
eral occasions to forestall episodes of self- injury.

After a childhood friend seemingly terminated their 
15-year relationship during a heated argument, Zoie is again 
feeling compelled to hurt herself. Although their friendship has 
always been intense and labile, and it is likely that this breach, 
too, will resolve over time, her friend was especially harsh in her 
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condemnation of Zoie, saying things she didn’t really mean but 
that were triggering to Zoie. Zoie was able to get an appointment 
with her therapist for the late afternoon, but she is currently 
overwhelmed by anger, shame, and a strong desire to cut herself. 
As she has in the past, she turns to ReGAIN, moving in and 
out of sequence, sometimes circling back to an earlier step, then 
jumping to a later one.

Recognition
•	 “I can’t believe she said those things. I hate her! I can’t believe I let 

her be my friend! She’s right, I’m stupid and disgusting. I so need 
to hurt myself right now. She was my best friend!”

•	 “Oh my God, I am so messed up. I am so triggered. I have to get 
out of this. I don’t want to cut myself. I’m triggered, this isn’t real.”

•	 “OK, it’s too real; she said those things. But this is way over the top. 
I gotta ReGAIN this, because I’m overreacting.”

Grounding
•	 “OK, deep breath. Nice and slow. I’m OK, some of this is just the 

past, I’m just triggered. That was then, this is now.”
•	 “No, why did she say that I’m a            ? She’s the  

           !”
•	 “OK, noticing the room, my feet on the floor. Let it in, let it out. Do 

a little mindfulness, watch my thoughts and feelings come and go. 
I’m fine. Think about [her therapist]. What would she say? She’d 
say I am OK. I’m OK.”

Allowing and Self- Compassion
•	 “I’m not overreacting, this is just what happens when I get trig-

gered. I have to stay with this, stay with these feelings. I need to 
breathe, like [her therapist] taught me. Just let myself be sad and 
mad.”

•	 “No, it hurts too much, she was my best friend. I loved her, and she 
treated me like [expletive].”

•	 “OK, breathing, follow the breath. Just let it be, it always gets better 
when you just let it be. It’s OK to hate her, because it’s just how I feel 
right now, and I don’t really. She probably doesn’t hate me either, 
she’s done this before. I just need to hold myself and cry.”

•	 “Just let it be, I’m sad, and that makes perfect sense. I’m a good 
person, not bad, these are just thoughts that she’s right and I suck.”

•	 “I need to give myself a break. This is hard, but I’m handling it OK. 
It’s sad that I have to keep feeling this way whenever someone hurts 
me, but it’s not my fault, and I can handle it.”
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•	 “OK, allowing, allowing.”
•	 “But I need to allow myself to cut myself. Because I’m a disgusting 

mess nobody loves. Not true, just triggered thoughts. It’s OK to 
have the thought, it’s normal and fine. But just let the thoughts be 
there, don’t act on them. Just surf the urge, let it rise and let it fall 
away. Easy to say. Breathe. I am upset and hurt, that’s all this is. I 
am a good person who deserves to be happy.”

Investigation
•	 “This is so familiar. Like with my grandmother. Calling me names 

and putting me down. My mom leaving me alone.”
•	 “Here we go again, I’m a broken record, just treat me like [exple-

tive] and it’s pity-party time.”
•	 “Pity party? Where did that come from? Those aren’t my words. 

OK, that’s Grandma talking, that I need to take stock of myself. 
Stock of myself? Those aren’t my words either. I’m just so upset. 
But I get to be upset.”

•	 “I hate her! She said I am a loser that nobody likes! No wonder I’m 
triggered. Hello, Grandma.”

•	 “I don’t really hate her. She was mean, but I said things, too. I think 
we both were reliving the past. She certainly was hurt by her dad. 
And she’s hurt now, too. I hope she’s OK. Trigger, trigger. OK, this 
is working a little, I’m not in the past, I’m right here. I have friends, 
and a good job, and a good therapist.”

Nonidentification
•	 “I know this place. I feel like the abused and unloved little girl 

I used to be. But that’s not true anymore. That time has passed. 
I’m just triggered. I’m not unlovable. Thoughts are just thoughts, 
and when they get like this, they’re usually wrong. These are just 
thoughts and feelings, not anything more.”

•	 “This will work out. I’m still me and I can handle this. I’m feeling 
hurt and upset, but I am who I am, a good person, who has done 
a lot of work on herself. This is just the drama of life, plus a little 
help from my past. And [her friend]. And Grandma. This will pass. 
It has before. I hope she’s OK.”
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Anna is a 47-year-old woman who has been in therapy for 8 
months following a sexual assault by a coworker. In her intake 
interview. Anna reported symptoms of posttraumatic stress and 
depression, and described instances of self- cutting— behavior 
that she engaged in briefly as an adolescent and that has now 
reemerged. With reluctance, she also disclosed a history of 
severe neglect and sexual abuse when she was young, although 
she attributed her current difficulties exclusively to the recent 
assault.

Given Anna’s posttraumatic stress, her therapist began treat-
ment with prolonged exposure (PE). This involved having Anna 
describe the sexual assault in detail, often in the first- person, 
present tense, for 45 minutes at a time. Almost immediately, 
however, her self- injurious behavior escalated, and her responses 
to the therapist became increasingly angry. In response, the cli-
nician terminated PE and focused more on stabilization and 
emotional regulation techniques. Upon further discussion with 
Anna, it became clear that trigger chaining was an issue: Memo-
ries of the recent assault were activating memories of childhood 
abuse, and her therapist’s behaviors, although benign, were inad-
vertently triggering attachment- level cognitive schema involving 
disattunement and abandonment.

With a greater focus on stabilization and emotional regu-
lation, and attention to the impact of her attachment history 
on the current therapeutic relationship, Anna’s self- injury has 
diminished substantially, and her connection with her therapist 
has improved. Currently, her therapy involves a more titrated, 
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client- guided approach to therapeutic exposure, for example, 
moving from memories of her recent assault to a brief relaxation 
exercise, then to careful exploration of memories of childhood 
abuse and neglect, followed by a grounding exercise, then back 
to the assault or another trauma. Importantly, both she and her 
therapist work to ensure that exposure- related distress does not 
overwhelm her compromised, but growing, emotional regula-
tion skills.

Most existing approaches to avoidance behaviors such as DRBs or 
excessive substance use (e.g., DBT, interpersonal psychotherapy [IPT], 
MBRP, and Seeking Safety) focus primarily on emotional regulation train-
ing, mindfulness, and coping and interpersonal skills development, and 
provide, at best, only informal (Linehan, 1993) therapeutic exposure. In 
contrast, RA- focused therapy specifically includes a range of interven-
tions that support emotional processing of the trauma- and attachment- 
related memories that contribute to DRBs.

It is understandable that some therapies are less concerned with ther-
apeutic exposure in work with DRB- involved clients. First, such clients are 
especially likely to come to treatment in a state of relative instability and 
dysregulation, and therefore require more immediate interventions that 
increase their safety, stabilize their internal environment, and help them 
deal with potentially overwhelming intrusive experiences. Second, espe-
cially for those with major childhood trauma and/or attachment distur-
bance, ill-timed or less titrated therapeutic exposure can challenge stabil-
ity and coping capacities, and potentially lead to overwhelming emotional 
states and experiences, if not premature termination.

Apropos of the latter concern, the average therapy completion rate 
(often defined as attending more than six sessions of an evidence- based 
treatment) in real-world clinical contexts is often less than 50% (e.g., Mott 
et al., 2014; Watts et al., 2014; see a detailed review by Najavits, 2015). 
Drop-out during exposure therapy may be even more common for the 
individuals most relevant to this book, for example those suffering from 
substance abuse, depression, dissociation, suicidality, more severe post-
traumatic stress, and, especially, borderline personality disorder (e.g., 
Zayfert & Black, 2000; Zayfert et al., 2005).

This is a well-known conundrum for those who work with com-
plex trauma survivors, especially those engaged in DRBs: Therapeutic 
exposure to trauma memories clearly can be helpful to the extent that 
it addresses the underlying basis for the client’s avoidance. Yet it can be 
problematic if, for whatever reason, the client is unable to tolerate the dis-
tress associated with activated memories, and develops more symptoms or 
drops out of treatment. This issue— whether and when to directly address 
trauma memories in therapy— is currently a source of fruitful discussion 
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in the trauma literature, with some writers suggesting a primary focus on 
building stability, coping responses, interpersonal relationships, and emo-
tional regulation capacities (e.g., Linehan, 1993; Markowitz et al., 2015; 
Najavits, 2002; although see Najavits & Johnson, 2014), others emphasiz-
ing the benefit of therapeutic exposure to trauma memories (e.g., Foa 
et al., 2007; Zoellner et al., 2011), and still others asserting the impor-
tance of both, albeit typically focusing on capacity and skills development 
before memory processing (e.g., Bohus et al., 2013; Cloitre et al., 2006).

The RA perspective holds that within the context of a positive thera-
peutic relationship, a combination of stabilization, emotional regulation 
training (including trigger management), and titrated processing of dis-
tressing memories is likely to be most effective in work with those prone 
to DRBs. It may even be misleading to view these aspects of therapy as 
independent of one another. The positive effects of a good therapeutic 
relationship, for example, may include activation and processing of child-
hood memories, reworking of negative attachment- level assumptions 
about self and others, and development of a more robust emotional regu-
lation repertoire. Similarly, therapeutic exposure to traumatic memories 
typically requires a safe and supportive relationship, metacognitive accep-
tance of current internal experiences, and some level of emotional regula-
tion capacity.

In fact, although not always described as such, even mindfulness and 
emotional regulation interventions can lead to therapeutic exposure. To 
the extent that such activities result in decreased avoidance, they natu-
rally allow emotional processing of previously avoided memories. In this 
sense, it may be a bit of a “straw person” debate as to whether exposure 
should be part of therapy. The issue instead is how exposure is conducted, 
and whether it can be done in ways that are safe, that do not overwhelm, 
and that meaningfully address the underlying etiologies of DRBs.

RA- focused treatment takes advantage of these exposure oppor-
tunities whenever possible, because it is unlikely that the interventions 
described in the previous chapters will, in and of themselves, completely 
eliminate DRBs. In most cases, even if the client is able to regulate his 
emotional responses to trauma, and learn ways to manage triggered 
responses, the underlying association between trauma stimuli and pain-
ful thoughts and feelings still exists, and can continue to produce distress. 
Although a major benefit for DRB- involved people, emotion regulation 
and tolerance skills do not especially address the actual trauma or attach-
ment memories; they primarily ameliorate triggered effects of memory 
in the moment.

For this reason, an RA perspective focuses on both sides of the DRB 
equation: first working to increase resilience to triggered states, then 
carefully addressing the memories behind these states. Fortunately, these 
two foci often work together: (1) Increasing emotional regulation capacity 
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reduces the need for avoidance, thereby allowing exposure to previously 
overwhelming memories, and (2) repeated titrated exposure to painful 
memories can increase emotional tolerance, as the client “gets used to” 
distress that he previously avoided. As noted by Najavits (2013)

The goal is thus to move beyond the extremes that have historically 
guided therapy of PTSD/SUD [substance use disorder] clients: either 
none should do past- focused work (“they are too fragile”) or all should 
do it (“it’s helpful for everyone”). The clinician’s task is to balance these 
opposites, focusing on how, when, and whether to move in and out of 
the work with each client. (p. 6)

This chapter reviews ways in which the client can directly process 
trauma- and attachment- related memories so that they are less able to 
motivate DRBs. Because some of the ideas in the RA approach differ 
from other treatment paradigms, we first explore several constructs inte-
gral to this model.

Emotional Processing

The term therapeutic exposure is used in this book to refer to a process 
in which the client is asked to talk about (and, thus, remember) past 
traumatic events in the specific context of a safe and caring therapeutic 
environment. As will be discussed, when exposure occurs in safety and 
with therapeutic support, trauma and attachment memories can slowly 
lose their power to produce distress, thereby reducing the motivation for 
DRBs. When this occurs, the client’s activation– regulation balance can 
move toward equilibrium, in part due to increased emotional regulation 
capacity, but also decreased activatable distress. Although titrated expo-
sure and activation is described in detail later in this chapter, it is best 
understood as part of a larger phenomenon, generally referred to as emo-
tional processing.

PE, Fear Structures, and Trauma Schemas

Emotional processing was defined by Foa and Kozak (1986) as a process 
whereby erroneous trauma- related perceptions, beliefs, and expecta-
tions (what they call “pathological fear structures”) are activated and are, 
through habituation, modified or replaced by new information. The basic 
idea of exposure- based habituation is that the client is repeatedly trig-
gered into this fear structure, then “stays with” this state for relatively long 
periods of time (often up to 90 minutes per session [Foa & Rothbaum, 
1998], hence the term prolonged exposure), until the emotion dissipates 
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(habituates). Successful habituation is often defined as a reduction in sub-
jective units of distress of at least 50% within a given session (e.g., Foa, 
Yadin, & Lichner, 2012).

Although habituation of fear has been a central goal of PE, other 
cognitive– emotional states are also associated with trauma- related stim-
uli, including anger, shame, humiliation, self- hatred, helplessness, and 
abandonment preoccupation— none of which are specifically targeted by 
classic exposure therapy (Linehan, 1993). The term trauma schema is used 
here for these more complex internal phenomena, defined here as systems 
of interlinked (chained) trauma- or attachment- related memories, beliefs, 
expectations, and emotions that can be triggered by reminiscent stimuli. 
Interestingly, it is likely that, despite its initial focus on fear, therapeu-
tic exposure also, to some extent, reduces nonanxiety- related symptoms 
(O’Donohue & Fisher, 2012). Clinical experience suggests that memory 
activation, nonreinforcement, emotional processing, correction of erro-
neous beliefs, and counterconditioning all occur in the treatment of these 
phenomena, as well as fear, and research on exposure- based treatments 
often reveal reductions in a range of PTSD symptoms, anger, guilt, and 
depression, as well as anxiety (e.g., Cahill, Rauch, Hembree, & Foa, 2003; 
Foa et al., 2005).

Beyond Habituation

As opposed to Foa and Kozak (1986), the RA model is not habituation- 
focused. In fact, the habituation construct has lost much of its favor in 
the psychological literature, largely because the outcome of exposure 
therapy does not actually appear to be affected by whether fear habitu-
ates within— or sometimes even across— sessions (e.g., Baker et al., 2010; 
Prenoveau, Craske, Liao, & Ornitz, 2013; van Minnen & Foa, 2006). In 
the absence of habituation as an active ingredient, an obvious question 
arises: Is it necessary to have prolonged exposure to a specific triggered 
cognitive– emotional state or fear structure in order for processing to 
occur?

Recent research suggests that it may not. Several studies have shown 
that less sustained exposure to trauma memories is just as effective as 
classical PE in reducing posttraumatic stress (e.g., Nacasch et al., 2015; 
van Minnen & Foa, 2006; Sloan, Marx, Lee, & Resick, 2018), leading Foa 
and McLean (2016) to conclude that “the fact that within- session fear 
reduction does not predict treatment outcome suggests that the length 
of PE sessions can be shortened without compromising efficacy” (p. 11).

In fact, recent work suggests that exposure may not even be necessary 
for symptom reduction. Markowitz and colleagues (2015) found that IPT 
(Weissman, Markowitz, & Klerman, 2000), which does not involve expo-
sure or habituation, was at least equivalent to PE in reducing symptoms 
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of PTSD, and was more effective in treating comorbid depression. Simi-
larly, other therapies— for example, cognitive processing therapy (CPT; 
Resick & Schnicke, 1992), eye movement desensitization and reprocess-
ing (EMDR; Shapiro, 1991, 2017), written exposure therapy (WET; Sloan 
et al., 2018), and Seeking Safety (Najavits, 2002)—have demonstrated 
efficacy in treating PTSD without obvious habituation components. The 
existence of these other effective therapies does not negate the useful-
ness of PE in all instances(e.g., Peck, Schumacher, Stasiewicz, & Coffey, 
2018), but it does suggest that, especially for DRB- involved clients with 
low emotional regulation and distress intolerance, there may be effective 
alternatives to habituation- based—and therefore prolonged— exposure 
approaches.

Inhibitory Learning

To add to the complexity, it is becoming clear that exposure- based extinc-
tion does not actually involve the deletion or erasure of the association 
between a triggering stimulus and a conditioned (e.g., trauma- related) 
response. Indeed, these associations appear to remain in memory, even 
if they are no longer called upon (Bjork & Bjork, 1992). As Jacoby and 
Abramowitz (2016) note, “Once they are learned, such associations don’t 
fade over time; rather access to them does” (p. 30). The continuing pres-
ence of old learning may explain in part why some extinguished asso-
ciations are susceptible to spontaneous recovery after treatment. Such 
“relapses” of symptomatology appear to be more likely in situations or 
contexts that are different from those under which extinction learning 
originally occurred, and when additional traumatization or danger occurs 
after treatment, refreshing old trauma- related associations (Craske et al., 
2014).

The continuing presence of old memories aside newer versions of 
them is a central focus of inhibitory learning theory (Lang, Craske, & Bjork, 
1999), a perspective that has growing acceptance (Jacoby & Abramowitz, 
2016). It suggests that therapy- based learning— for example, that interper-
sonal vulnerability does not always lead to danger— must compete with 
“old” but still potentially available expectancies (e.g., those formed in the 
context of childhood abuse). The difference between inhibitory learn-
ing and earlier habituation perspectives has significant implications for 
trauma and attachment processing, as described later in this chapter.

Counterconditioning

An RA approach to memory processing also includes significant atten-
tion to counterconditioning, to some extent as originally proposed 
decades ago in Wolpe’s (1969) systematic desensitization approach. Wolpe 
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hypothesized that if an anxiety- evoking stimulus (e.g., a trigger) is repeat-
edly presented while the person is in an anxiety- incompatible state, the 
association between the trigger and the anxiety responses will weaken. 
Interestingly, recent research (e.g., Högberg & Hällström, 2018; Lane, 
Ryan, Nadel, & Greenberg, 2014; Nadel, Hupbach, Gomez, & Newman- 
Smith, 2012) offers some support for Wolpe’s contention, primarily in 
terms of what is described as memory reconsolidation in the next section. 
Translated into an RA perspective, counterconditioning is likely to occur 
when the client reexperiences trauma- or attachment- related memories 
in the context of a compassionate and caring therapeutic relationship, or 
when therapeutic activities such as relaxation or mindfulness training are 
integrated into therapeutic exposure, such that the memory at least par-
tially changes its valence and loses some of its ability to produce distress 
upon being triggered.

Reconsolidation

Recent research may explain how memory inhibition and countercondi-
tioning effects actually reduce triggerable emotional distress during suc-
cessful emotional processing. Studies suggests that there is a golden win-
dow of several hours following the activation of a memory, during which 
time it can be updated with new information or altered emotionality, then 
“reconsolidated” back into the brain as a newer, more powerful memory 
(e.g., Tronson & Taylor, 2007). In this regard, Lane and colleagues (2015) 
propose that “the essential ingredients of therapeutic change include: (1) 
reactivating old memories; [and] (2) engaging in new emotional expe-
riences that are incorporated into these reactivated memories via the 
process of reconsolidation” (p. 1). As noted by Högberg and Hällström 
(2018), this process “means that an autobiographical memory, when acti-
vated, can change its emotional valence in a short time frame and be 
reconsolidated with new emotional valence as part of personal memory” 
(p. 2). From this perspective, if a client can access distress- incompatible 
states (e.g., relaxation, warm feelings associated with a good therapeutic 
relationship)—or insights that decrease distress— during and soon after a 
painful memory is activated, future triggering of this updated and recon-
solidated memory will be less associated with negative emotional states.

Thus, RA- focused therapy relies heavily on the counterconditioning 
and distress- reducing aspects of the therapeutic relationship, and often 
intersperses exposure with periods of relaxation or mindfulness, less dis-
tressing activities, such as psychoeducation, present- centered discussions, 
or emotion regulation practice. In contrast, exposure that is excessively 
prolonged or potentially overwhelming, and does not include the elicita-
tion of positive or calming states, might theoretically lead to reconsolida-
tion of structures and schemas that contain even more distress.
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The option of counterconditioning trauma or attachment memories 
seemingly brings the therapeutic relationship into cognitive- behavioral 
approaches to trauma therapy. As is described later, it also suggests the 
importance of attachment in some instances of trauma processing, since 
the positive feelings associated with a caring therapeutic relationship may 
involve, in part, the activation of attachment- related neurobiology.

Memory Targets

In most exposure- based trauma treatments, the client is asked to choose 
her “worst” or most significant trauma memory, so that it can be elic-
ited and habituated over a number of sessions. Following habituation- 
based processing of this memory, another memory may be chosen. An 
RA- focused perspective, on the other hand, does not constrain treatment 
to one trauma at a time, for several reasons.

First, as noted, recent research suggests that habituation is probably 
irrelevant to positive treatment outcomes. As a result, there is no specific 
reason why one memory must be habituated before another is considered. 
In fact, research has not yet demonstrated an optimal exposure period for 
clinical efficacy, although increasingly shorter exposure intervals appear 
to yield equivalent outcomes, and no research indicates that multiple, 
more brief, exposures to different memories are inferior to longer expo-
sures that focus on a single memory. Furthermore, as noted earlier, inhibi-
tory learning may be more effective when trauma- based associations are 
elicited and processed in a variety of different contexts and points in time.

Second, DRB- involved clients typically have a history of many trauma 
exposures and attachment breaches; thus, it can be difficult to pick “the 
worst” trauma- or attachment- related memory. Were that even possible, a 
number of other traumas of nearly the same severity would seemingly go 
untreated.

In fact, exposure to a single trauma memory is likely impossible in 
the first place. Especially in complex trauma survivors, exposure to one 
memory often activates recollections of other traumas and/or attachment 
breaches and their cognitive– emotional sequels, leading to a chained cas-
cade of internal associations and activated states described in this book as 
trigger chaining. For example, a person might be processing memories of 
a sexual assault in therapy, which then trigger shame and self-blame associ-
ated with memories of child sexual abuse, which then activate early, largely 
implicit memories of neglect or caretaker disengagement, causing the cli-
ent to feel sudden distrust of the therapist. In such situations, it would not 
be accurate to say that a single trauma memory was being processed.

Given this complexity, clinical experience suggests that therapy may 
be most helpful when clients are able to determine which trauma they 
want to address at any specific moment in treatment, rather than being 
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refocused on the originally agreed- upon therapeutic target. Because 
trauma memories tend to activate one another through trigger chaining, 
and most posttraumatic stress disorders appear to arise from multiple (not 
single) traumas, the RA model therapist generally follows the client from 
one memory to the next within a single session, gently encouraging some 
level of processing in each instance, and making sure that the client does 
not flood himself with too many memories over a short period of time. 
For example, the client might begin the session discussing an episode of 
child abuse, then move on to a rape experience in adolescence, and later 
describe a paramedic’s judgmental comments after a recent overdose. In 
each instance, the therapist would encourage her to verbalize the event in 
as much detail as possible without the process being overwhelming. The 
therapist would also provide visible support and validation regarding the 
experiences, checking in with the client as to her current feelings and 
associations, and perhaps suggesting a brief relaxation or mindfulness 
exercise.

Not only should the client be able to determine which trauma she 
wants to address at any moment in treatment, the habituation data also 
suggest that the exposure process need not be extended nor extreme. 
Instead, such activities may be most tolerable when they are under the 
client’s control as well. As noted by Linehan (1993), such personal control 
“may itself be therapeutic and render future exposure less frightening” 
(p. 352).

Self‑Titration

The therapist’s willingness to follow the client from memory to memory, 
and allow him to determine the extent and intensity of exposure, does not 
mean that instances of client memory avoidance are ignored (Constance 
Dalenberg, personal communication, February 25, 2018). Instead, the 
therapist might note at some point in time the client’s earlier movement 
from one memory or topic to another, at which point a nonjudgmental 
discussion might ensue as to the reasons underlying such switching. If the 
movement was due to memories triggering memories (trigger chaining), 
repeated consideration of this process may increase the client’s metacog-
nitive appreciation of triggering phenomena, per se. If the switch was in 
the service of reduced activation, this response would be discussed as 
well, generally in terms of distress titration. In the latter instance, two 
questions might be asked: Why was avoidance necessary at that moment 
in time, and would less avoidance be possible the next time? Notably, 
these questions are predicated on the idea that avoidance is neither intrin-
sically “bad” nor is it a sign that the client is resisting therapy, but rather 
that it is a coping strategy that has upsides and downsides, the magnitude 
and balance of which vary from moment to moment.
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The Efficiency of Multiple Targets

Although multitarget processing might appear to be less efficient than 
extended attention to a single memory, in practice, most DRB- involved cli-
ents have been exposed to multiple traumas and attachment disruptions 
in their lives that, cumulatively, better predict posttraumatic outcomes 
than do single- event traumas. In such instances, multitarget processing is 
likely to be more helpful than engaging in a series of separate, extended 
exposure interventions for each of a large number of distressing memo-
ries. Furthermore, clinical experience suggests that when the reasons for 
exposure are made clear to clients, and they are allowed to choose which 
memory to focus on at any specific moment, they often end up return-
ing to the most problematic or distress- producing memories over time. 
In this way, greater exposure to significant traumas typically still occurs, 
but these memories emerge naturally, based on which memory especially 
draw the client’s attention or intrudes to the greatest extent during treat-
ment, and the client’s self- determination is honored and reinforced.

Another benefit of multiple targets and variable levels of exposure 
is predicted by inhibitory learning theory. Specifically, it may be possible 
to increase the chances that therapy- based trauma processing will per-
sist and continue to override or inhibit earlier abuse- related emotional 
associations, so that treatment effects are more durable and generalized. 
Although Craske et al. (2014) list a variety of techniques, two seem espe-
cially relevant to trauma treatment. Specifically, new learning may be 
strengthened when therapy:

	• Highlights expectancy violations. This occurs when the client is 
encouraged to discuss his expectations of what will happen if he talks 
about the trauma, feels the attendant feelings, opens up to relationships, 
avoids employing a DRB, or tries new things that contradict trauma- 
related learning. When this is paired with evidence that the client’s expec-
tations turned out to be incorrect, the disparity should be gently high-
lighted in subsequent discussions. In other words, as noted by Craske et 
al. (2014), the more the expectancy can be violated by experience, the less 
trauma- related conditioned responses are available for triggering. The 
wide- ranging targets of RA- guided treatment typically mean that mul-
tiple schema and fear structures are activated and processed; hence, mul-
tiple expectancies are contradicted and counterconditioned by the safety 
and support of the therapeutic relationship.

	• Involves variable exposures and includes multiple contexts. As noted 
earlier, distress extinction is more durable and persistent when memories 
are processed from a variety of different contexts, perspectives, and situa-
tions, and at variable levels of intensity and duration (Craske et al., 2014). 
RA- focused treatment, by its nature, facilitates inhibitory learning, since 
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it involves repeated titrated exposure to a range of implicit and explicit 
memories and contexts, often as they interact with, and trigger, one 
another. Furthermore, depending on the client’s immediate activation– 
regulation status, titrated exposure varies in intensity and duration over 
time, thereby deepening the unavailability of past learning. As well, 
trauma- related associations are addressed both verbally and through rela-
tional processing, providing different “angles” and approaches to trauma- 
conditioned responses.

Interspersal

As noted in the counterconditioning and consolidation discussions, an 
important aspect of RA- oriented exposure exercises is the use of relax-
ation, mindfulness, nondistressing discussions, and positive relational 
activation, which are interspersed between periods of exposure. For exam-
ple, the client might be invited to use a mindfulness meditation exercise 
like the ones in Appendix 1, then engage in a brief (e.g., 10–20 minute) 
period of titrated exposure to a memory of child abuse, perhaps followed 
by more mindfulness or a relaxation exercise, and then another brief 
exposure and further relaxation.

Interestingly, this approach is to some extent contrary to classic expo-
sure models. The developers of PE, for example, specifically discourage 
the use of breath exercises during exposure because “we want them to 
experience their ability to cope with trauma- related memories and situa-
tions without special devices” (Foa et al., 2007, p. 2). Their concerns likely 
relate to research suggesting that the use of “safety” activities (behaviors 
that allay fear during exposure) sometimes reduces the effectiveness of 
therapeutic exposure (Helbig- Lang & Petermann, 2010; Weisman & Rode-
baugh, 2018). However, others have not found evidence of adverse safety 
effects (e.g., Deacon et al., 2010; Meulders, Van Daele, Volders, & Vlaeyen, 
2016), and some writers (e.g., Meulders et al., 2016) suggest that safety 
behaviors may actually increase the tolerability of exposure and support 
the client’s sense of self- efficacy. Ultimately, however, these studies have 
limited implications for interspersal, since it does not occur during expo-
sure episodes, but rather before and after them. As a result, rather than 
potentially inhibiting the effects of exposure, interspersal may facilitate 
emotional processing by pairing adversity- related memories with distress- 
reducing states, which then may be reconsolidated in a less activating 
form.

Perhaps more immediately relevant to concerns about attenuating 
the effects of therapeutic exposure, recent research indicates that prior 
mindfulness exercises do not negate the effectiveness of subsequent 
exposure (e.g., Treanor, 2011) and may have neuropsychological effects 
that facilitate recovery from posttraumatic stress (King et al., 2016). In 
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support of this research, Treanor (2011) outlines, in an extensive review, 
a variety of ways in which mindfulness prior to exposure may enhance 
extinction learning and thereby facilitate exposure effects. Research also 
does not indicate that prior relaxation interferes with the effects of expo-
sure, although most studies suggest that it does not add to exposure in 
reducing anxiety- related symptoms (Tyron, 2005). However, in a study of 
clients more similar to those engaged in DRBs, Cloitre et al. (2002) found 
that a positive therapeutic relationship and the development of emotional 
regulation skills prior to emotional processing increased the effectiveness 
of subsequent therapeutic exposure activities.

There are also little data suggesting that post-exposure relaxation is 
problematic and good reason to suggest that it might be helpful in reduc-
ing unresolved exposure- related distress (e.g., Peck Schumacher, Stasie-
wicz, & Coffey, 2018). Deescalation of triggered memory effects may be 
especially relevant to DRB- involved clients, who otherwise might respond 
to continuing distress with postsession avoidance such as self- injury or 
substance abuse.

An additional potential benefit of interspersal is its tendency to 
constrain the intensity of emotional activation during therapeutic expo-
sure. By alternating periods of arousal with activities that down- regulate 
arousal, memories of trauma- or attachment- related distress have fewer 
chances to build to extreme levels; thus, the client is provided with the 
opportunity to move in and out of memory activation without feeling 
overwhelmed. And when triggered, nonoverwhelming emotional distress 
is subsequently downregulated, it is more likely that the reconsolidated 
memory will contain less negative emotional valence. Not only is this a 
form of titrated exposure, it may, as noted more generally by Linehan 
(1993) and Meulders et al. (2016), decrease the DRB- involved client’s fear 
of exposure and increase his sense of control and self- efficacy.

Finally, interspersal provides the client with multiple opportunities to 
learn and practice coping responses to moderate— but not overwhelming— 
arousal in relative safety, and thereby develop a broader repertoire of 
emotional regulation skills. As the client is repeatedly exposed to “handle- 
able” levels of conditioned emotional distress, she is able to experiment 
with different emotional regulation approaches, as well as slowly develop-
ing greater tolerance to triggered emotional distress (Briere, 2002a).

Summary: RA‑Focused Trauma Processing

Based on the preceding discussion, the RA model holds that trauma 
processing occurs when exposure to trauma- reminiscent stimuli triggers 
emotional, cognitive, and sensory memories, some of which are explicit 
and others of which are implicit, yet
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•	 these activated memories are not reinforced by danger or rejection 
in the session.

•	 the client is free to choose which memories to process and for how 
long.

•	 memory processing does not exceed the client’s emotional regula-
tion capacities, and therefore is not experienced as overwhelming.

•	 activated memories are counterconditioned by opposite emotional 
experiences and new information, generally arising from positive 
aspects of the therapeutic relationship, new insights, and previously 
learned relaxation, grounding, and/or mindfulness exercises.

This process, in turn, ideally leads to

•	 The development of new schemas that contradict existing trauma- 
related beliefs.

•	 Inhibition of previously conditioned associations between trauma- 
reminiscent stimuli and painful emotional responses.

•	 Subsequent reconsolidation of the traumatic memories, albeit now 
with new information (e.g., more affirming and accurate schemas), 
less conditioned emotional distress, and the positive effects of ther-
apist compassion and caring.

•	 Less distress upon future memory activation, leading to decreased 
need to engage in DRBs.

Processing Explicit and Implicit Memories

Up to this point, trauma memory processing has been described in gen-
eral terms. Yet the two major types of memories (implicit and explicit) 
vary significantly according to what they contain, how they are encoded, 
and how they are experienced once triggered. These differences have sig-
nificant implications for how each is processed.

Explicit Memory

As described in Chapter 3, explicit memory is generally verbally mediated, 
autobiographical, and subject to intentional recall. This type of memory is 
often called episodic, in that it involves recollection of life events, including 
trauma. An explicit memory of a traumatic event might include, for exam-
ple, information on where one was assaulted, who was involved, and when 
it occurred. Explicit memory typically requires language (Byrne, 2017), 
and a sufficiently developed sense of self (Bauer & Fivush, 2010); thus, it 
generally first appears developmentally around ages 2–3. A noteworthy 



120 Treating Risky and Compulsive Behavior in Trauma Survivors 

aspect of such memories is that they are recognized as such: Access to 
explicit memories includes awareness that one is remembering.

Implicit Memory

As discussed, implicit memories can influence behavior but cannot be vol-
untarily recalled, and are therefore sometimes considered to be “uncon-
scious” (Greenwald & Banaji, 2017). Implicit memories of trauma and 
attachment history are nonverbal in nature; often sensory or emotional, 
but sometimes cognitive; nonautobiographical; and often easily triggered 
by reminiscent stimuli. Such memories do not come with information 
that they are memories; when triggered, they often appear as percep-
tions or experiences in the here and now. A classic example of a triggered 
implicit memory is a flashback, in which a triggered sensory memory of a 
past trauma is “relived” as if it involved a present event.

Whether a given memory is explicit or implicit depends on when 
in life it was encoded and the level of distress or arousal present at the 
time it occurred. Memories that are largely implicit commonly occur 
under two conditions: in early childhood, prior to the onset of language 
(Schore, 2000), and under highly stressful conditions, when brain systems 
associated with explicit memory (especially the hippocampus) are less 
functional but other systems involved in high threat situations (especially 
the amygdala) are strongly activated (Metcalfe & Jacobs, 1998). Implicit 
encoding may predominate in other situations as well, however, for exam-
ple, when someone experiences a trauma under the influence of alcohol 
(White, 2003) or a date rape drug such as Rohypnol or Versed (Stewart, 
Buffett- Jerrott, Finley, Wright, & Valois Gomez, 2006), or explicit memory 
of an event has been compromised by dementia (Harrison, Son, Kim, & 
Whall, 2007).

Perhaps not surprisingly, trauma processing is to some extent more 
focused on implicit than on explicit memories. Many of the symptoms of 
posttraumatic stress (e.g., flashbacks, nightmares, and autonomic nervous 
system reactivity in response to trauma cues) are implicit in nature, as are 
emotional responses and schemas that are conditioned to trauma- related 
stimuli and emerge when triggered.

Even more critically, early attachment- related memories involving 
caretaker emotional unavailability, loss, neglect, threat, or ambivalence 
are, by definition, implicit, since the child has yet to develop the language 
and neurobiology necessary for explicit memory encoding. Consistent 
with the implicit memory literature, insecure attachment phenomena 
operate outside of conscious awareness and, when triggered, can result in 
the emergence of archaic thoughts, feelings, sensations, and behaviors that 
are nevertheless experienced as current, contemporaneous phenomena.
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This is not to say that explicit memory processing is irrelevant to 
trauma treatment. Autobiographically encoded memories, when remem-
bered, also can result in great distress. Not only do they contain verbally 
mediated information on the hurtful event(s) that are linked to emo-
tional pain, the inferences the client forms upon being victimized may 
be encoded in explicit memory as potentially distorted systems of mean-
ing, negative self- or other evaluations, or fearful expectations about the 
future. Similarly, crying when remembering a recently lost loved one, for 
example, or becoming angry when thinking about an interpersonal slight, 
are often in response to explicit memory phenomena.

Explicit‑to‑Implicit Triggering

Not only can explicit memories cause distress, but they can also be triggers 
for implicit memory activation. In fact, much of the therapeutic exposure 
process involves the use of explicit memory to trigger implicit memory 
(Briere & Scott, 2014). For example, requests that a client talk about her 
trauma is a request for her to access autobiographical memory, which, 
when engaged, offers a rich source of triggers for implicit trauma schema 
and fear structures. When these cognitions and emotions are repeatedly 
activated in a safe environment, but not reinforced, extinction can occur. 
For example:

Frank is talking to his therapist about being bullied as a child 
at school. As he describes being pushed to the ground, kicked, 
hit, and exposed to homophobic taunts and threats, he becomes 
increasingly upset and appears to be reliving the experience. 
From a technical perspective, Frank has described this trauma 
in sufficient detail that some level of context reinstatement is 
occurring: His autobiographical memories have become remi-
niscent stimuli that are triggering implicit memories of fear, 
anger, and shame, encoded at the time of the trauma. His sud-
den distress is not in response to memory; it is the memory.

As he repeatedly describes what happened to him, across 
sessions, it is likely that Frank’s trauma- related distress will go 
unreinforced in the absence of current danger, and will be coun-
terconditioned by therapeutic attention, caring, and support. 
Notably, his explicit memories of the bullying will not decrease: 
They may even become more accurate and detailed with further 
therapeutic exploration. What will typically lessen is the capacity 
of stimuli reminiscent of bullying to activate implicitly encoded 
emotional pain. Frank may still be angry about what was done 
to him, but this anger is more likely to be a contextually relevant 
response to explicit memory, not implicit reliving of the past.
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Implicit Triggering Alone

Not all triggers of implicit memory are explicit. In many cases, the indi-
vidual will encounter stimuli in the environment— especially in relational 
contexts— that directly trigger implicit recollections. In such cases, auto-
biographical memory may be absent or to some extent irrelevant. This 
direct triggering is associated with a considerable amount of suffering 
among those with histories of difficult attachment experiences or child 
maltreatment. For example, someone who feels rejected by a friend or 
lover may be triggered into intense feelings of abandonment and unlov-
ability that, when overwhelming, may require an avoidance response. 
In this regard, most “impulsive” or “acting- out” behaviors are likely the 
result of implicit triggering.

Fortunately, the tendency for implicit memories to be triggered by 
reminiscent stimuli can be taken advantage of in the therapy session. As 
described below, therapy for attachment disturbance and/or early child-
hood trauma often involves the client forming a relationship with the ther-
apist that contains a multitude of potential triggers— whether increased 
emotional intimacy, therapist characteristics that are in some way similar 
to the client’s caretaker(s), or aspects of the therapeutic relationship that 
tend to activate unaddressed attachment needs. In such contexts, the cli-
ent may be triggered into painful, childhood- era emotional states but, at 
the same time, experience positive feelings associated with the therapeu-
tic relationship. As a result, the client will encounter a lack of agreement 
between triggered emotions and assumptions and what is actually present 
in the current environment, potentially leading to counterconditioning, 
extinction, and decreased triggerability.

Processing Implicit Activations In Vivo

Not only can implicit memories be counterconditioned by the therapeutic 
relationship, they can also be directly processed as they emerge during 
treatment. As described in Chapter 9, this intervention is often employed 
later in treatment, however, when it can take advantage of the client’s 
growing metacognitive awareness and emotional regulation capacity.

In vivo processing of implicit memories usually occurs in the context 
of two phenomena: triggered relational memories and in- session flash-
backs. In each case, some aspect of the therapy dialogue or treatment 
process triggers implicit memories that emerge suddenly; seem out of 
proportion to the current context; and result in aversive thoughts, emo-
tions, and/or sensations.

In the case of relational activations, for example, the client may sud-
denly feel abandoned by, or alienated from, the therapist, or experience 
sudden anger or neediness that she attributes to the clinician’s behavior. 
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Flashbacks, on the other hand, are more sensory intrusions, often experi-
enced as suddenly reliving an instance of abuse or trauma in the session. 
Unlike relational activations, the client may not attribute what is happen-
ing to the therapist, but rather experience a perceptual shift away from 
the session to the unfolding experiential memory of the trauma. In each 
case, however, activated distress should not seen as an unfortunate by- 
product of therapy, or something to talk the client out of, but, rather, as 
an opportunity to work directly with activated implicit memory.

It is especially important to prepare the client ahead of time (in what is 
often called prebriefing (Briere & Scott, 2014) for in vivo processing because 
she is being asked to consciously discount what her perceptions may be 
telling her, override source attribution errors, and metacognitively experi-
ence the intrusions as implicit memories. For this reason, the rationale for 
in vivo processing should be explained and the client’s “buy-in” obtained.

The following are typically the steps of in vivo processing of implicit 
memories:

	• After a within- session intrusion of trauma- related negative thoughts 
or feelings, the client— often with the therapist’s assistance— comes to recog-
nize that she is experiencing an activated implicit memory, as opposed to 
accurately perceiving events in the current moment. This step can be chal-
lenging when the activated state is especially powerful (e.g., involving feel-
ings of rejection or abandonment), and it may be that the client can only 
approximate metacognitive awareness in early attempts. This may mean 
that the client and clinician need to have multiple discussions about what 
seems real versus what may, in fact, be the true state of affairs at a given 
moment in therapy. The therapist works to be gentle, nonlecturing, and 
nondefensive in such dialogues, even when the client strongly disagrees 
with the therapist about what she is experiencing and believes to be true.

	• Following grounding or other stabilizing interventions, if needed, 
the client is encouraged to sit with, and mindfully “watch,” the memory 
and her reactions to it, exploring with the therapist any associated feel-
ings, thoughts, and sensations. The intent in this stage is to objectify the 
activated state: studying and discussing it in sufficient depth that its non-
real and noncontemporaneous aspects become more obvious. When the 
client is able to verbalize this lack of correspondence between activation 
and reality, the disparity is often more clear and the memory is more 
clearly seen as a memory.

	• When appropriate, the client investigates the historical basis for 
the activated memory, as is done in ReGAINing. In some cases, this will 
be straightforward. In others, especially if the memory is from early child-
hood, only a hypothesis can be made, as noted in Chapter 4. Nevertheless, 
as the client’s life history becomes more clear to him, and to the therapist, 



124 Treating Risky and Compulsive Behavior in Trauma Survivors 

this guess may be made with greater confidence, although never assumed 
to be absolute fact. This step can be facilitated by reviewing a previously 
completed the Triggers- to- Memories Worksheet (Appendix 5).

	• The client and therapist further discuss the memory, to the extent 
it is available, potentially leading to additional exposure and activation. 
When the actual memory is not available for recall, it may be that further 
discussion of the flashback or triggered schema will lead to meaningful 
activation and processing.

The following is an example of a client processing an activated aban-
donment schema:

Client: Wait. You’re just telling me this now? You are going to Mex-
ico? I’m sorry I’m having this crisis. It must be very inconvenient 
for you. When are you going?

therapist: In a month. I’ll leave on the 12th and return on the 19th.

Client: Fine. Whatever.

therapist: Hey, Ben, what’s going on? You mad at me?

Client: No. Yeah. Actually, I’m really pissed. Here I am, in hell, and 
you’re going off to have margaritas on some beach. Must be nice.

therapist: OK, I get that. I’m sorry my vacation is scheduled for 
then. Not good. Dr. Green will be my backup for that week.

Client: Right. Like I’d call your substitute shrink.

therapist: Ben, it makes sense that you’d be mad. I’d probably be 
mad. But I’m wondering, could some of this be triggered? If it is, 
do you want to work on it, like we talked about before?

[Brief discussion of whether and how the client has been triggered. The ther-
apist stays nondefensive and validates the client’s responses, and does not 
argue or insist that his perceptions are necessarily right. The client slowly 
concludes that the therapist’s upcoming vacation triggers early memories of 
parental neglect.]

therapist: OK, so, remember, the first step is to stay with how you 
are feeling. What’s it like?

Client: Now it’s starting to feel irrational, but I guess I feel like you 
are really important to me, but I’m not important to you. And 
that this is a hard time, and you are going away just when I need 
you.

therapist: Good. Good job, Ben. I mean, I do care about you, but 
let’s go with the feeling right now. What’s the biggest part? Do 
any thoughts or memories come up?
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Client: Mostly abandoned . . . And I can feel being really pissed off 
at you . . . But I know it’s not that. My parents didn’t give a damn 
about me. They really didn’t. It makes me feel sad. I was just a 
kid, and I needed them. I remember feeling pretty alone.

[The client continues to describe feelings of early abandonment and paren-
tal nonresponsiveness, and growing metacognitive awareness that he was 
triggered in the session. He becomes agitated again, this time when describ-
ing once having been left alone most of the night as a young child, and 
the extreme worry he experienced until his parents eventually returned, in 
an intoxicated state. The therapist responds to this activated memory with 
encouragement, nonintrusive compassion, and support, and, after 20 min-
utes of processing, suggests a brief relaxation exercise.]

From a reconsolidation perspective, it is likely that Ben’s memories 
of abandonment and parental unavailability, especially if repeatedly 
accessed and processed, may become modified through association with 
new experiences of therapist attention, validation, and caring, increased 
metacognitive awareness, and a period of relaxation within the reconsoli-
dation window. These activities likely will “subtract” some level of distress 
from the new, soon-to-be reconsolidated memory, meaning that future 
triggers will activate less neglect- related emotional pain, and thus lessen 
the need for a DRB. Additional opportunities for in vivo processing in the 
future will likely contribute to further alteration of this schema.

Steps of Processing

Based on the theory and literature reviewed here, the processing com-
ponent of RA- focused treatment consists of six steps that address both 
explicit and implicit memories. Adapted from the self- trauma model (e.g., 
Briere & Scott, 2014) they are prebriefing, exposure, activation, disparity/new 
information, counterconditioning/extinction, and debriefing/closure.

Prebriefing

Prebriefing is recommended for any therapeutic exposure procedure, 
let alone when applied to DRB- involved clients. This is because, at first 
glance, exposure interventions seem counterintuitive: Why would anyone 
specifically seek out activities that produce unwanted emotional states— 
especially as a supposed way to decrease those states in the future? This 
question may be especially relevant to those who devote considerable 
time and effort to distress avoidance in the first place. In the absence of 
a compelling rationale, the client is likely to resist doing something that 
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feels bad, even if the clinician recommends it. For this reason, it is impor-
tant that the therapist explain the specific rationale for exposure, and its 
methodology, so that the client can see the potential real-world benefit. In 
general, discussion of the following points may be helpful, as presented in 
Briere and Scott (2014):

	• Unresolved trauma and attachment memories usually have to be 
talked about in order to lose their painful qualities. Although the client 
may have become expert at avoiding upsetting feelings, such avoidance 
often has the unfortunate side effect of keeping the trauma alive.

	• If the client can talk enough about what happened, unwanted feel-
ings associated with the past are likely to decrease in the future, although 
this cannot be guaranteed.

	• At the same time, by its nature, exposure is usually associated 
with some level of distress. Some (but not all) people who undergo expo-
sure experience a brief increase in flashbacks, nightmares, and feelings 
between sessions, but this is a normal response to successful activation. 
Client feedback in this area is important, however, so that the therapist 
can monitor whether activation is too uncomfortable or too intense.

	• The therapist will work to keep the discussion of these memories 
from overwhelming the client, and, in contrast to PE, the client can stop 
talking about any given memory anytime it becomes too upsetting. But 
the more the client can remember, think, feel, and talk about what hap-
pened, without significant avoidance, the more likely significant improve-
ment will occur.

Exposure

Exposure refers to the moment when the individual encounters a reminis-
cent stimulus or memory cue that triggers a memory or schema. It does 
not include her response to the stimulus, which is described in the next 
step. Examples of exposure cues include the following:

•	 Verbal requests for autobiographical information, including ques-
tions from others about a past event.

•	 Speaking, thinking, or writing about some aspect of the past.
•	 Contact with media, such as television, radio, movies, or websites 

that contain reminiscent stimuli.
•	 Reminiscent people, places, situations, or relationships.
•	 A specific date or anniversary.
•	 Sensory stimuli, such as smells, sounds, or being touched in cer-

tain ways.
•	 Perceptions of threat, such as sudden movement near one’s face or 
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body, unwanted sexual stimuli, boundary violations, angry faces, 
or yelling.

In many of these cases, exposure occurs outside of therapy. In fact, 
the term triggering is generally equivalent to exposure, except that the for-
mer is often seen as unwanted events in the environment, whereas the 
latter is typically used in the context of therapy. Apropos of this, trig-
gering outside of therapy may also desensitize memories, and probably 
contributes to “natural” recovery from traumatic events (Briere, 2002a; 
Foa, Huppert, & Cahil, 2006).

In therapy, exposure can occur in two separate ways:

1. In the verbal, narrative domain, when the therapist asks the client 
about her history, or when the client spontaneously discloses it.

2. In the nonverbal and relational domain, often in response to 
aspects of the therapy environment. These include therapist 
characteristics (e.g., gender, age, race, ascribed social power), the 
quality of the therapeutic relationship (e.g., accepting vs. judging, 
caring vs. dismissing), and the extent to which the therapeutic 
interaction cues early attachment memories (e.g., perceived lapses 
in attunement, or, alternatively, protective or caring therapist 
behaviors).

Exposure as just described does not just occur in cognitive- behavioral 
therapy. It is also present in relational treatment, when aspects of the ther-
apy process trigger attachment memories. It also occurs in more expe-
riential or expressive therapies, when the client is encouraged to paint, 
draw, or dramatically reenact the past.

Exposure is, to some extent, the first step in what psychodynamic 
clinicians refer to as transference, in that it involves encountering relational 
stimuli in the session that are similar to aspects of an important early fig-
ure, typically a childhood caretaker. However, most of what is considered 
transference involves activation, as described below.

Activation

Activation occurs whenever exposure to reminiscent stimuli results in emo-
tions, sensations, fear structures, or trauma schemas that were initially 
conditioned to the adverse event. For example, if the clinician is late for 
a session or suddenly cannot attend at the scheduled time, the client may 
think or feel what he experienced in early in childhood, for example, aban-
donment, rejection, or anger. Importantly, these activation responses are 
almost always triggered implicit— rather than explicit— memories, and are 
often experienced in the context of source attribution errors. For example, 
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in the case of therapist lateness activating an abandonment schema, the 
client may not think “My therapist’s behavior is triggering early memo-
ries of parental neglect,” but rather, “My therapist is dismissive of my 
needs because he is uncaring and I am unworthy.” Although, as noted, 
this response is sometimes described as transferential, an RA perspective 
considers it an example of implicit activation. This view is in contrast to a 
classically psychoanalytic perspective on transference, in which the client 
is thought to unconsciously “redirect” (Freud, 1912/1958) conflict- related 
emotions and thoughts from a childhood figure to the therapist.

As noted elsewhere, activated emotions and thoughts can become 
triggers for additional memories and therefore loop back to the exposure 
component of treatment. Such trigger chaining means that a given client 
may experience both the activation of a previously triggered emotion or 
thought and exposure to a new memory, the latter of which may then acti-
vate new emotional distress. The possibility of simultaneously activated 
emotional states and trigger- chained new memories means that the clini-
cian cannot assume that emotional processing will proceed in a linear 
fashion. It also reinforces the value of attending to therapeutic window 
dynamics early in the process, and the importance of the therapist’s con-
tinuing, moment- by- moment attunement to the client’s shifting internal 
experience.

Trigger chaining aside for the moment, the RA perspective suggests 
that exposure, alone, generally does not have positive therapeutic effects. 
Instead, to be helpful, it must activate implicit memories associated with 
the trauma or attachment breach/failure. This is sometimes observed in 
clients who are willing to talk about past traumas, but who dissociate, 
intellectualize, or distract themselves to such an extent that they do not 
appear to be activated, and do not gain much from the process. They 
have, of course, been triggered at some level, or they would not need to 
avoid. However, such avoidance may sufficiently reduce activated distress 
that meaningful emotional processing cannot occur. In a similar vein, 
the client who comes to sessions intoxicated may undergo exposure, but 
the anesthetizing effects of alcohol or drugs may block sufficient activa-
tion.

Disparity/New Information

Significantly, even exposure and activation are usually insufficient for 
trauma/attachment processing. There must also be disparity, or lack of 
agreement between the activated state and what is actually happening in 
the session (Briere & Scott, 2014). In the absence of disparity, for exam-
ple, the client might feel that the therapist is rejecting her, and have this 
impression reinforced by, in fact, the therapist’s rejecting behavior. Thera-
peutic disparity is a form of expectancy violation (Craske et al., 2014): 



 Processing Trauma- and Attachment-Related Memories 129

The client expects rejection, but that expectation is not supported in the 
session.

In this way, disparity provides the ingredients for extinction: As the 
client repeatedly feels or expects rejection, in the absence of it actually 
occurring, new learning begins to compete with childhood memories. 
Instead of “My therapist’s silence means she doesn’t care about me,” 
for example, the client may learn by direct experience that therapeutic 
silence does not presage rejection or abandonment. In fact, as discussed 
in the next step, it may reflect active listening, empathy, and attunement. 
Similarly, the client may discover in a safe therapeutic relationship that 
vulnerability does not have to lead to injury, connection is not always a 
precursor to loss, and struggling with entitlement and self- affirmation 
does not necessarily result in punishment from not knowing one’s place.

Simply stated, the exposure– activation– disparity sequence means 
that treatment of painful trauma/attachment memories best occurs when 
the client feels triggered distress but there is little in the current environ-
ment about which to be upset. This can take place in personal relation-
ships, but it is more efficiently supported in therapy, where safety is ideally 
assured, and exposure and activation are titrated so that they do not over-
whelm. Notably, if activation is too great, or the therapist is overwhelmed 
or insufficiently supportive, disparity will not be present. Instead of feel-
ing moderate levels of distress in the absence of reinforcement, the client 
may experience overwhelmingly negative emotional and cognitive states, 
which, given their threatening qualities, do not contribute to extinction 
of the trigger– memory connection. In fact, when memories are allowed 
to repeatedly overwhelm, the client may become resensitized, not desen-
sitized.

It is in this context that the therapeutic window, described earlier, 
becomes relevant. The therapeutic window refers to the psychological space 
between insufficient and excessive exposure and activation. Mid- window 
interventions are neither so nondemanding that they provide inadequate 
exposure and processing nor so evocative or powerful that they overwhelm. 
Overshooting the therapeutic window occurs when activation is too intense 
or involves premature exposure to aspects of memory that requires addi-
tional processing before they can be addressed in their entirety.

The therapeutic window also can be exceeded when the client or 
therapist brings up too much material in too short a time. Exposure that 
moves too fast may overshoot the window, because it does not allow the 
client to adequately process previously activated material before new, 
additionally stressful memories appear. When therapy consistently over-
shoots the window, the survivor must engage in avoidance behaviors in 
order to keep from being overwhelmed, or even retraumatized, by the 
therapy process. And, if such activation is not resolved by the end of the 
session, the client may have to resort to DRBs to regain equilibrium.
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Ultimately, the safety component of RA- focused therapy does not 
just refer to safety from immediate danger, or from harsh or disengaged 
behavior by the therapist. It also involves titrated processing, whereby the 
therapist facilitates access to memories, but, at the same time, works to 
keep these recollections within the therapeutic window, so that they are 
not overly intense or prolonged. In some cases, especially when exposure 
is substantial, this involves interspersing interventions that increase resil-
ience to activation, as described in Chapter 7, including grounding, relax-
ation, self- soothing, positive self-talk, and, when appropriate, movement 
to less upsetting memories or issues.

It should be noted that concerns about overwhelming the client dur-
ing therapeutic exposure do not mean that some form of exposure at some 
point in therapy is contraindicated, even for clients with limited emo-
tional regulation. Although this argument is sometimes made, research 
suggests that carefully performed therapeutic exposure generally does 
not lead to retraumatization or especially exacerbated emotional states 
(e.g., Foa, Zoellner, Feeny, Hembree, & Alvarez- Conrad, 2002). Instead, 
the issue is usually whether the therapeutic window has been exceeded, 
such that existing emotional regulation capacities are overwhelmed.

Interspersal and Counterconditioning

Although repeated activation with disparity may be sufficient for extinc-
tion of certain memories, especially less relational ones, other memories 
may require therapeutic counterconditioning. The positive feelings the 
client experiences in the context of the therapeutic relationship, and 
the positive valence of interspersal activities like relaxation or mindful-
ness, may be a countervailing force when the client is accessing painful 
memories or is triggered by reminiscent aspect of the therapy. Thus, for 
example, a client who is discussing sexual abuse by a parent may have the 
experience of two, simultaneous processes: triggered memories of sexual 
violation, yet feelings of safety, acceptance, and compassion from another 
attachment figure. Or, even more paradoxically, the client may have trig-
gered expectations or perceptions of therapist dismissiveness, yet, at the 
same time, experience “real-time” boundary- aware caring and attunement 
from him. When these activated memories are reconsolidated, they will 
likely be encoded with less distress and more positive associations.

Neurobiology

The attachment- based components of therapeutic counterconditioning 
exceed the mere appreciation that one is being treated well. In fact, there 
are inborne reinforcements for sustained and intimate human connection, 
probably arising from the evolutionary need for the child to maximize 
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attachment with caretakers, and vice versa, in a potentially dangerous 
environment (Bowlby, 1973). Apropos of this, it appears that attachment 
bonds are rewarded neurobiologically, primarily in terms of triggered 
oxytocin and related (e.g., dopaminergic) neurochemical release (Strat-
hearn, 2012). Oxytocin, in turn, increases well-being, openness, and will-
ingness to trust others, and down- regulates stress responses and anxiety 
(e.g., Kirsch et al., 2005; Kosfeld, Heinrichs, Zak, Fischbacher, & Fehr, 
2005). Thus, to the extent that therapy activates attachment neurochem-
istry, the client is likely to experience the classic counterconditioning sce-
nario: exposure to painful memories in the presence of relative well-being 
and reduced anxiety. This neurobiology suggests the value of therapeutic 
connections that are secure, caring, and of sufficient duration for some 
level of attachment biology to take place.

Counterconditioning may also take place when the client cries while 
remembering painful things. A small literature suggests that “having a 
good cry” can be cathartic and self- soothing, may trigger oxytocin release, 
and, especially when done in the presence of a supportive other, decrease 
stress and improve mood (e.g., Gračanin, Bylsma, & Vingerhoets, 2014; 
Hendriks, Rottenberg, & Vingerhoets, 2007). In this context, crying while 
remembering in a supportive environment may countercondition memo-
ries with positive feelings associated with emotional release and attach-
ment neurochemistry.

Debriefing/Closure

Research as far back as the 1920s and 1930s (i.e., Lewin, 1935; Zeigarnik, 
1927) indicates that incomplete mental processes tend to remain active 
until they are completed. This Zeigarnik effect predicts that memory activa-
tion without closure can result in “task- specific tension,” which, in turn, 
keeps the memory active. Fifty years later, Rachman (1980) similarly sug-
gested that unresolved memories tend to intrude into awareness until 
they are emotionally processed.

These theories are highly relevant to trauma/attachment process-
ing. Because many DRB- involved clients struggle with strongly activated 
memories, it is important that there be a degree of closure following any 
given processing episode. This generally occurs when exposure and acti-
vation have had a chance to respond to disparity and the therapeutic 
relationship, and any meaning that can be ascribed to what was discussed 
has been highlighted. This typically involves a slow shift away from emo-
tionally laden recollections to the “here and now,” as the session reaches 
its predictable end. In many cases, this will include debriefing about 
what the client experienced during the session, so that any unresolved 
details or emotional states can be addressed, and a coherent narrative 
(Amir, Stafford, Freshman, & Foa, 1998) of the session can be formed. 
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The goal of such actions is for the client to leave the session in at least no 
more arousal than when he entered it, and, ideally, with a greater sense 
of meaning or understanding. In some cases, this may be reinforced by 
the therapist engaging in a reliable “ending ritual” (Linehan, 1993), such 
as walking the client to the door, noting the next appointment time, and 
offering a handshake (if appropriate) that signals a positive conclusion to 
the session.

A Note on EMDR

EMDR (Shapiro, 1998, 2017), a widely used approach to treatment of psy-
chological trauma, has been shown to be generally as effective as classic 
therapeutic exposure in reducing the symptoms of PTSD (e.g., Lee & Cui-
jpers, 2013; Seidler & Wagner, 2006). Unfortunately, beyond several case 
reports (e.g., Korn & Leeds, 2002), there is little research demonstrat-
ing the effectiveness of EMDR in treating symptoms or problems beyond 
posttraumatic stress— particularly complex posttraumatic outcomes such 
as DRBs, emotional dysregulation, attachment disturbance, or negative 
relational schemas. As well, van der Kolk and colleagues (2007) report 
that at 6-month follow- up, EMDR was considerably more effective in 
eliminating PTSD symptoms among those with adult-onset traumas than 
among those who had experienced childhood trauma. These results sug-
gest that EMDR may be more efficacious for “simple” adult-onset adversi-
ties than for childhood trauma, which tends to involve more symptom 
complexity and comorbidity over time.

Nevertheless, EMDR has many qualities that are similar to an RA 
perspective, including processing chained memories; attention to cogni-
tive distortions such as shame or guilt; specific attention to early stabi-
lization; and alternation between desensitization and access to internal 
resources, which likely serves therapeutic window- like functions. Further-
more, although EMDR tends to focus on explicit trauma memories, some 
writers, not without controversy, suggest that it can be adapted to address 
implicit, attachment- level memories as well (e.g., Parnell, 2013).

Because most EMDR activities occur internally, with limited ver-
bal interactions with the therapist, the clinician has relatively little con-
trol over what the client is processing at any given moment in time and 
whether, in fact, trigger chaining is occurring. Although this internal 
focus provides fewer opportunities for relational processing, many thera-
pists nevertheless find EMDR to be most effective in the context of a 
positive therapeutic relationship, where the clinician can (1) use “cogni-
tive interweaves” (Shapiro, 2017) to highlight maladaptive schemas and 
encourage self- compassion, and (2) redirect the client to stabilization 
activities when necessary.
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It is likely that EMDR can be an elective component of DRB- focused 
therapy, perhaps especially when processing of circumscribed (“hot spot”) 
memories is indicated (Briere & Scott, 2014). Importantly, this approach 
may be most helpful for DRB- involved clients when it is used as an adjunct 
to RA-based treatment, and embedded within a relational treatment con-
text that includes attention to emotional regulation, attachment, and 
titrated processing (Korn, 2009).1

Clinical Guidelines for Trauma/
Attachment Processing

Although specific treatment planning and implementation are reviewed 
in Chapter 9, presented below are some clinical implications of memory 
processing as they relate to those who engage in DRBs or other avoidance 
behaviors. These principles apply most directly to DRB- involved clients 
who suffer from a major imbalance between distressing memories and 
emotional regulation capacities. In less severe instances, some of these 
suggestions may be more relevant than others.

Safety, Stability, and the Therapeutic Relationship

Before exposure activities are begun in earnest, it is recommended that 
a good therapeutic alliance and relationship be present, and that the cli-
ent be sufficiently stable— both environmentally and emotionally— that he 
can tolerate some level of memory activation. This includes working to 
keep the client physically safe, providing necessary psychoeducation, and 
teaching emotional regulation and trigger management skills.

Intensity Control

Early trauma processing should be less intense than later in therapy, and 
should occur with careful attention to the therapeutic window. The clini-
cal advice “when in doubt, slow down” is especially relevant to work with 
DRB- involved clients and others with emotional regulation difficulties. 
It is generally better to undershoot the therapeutic window (i.e., provide 
less exposure than the client can actually handle) than to overshoot it, 
because overwhelming exposure/activation experiences can potentially 
retraumatize, lead to avoidance responses that decrease therapy effective-
ness and motivate dropout, and remove the safety/disparity component 
of extinction learning.

1 The author is indebted to Gill Moreton, who consulted with him on the relative ben-
efits of EMDR for complex trauma presentations.
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The relative equilibrium between the client’s existing emotional reg-
ulation capacity and the amount of memory- related distress she is expe-
riencing (i.e., her activation– regulation balance) can be informally esti-
mated with the ERAS, presented in Appendix 6.

Prebrief and Debrief

Memory processing can be helpful in reducing DRBs over time but can 
produce distress in the immediate term. Although attention to the thera-
peutic window decreases the likelihood that memory activation will over-
whelm, it is important that the rationale for exposure be explained in 
detail to the client, and his agreement obtained, before any major trauma 
processing is initiated. Similarly, after significant exposure and activation 
has occurred, the client should be debriefed about her experiences and 
current level of distress, so that further deescalation of triggered states 
can be provided, if necessary, and closure can be established.

Avoid Overly Extended Exposure

Except in cases in which a client has relatively strong emotional regulation 
capacities, it is recommended that any given exposure or activation expe-
rience be titrated to emotional regulation capacity and, at least initially, 
not extend beyond 10–20 minutes for DRB- involved clients. Habituation 
has not been found to be necessary for trauma processing, and modern 
exposure studies suggest that exposure beyond 30 minutes per session 
does not confer additional benefits for the average client, let alone those 
heavily involved in avoidance behaviors such as DRBs or substance use. As 
noted earlier, decisions about the length and intensity of a given exposure 
period should ultimately rest with the client, so that she feels in control 
of the process, potentially is less frightened by it, and is more able to keep 
activated material from becoming overwhelming. On the other hand, 
once DRB- involved clients demonstrate (or have developed) the capacity 
to tolerate 10–20 minutes of exposure, they can experiment with longer 
exposure periods, if appropriate. These more extended exposure periods 
should only occur, however, to the extent that the therapeutic window is 
not exceeded and the client is not overwhelmed.

Intersperse Exposure with Nonexposure Activities

In contrast to PE, reconsolidation and inhibitory learning theories sug-
gests that exposure/activation may be most effective when alternated with 
periods of visible relational support, relaxation, breath exercises, brief 
mindfulness activities, or other nonstressful or soothing experiences that 
reduce stress or anxiety. These interexposure periods also may be good 
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opportunities to gently discuss cognitive distortions and intrusive nega-
tive thoughts, in case they can be updated. All these activities take advan-
tage of the reconsolidation process, since they allow modification of acti-
vated memory prior to neural reencoding. They may also increase the 
likelihood that the therapeutic window will not be exceeded, since such 
intervals allow repeated deescalation.

Be Alert for Implicit Activations

Often, discussion of an explicit trauma memory will trigger one or more 
implicit memories. When this occurs, the client may respond with strong 
emotion; thoughts that reflect self- derogation, abandonment, anger, or 
helplessness; reliving that the therapist cannot detect; and, in some cases, 
numbing, dissociation, or some other avoidance response. Depending on 
the situation, the therapist may choose to temporarily discontinue trauma 
processing and focus on grounding, relaxation exercises, or nontrigger-
ing discussion of what has transpired. Triggered implicit memories are 
not evidence that something has gone wrong, however: It is often possible 
to work with the client to stay present when such triggering occurs, and 
to process in vivo the memories that underlie the response. This may be 
facilitated if the client has previously used the TMW (Appendix 5).

Support Multitarget Processing When Relevant

If the client moves from one memory to another, often (but not inevita-
bly) due to trigger chaining, it is recommended that the therapist follow 
her there, rather than insist on a predetermined memory target. Target 
switching may occur because

•	 There are multiple, equally important trauma and/or attachment 
memories, each of which is available for processing at any given 
point in treatment.

•	 One memory has triggered another.
•	 The previous memory is sufficiently processed, and no longer 

supersedes other memories.
•	 The client’s growing emotional regulation capacities allow new 

access to memories that previously were too distressing.
•	 The client is self- titrating activation responses by moving to a less 

challenging memory— an adaptive process incorrectly referred to 
as resistance in some treatment models.

In all of these cases, little is lost by following the client’s lead—at worst, 
a specific trauma may not get as much attention as technically possible, 
at least at that point in time. At best, the client’s autonomy is honored, 
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titration is supported, and the complexity of multiple memories of mul-
tiple adversities is acknowledged. Because important memories tend to 
emerge and reemerge in therapy, and longer- term therapy allows the cli-
ent to revisit any given memory on multiple occasions, there is less need 
to fully process a given memory at any specific moment in time.

Facilitate Relational Processing of Implicit Memory

The client– therapist relationship can be used to process implicit, 
attachment- related memories. It is not a placebo or merely a delivery 
mechanism for support; it is an active ingredient. Moments when the cli-
ent makes source attribution errors, or misperceives the therapist’s intent 
or behaviors as judgmental, rejecting, or abusive, are opportunities to 
respond with antithetical caring, validation, and support, as well as gen-
tle clarification. It is important that the therapist not react with defen-
sive or punitive behaviors, since the goal, at one level, is for the client to 
respond to the therapist based on negative early schemas, then to have 
these expectations and responses go unreinforced (the therapist does not 
respond as the original caretaker might have) and, in fact, have them 
counterconditioned (the therapist responds to an activated schema with 
warmth, caring, and support).

Do Not Insist on Trauma Processing at Any Given Moment 
in Therapy

Exposure to, and activation of, trauma- and attachment- related memories 
is just one part of RA- focused therapy. Especially earlier in treatment, but 
throughout therapy, other components may be equally or more impor-
tant, whether involving emotional regulation training, psychoeducation, 
trigger management, mindfulness exercises, or the support, validation, 
and relational processing associated with a positive therapeutic relation-
ship. In general, the choice of interventions at any given moment in time 
is contingent on what appears to be most helpful in light of the client’s 
immediate capacities and challenges.
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This chapter brings together the theory and practice of RA- focused ther-
apy, and suggests the staging of interventions as the client progresses 
through treatment. Given the complexities of each client’s situation and 
functioning (i.e., severity of past trauma, level of attachment security, 
current symptomatology, current emotional regulation skills, types and 
severity of DRBs, level of social support, and stressfulness of the psycho-
social environment), therapy may be longer or shorter, and some inter-
ventions may be more relevant than others. The structure presented here 
is for a “typical” course of therapy, one that will almost always require 
adjustment for any given client.

Initial Sessions

The first few sessions of RA- focused treatment ideally involve a combi-
nation of three activities: relational connection, early psychoeducation, 
and assessment. There can be a dynamic tension between these goals, 
however. Assessment is obviously important, since the complex etiology 
and inherent riskiness of DRBs demand early information on the client’s 
current psychological state and the specific behaviors she uses to main-
tain internal homeostasis. Furthermore, carefully timed, gentle questions 
about the client’s past traumas and experiences may be validating and 
reassuring, to the extent that her pain or struggles have not been taken 
seriously or understood by others. On the other hand, the risk of dropout 
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may increase when assessment procedures are initiated too quickly and 
extensively, and without sufficient relational connection, especially when 
the client requires more immediate attention, support, and reasons for 
hope.

First Session

For this reason, unless there is a strong reason for immediate assessment 
and crisis management (e.g., when client is a potential risk to self or oth-
ers), the first session with DRB- involved clients is often best devoted to 
activities that increase the client’s sense that he is in a safe, supportive 
environment in which he is “heard” and appreciated. Often, this will 
involve the stabilization interventions described in Chapter 5, as well as 
opportunities for the client to discuss current and past difficulties with 
DRBs, what, in her opinion, underlies these behaviors, and what her life 
is like at the present moment.

This is usually not the time for the therapist to make interpretations 
or provide major therapeutic interventions, other than ensuring safety 
and avoiding excessive memory activation. Instead, the clinician should 
listen attentively, ask for further details when relevant, and generally 
respond with compassion and support to the client’s story. This is also 
when the therapist may first express appreciation for the client’s bravery, 
especially in choosing to be vulnerable with a stranger, and engage the 
hard work of awareness when avoidance no doubt seems the safer option.

When possible, the first session should also include a brief, nontech-
nical discussion of the RA perspective on DRBs, and a brief overview of 
how treatment generally unfolds, including the extent of client control 
over the pace and focus of therapy, and the importance of developing 
additional emotional regulation skills. The clinician should stress early 
on that the client is not sick or bad, but rather is doing the best she can 
given the distress she feels and her lack of ways to internally regulate 
these states.

Second and Third Sessions

The next two sessions of RA- focused therapy continue the stabilization, 
relational, and psychoeducational activities of the first session and— 
assuming there are no major safety issues— also begin the process of 
formal assessment. Two RA- focused interviews may be administered at 
this point: the Review of Distress Reduction Behaviors (Rev-DRB) and 
the Trigger Review (TR), as well as any relevant psychological tests (see 
Chapter 4). Apropos of the need to provide as much relational “front-
loading” as possible in the first few sessions, these measures should be 
completed in conversational interactions between client and therapist, 



 Treatment Planning and Implementation 139

as opposed to rote, item-by-item administration. If psychological testing 
is also included, it is suggested that the client either come in before the 
session to complete these measures, so that therapy time is not taken up 
by assessment procedures or, if not contraindicated by any standardized 
testing requirements, take tests home with him, and return them in the 
next session.

Review of Distress Reduction Behaviors

The Rev-DRB (presented in Appendix 2) is completed by the client, typi-
cally early in the session, with the therapist’s assistance. It reviews all the 
DRBs described in this book, without reference to labels or jargon, and 
asks the client to indicate the first, last, and total number of times each 
was used, and specifically how many times in the last 6 months, the last 
week, and the last day it has occurred. The client can read these items to 
herself, or the therapist can read them out loud, depending on the client’s 
preference. Endorsement of items on the Rev-DRB allows the client and 
therapist to consider the client’s DRB use over the lifespan, as well as to 
identify what behaviors are of current concern. Some individuals endorse 
only one DRB on the Rev-DRB, but others report multiple DRBs within 
the same time frame. When the latter occurs, the client may pick the DRB 
that is most problematic to work on first, or, alternatively, the easiest to 
address, or he may choose to address all DRBs at the same time, based 
on their co- occurrence and functional similarity (see Chapter 10 for addi-
tional consideration of multiple DRB presentations).

It is important that the therapist emphasize during completion of the 
Rev-DRB that the goal is not to inventory the client’s failings or patholo-
gies, but rather to more fully understand what the client has had to do to 
survive triggered trauma- and/or attachment- related memories. As well, 
it is recommended that there be sufficient time in the session following 
the Rev-DRB for the client to debrief with the therapist any shame or 
negative cognitions that may have been triggered by discussing unwanted 
behavior.

See the Rev-DRB in Figure 9.1, completed by a hypothetical client.

Trigger Review

The TR (presented in Appendix 3) is generally administered after the 
Rev-DRB, either in the same session or the following one, depending on 
logistics and the client’s emotional state. It begins with a definition of trig-
gering, specifically, “A trigger is something that reminds you of a bad or 
upsetting thing in your past, and causes you to suddenly feel like you are 
back when it happened, or to have the emotions or thoughts you had back 
then. Most people have a few triggers. What are yours?”
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This introduction is sufficient for some clients, but others may require 
further discussion of triggers and triggering before they can respond to 
the TR. As well, as described in Chapter 7, some clients may not yet real-
ize that they have been triggered in the past, due to source attribution 
errors or the conceptual novelty of triggering per se. For this reason, the 
clinician may choose to administer the TR at least twice: first in the early 
sessions, then later in therapy, when the client is more familiar with trig-
gers and their effects.

The TR consists of two sections: The first is a list of the most com-
mon triggers reported by trauma survivors, and the second asks about the 
client’s internal responses to the three most problematic of these triggers. 
Typically, the client’s responses to the top three triggers are sufficient 
to outline his major triggers and responses. If more are required, the 
last page of the TR can be copied to provide additional ratings. Because 
clients often discover additional triggers during RA- focused treatment, 
the last page of ratings also can be used later in therapy to add further 
triggers and responses.

As is true for the Rev-DRB, the TR is best completed in the context 
of a discussion between client and therapist, wherein the client explores 
and describes his triggers and responses, and determines which are most 
problematic. Not only does it assess the client’s trigger process, it also sup-
ports and reinforces metacognitive awareness of the reality of triggering, 
and the client’s own specific triggerability. It also can serve as a way for 
the client to hypothesize a future triggered state when it otherwise might 
not be clear. For example, if the client is triggered but does not notice or 
recognize the trigger, previous experiences with the TR might suggest 
that his sudden, intrusive anxiety, shame, and self- hatred reflect a here-
tofore unidentified triggered state, which can then be addressed as such.

See the TR in Figure 9.2, completed by a hypothetical client.

Early to Midtreatment

Because many DRB- involved people suffer from impaired or underde-
veloped emotional regulation capacity, the early stages of RA- focused 
treatment tend to focus more on building self- regulation skills than on 
formal trauma processing. In other cases, however, the client may have 
sufficient emotional regulation abilities, but the level of triggered activa-
tion she experiences is sufficiently intense that it nevertheless overwhelms 
her internal resources. The client’s activation– regulation balance also 
can be affected by the amount of stress, danger, and nonsupport in her 
immediate social and physical environment. This variability from client 
to client, and from one point in time to another, requires the therapist 
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FIGURE 9.2. Example of a completed TR.

Trigger Review (TR)

Client name: Emma R.      Date: 9/2/19  

A trigger is something that reminds you of a bad or upsetting thing in your past, and 
causes you to suddenly feel like you are back when it happened, or to have the emotions 
or thoughts you had back then. Most people have a few triggers. What are yours?

Someone crying    

Feeling abandoned or rejected  X 

Sexual things  X 

Criticism  X 

Someone being very angry    

Someone who is drunk or high    

Someone raising their hand near you    

Someone saying mean or abusive things to you  X 

People wanting to be too close    

Family get‑togethers    

Seeing violence on TV, at the movies, or on the Internet    

Being alone with someone    

People in authority  X 

Competition    

Being touched    

Being lied to  X 

Someone flirting with you or making sexual statements    

Someone acting like they are better than you  X 

Someone who reminds you of your mother    

Someone who reminds you of your father    

Being let down by someone  X 

Being yelled at    

Mean or dirty looks  X 

Being laughed at    

Being accused of something you didn’t do  X 

Being ignored    

Feeling alone    
(continued)
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FIGURE 9.2. (continued)

Feeling controlled by someone  X 

Other triggers:            

Pick up to three of your worst triggers from above, and answer the questions below:

Trigger #1: Feeling abandoned or rejected 

What do you feel when you are triggered? (Mark all that pertain.)

Fear or anxiety  X  Anger  X  Sadness     Confusion    

Shame  X   Disgust     Guilt     Embarrassment    

Sexual excitement     Hunger     Alone  X  Emptiness    

Horror      Betrayal  X  Grief     Humiliation    

Of the feelings you chose, which are the worst two? Anger  Betrayal 

What do you think when you are triggered? (Mark all that pertain.)

You need to escape     You are helpless     Things are hopeless    

You want to hurt yourself  X  You want to hurt someone else     

You hate yourself  X   You hate someone else    

You have been abandoned  X  You are ugly or disgusting    

Nobody loves you  X  You are in trouble     You are going to die    

You are a bad person      Something bad is about to happen    

You are in danger    

Of the thoughts you chose, which are the worst two? Want to hurt myself I hate myself

What else happens when you are triggered? (Mark all that pertain.)

A flashback     You space out or go away in your mind     You get a headache    

Bodily reactions (like rapid heartbeat, shortness of breath, dizziness)    

Nausea     You have to do something to make the feelings go away  X 

You faint or pass out    

You notice that your reaction is too strong or doesn’t fit the situation  X 

Trigger #2: Someone saying mean or abusive things to me 

What do you feel when you are triggered? (Mark all that pertain.)

Fear or anxiety  X  Anger  X  Sadness     Confusion    

Shame  X   Disgust     Guilt  X  Embarrassment  X 

Sexual excitement     Hunger     Alone     Emptiness    

Horror      Betrayal     Grief     Humiliation    

Of the feelings you chose, which are the worst two? Shame  Anger 
 

(continued)
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FIGURE 9.2. (continued)

What do you think when you are triggered? (Mark all that pertain.)

You need to escape     You are helpless     Things are hopeless    

You want to hurt yourself     You want to hurt someone else     

You hate yourself      You hate someone else  X 

You have been abandoned     You are ugly or disgusting    

Nobody loves you     You are in trouble     You are going to die    

You are a bad person  X   Something bad is about to happen  X 

You are in danger    

Of the thoughts you chose, which are the worst two? I am a bad person I am in trouble 

What else happens when you are triggered? (Mark all that pertain.)

A flashback  X  You space out or go away in your mind  X  You get a headache    

Bodily reactions (like rapid heartbeat, shortness of breath, dizziness)    

Nausea     You have to do something to make the feelings go away    

You faint or pass out    

You notice that your reaction is too strong or doesn’t fit the situation  X 

Trigger #3: Feeling controlled by someone 

What do you feel when you are triggered? (Mark all that pertain.)

Fear or anxiety     Anger  X  Sadness     Confusion    

Shame      Disgust     Guilt     Embarrassment    

Sexual excitement     Hunger     Alone     Emptiness    

Horror      Betrayal     Grief     Humiliation  X 

Of the feelings you chose, which are the worst two? Anger  Humiliation 

What do you think when you are triggered? (Mark all that pertain.)

You need to escape  X  You are helpless     Things are hopeless    

You want to hurt yourself     You want to hurt someone else     

You hate yourself      You hate someone else    

You have been abandoned     You are ugly or disgusting    

Nobody loves you     You are in trouble     You are going to die    

You are a bad person      Something bad is about to happen  X 

You are in danger    

Of the thoughts you chose, which are the worst two? Need to escape  Something bad 

is about to happen   
(continued)
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FIGURE 9.2. (continued)

What else happens when you are triggered? (Mark all that pertain.)

A flashback     You space out or go away in your mind  X  You get a headache    

Bodily reactions (like rapid heartbeat, shortness of breath, dizziness)    

Nausea     You have to do something to make the feelings go away    

You faint or pass out    

You notice that your reaction is too strong or doesn’t fit the situation  X 

Trigger #   : No othe triggers 

What do you feel when you are triggered? (Mark all that pertain.)

Fear or anxiety     Anger     Sadness     Confusion    

Shame      Disgust     Guilt     Embarrassment    

Sexual excitement     Hunger     Alone     Emptiness    

Horror      Betrayal     Grief     Humiliation    

Of the feelings you chose, which are the worst two?    

What do you think when you are triggered? (Mark all that pertain.)

You need to escape     You are helpless     Things are hopeless    

You want to hurt yourself     You want to hurt someone else     

You hate yourself      You hate someone else    

You have been abandoned     You are ugly or disgusting    

Nobody loves you     You are in trouble     You are going to die    

You are a bad person      Something bad is about to happen    

You are in danger    

Of the thoughts you chose, which are the worst two?    

What else happens when you are triggered? (Mark all that pertain.)

A flashback     You space out or go away in your mind     You get a headache    

Bodily reactions (like rapid heartbeat, shortness of breath, dizziness)    

Nausea     You have to do something to make the feelings go away    

You faint or pass out    

You notice that your reaction is too strong or doesn’t fit the situation    
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to regularly determine the client’s current emotional regulation capacity 
and the extent to which the client can be triggered into painful states. 
This assessment is facilitated by the In- Session Emotional Regulation and 
Activation Scale (ERAS; see below and in Appendix 6), which is typically 
completed by the therapist at the end of each session and reviewed at the 
beginning of the next session.

In‑Session Emotional Regulation and Activation Scale

The ERAS reflects the therapist’s subjective estimates of the extent to 
which the client exhibits (1) emotional regulation capacity and (2) mem-
ory activation within any given session, each rated on a scale of 1–4.

Emotional regulation is evaluated by five therapist ratings that reflect 
the client’s session- specific:

1. Down- regulation capacity (the extent to which the client was able to 
calm herself down without using avoidance).

2. Distress tolerance (the extent to which the client was able to expe-
rience unwanted emotions without engaging in within- session 
DRBs such as yelling, verbal aggression, hitting himself, or throw-
ing things).

3. Tendency to be overwhelmed by activation (the extent to which the cli-
ent was able to experience distress without becoming highly upset 
or disorganized).

4. Metacognitive awareness (the extent to which the client was able to 
demonstrate metacognitive awareness in the session).

5. Level of dissociation (the extent to which the client engaged in dis-
sociation, such as “spacing out,” a monotonous voice, or having 
derealization or depersonalization experiences in the session).

After completing these ratings, the therapist then provides an over-
all estimate of emotional regulation this session, ranging from low to high. 
Although this score may be the average of all five ratings, it is intended to 
summarize the therapist’s evaluation of the client’s overall emotional dys-
regulation. As a result, the therapist may endorse a summary score that 
is not a simple function of the five items, but rather reflects additional 
perceptions of the client’s capacity to regulate distress.

Estimation of level of activation is based on five therapist ratings of 
the client’s session- specific:

1. Triggerability (the extent to which the client is easily triggered in 
the session, typically by relational or attachment- related stimuli).

2. Intensity of triggered activation (the intensity or magnitude of trig-
gered responses in the session).
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3. Duration of triggered activation (the duration of triggered responses 
in the session; e.g., seconds or minutes).

4. Activated anger (level of triggered anger in the session).
5. Level of reliving (the extent to which triggering results in tempo-

rary breaks from current reality, in the form of reliving responses 
in the session).

Following these ratings, the therapist then assigns an overall estimate 
of memory activation this session score, ranging from low to high. As with the 
emotional dysregulation score, this summary may or may not consist of 
the average of individual activation items.

The relationship between emotional dysregulation and level of 
activation scores allows the clinician to estimate the client’s activation– 
regulation balance, and thus which interventions may be most useful and 
least problematic. This estimation is, however, based on the previous ses-
sion, and therefore should be modified by any information at the begin-
ning of the current session that suggests additional intervening factors. 
For example, although the ERAS might indicate that, based on the previ-
ous session, the client has a reasonably good activation– regulation bal-
ance, it may be that between- session circumstances (e.g., a relationship 
breakup, inadequate sleep, or new victimization experience) tilt the cur-
rent activation– regulation balance toward overactivation; therefore, sta-
bilizing interventions might be more indicated than previously thought.

See the ERAS in Figure 9.3, completed by a therapist.

Harm Reduction

In instances in which one or more DRBs are creating risk, whether to 
health, relationships, or social functioning, the harm reduction interven-
tions described in Chapter 5 are best introduced early in treatment, usu-
ally before major trauma processing is begun. This may occur at the same 
time as emotional regulation skills development, but it is a greater prior-
ity for treatment when it is relevant. For example, an individual who is 
self- cutting obviously will gain from emotional regulation interventions, 
but it may be even more important to help him find ways to reduce the 
severity of this behavior so that inadvertent life risk or disfigurement is 
less likely. As described in Chapter 5, short of hospitalization or other 
extreme interventions, harm reduction interventions include:

•	 Attempting to delay avoidance behaviors for as long as possible 
after the onset of a trigger.

•	 When possible using distraction behaviors in lieu of DRBs or, failing 
that, replacing dangerous DRBs with less detrimental behaviors.

•	 Or, if DRBs are impossible to avoid, consciously engaging in the 
behavior to the least extent possible.
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FIGURE 9.3. Example of a completed ERAS.

In-Session Emotional Regulation 
and Activation Scale (ERAS)

Client name: Mohammed M.     Date: 2/17/18  

Estimated Level of Emotional Regulation This Session

1. Down-regulation capacity in session 1 2 3 4
Low High

2. Distress tolerance in session 1 2 3 4
Low High

3. Tendency to be overwhelmed by activation 1 2 3 4
High Low

4. Metacognitive awareness in session 1 2 3 4
Low High

5. Level of dissociation in session 1 2 3 4
High Low

Overall estimate of emotional regulation this 
session

1 2 3 4
Low High

Estimated Level of Activation This Session

1. Triggerability in session 1 2 3 4
Low High

2. Intensity of triggered activation 1 2 3 4
Low High

3. Duration of triggered activation 1 2 3 4
Short Extended

4. Level of activated anger 1 2 3 4
Low High

5. Level of reliving 1 2 3 4
Low High

Overall estimate of memory activation this 
session

1 2 3 4
Low High

Activation–Regulation Balance This Session

1 2 3 4

Overactivated Well-regulated
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In the case of potentially harmful self- injury, for example, the client 
who feels the urge to cut on himself might:

•	 Try “sitting with” the feeling while intentionally not engaging in 
self- injury for as long as possible, perhaps using the urge- surfing 
approach outlined in Chapter 6, so that the feeling lessens in inten-
sity over time and does not have to be acted on.

•	 If the need to “do something” eventually supersedes delaying and 
urge surfing, engaging in a distracting behavior, whether it be 
 exercise, walking around the block, going for a run, or calling a 
friend.

•	 Or, if self- injurious behavior is absolutely impossible to resist, 
engaging in reduced- level replacement activities such as snapping a 
rubber band on one’s wrist, holding ice cubes in one’s hand, doing 
push-up beyond one’s comfort level, or holding one’s breath for as 
long as one can. (Note: It is recommended that the therapist never 
suggest even low-level physical self- injury).

As noted in the harm reduction literature, these attenuated behav-
iors are not what we wish for our clients. Ideally, they will be able to 
develop enough emotional regulation capacities, and/or sufficiently pro-
cesses attachment or trauma memories, that no form of pain induction is 
necessary. But these approaches take time, and the client must be kept as 
safe as possible in the meantime. This may mean that the client continues 
to be involved in some lower-level DRBs early in treatment.

Emotional Regulation Skills Development 
and Trigger Management

Either following or simultaneous with harm reduction, the client whose 
activation– regulation balance skews toward overwhelming internal expe-
riences should be taught emotional regulation and trigger management 
skills before significant trauma processing is initiated.

Among the activities that can be taught, per previous chapters, are:

•	 Proactive resilience, including attending to wellness, healthy eat-
ing, sleep, and sufficient exercise

•	 Grounding
•	 Self- soothing and positive/metacognitive self-talk
•	 Seeking out relational resources
•	 Relaxation and breath training
•	 Strategic distraction
•	 Emotional detective work
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•	 Meditation and mindfulness, as well as yoga or tai chi
•	 Urge surfing
•	 Trigger management approaches described in Chapter 7, includ-

ing trigger identification, the ReGAIN procedure, and other activi-
ties that increase metacognitive awareness of triggered states.

Functions of Distress Reduction Behaviors

Although the previous activities can increase the client’s general capacity 
to regulate triggered emotional states, the F-DRB checklist (presented in 
Appendix 4) also may be used to target specific DRB- motivating phenom-
ena. As noted earlier, this checklist evaluates the psychological functions 
of each DRB endorsed by the client. For example, if the client reports 
compulsive binge eating, he might identify several reasons for this behav-
ior, such as distraction from triggered emotional states, memory blocking, 
self- soothing, and relief from unwanted dissociation. After identifying 
these reasons, the client and therapist can then pick emotional regula-
tion or trigger management activities that serve generally equivalent 
functions or otherwise address these specific needs. The bingeing client, 
for example, might specifically utilize strategic distraction and ground-
ing exercises to address his need to pull attention away from triggered 
distress, unwanted memories, and dissociation; self- soothing and self-talk 
activities as alternatives to using food to calm himself; and ReGAIN and 
mindfulness training to decrease reactivity to relational stimuli that trig-
ger bingeing episodes.

See the F-DRB checklist in Figure 9.4, completed by a hypothetical 
client.

Attachment and Trauma Processing

Although major attachment– trauma processing is more prevalent later 
in treatment with DRB- involved clients, those who have stronger emo-
tional regulation capacities, or less severe attachment/trauma memories, 
may gain from some degree of emotional processing in earlier sessions. 
In such cases, the clinician may gain from consulting ERASs from the 
last several sessions to determine the client’s overall activation– regulation 
balance. In general, the more the activation– regulation balance trends 
toward regulation, the more emotional processing can occur. Some of 
this processing gradient happens naturally: Clients with greater activation 
than regulation tend to use more avoidance within sessions and therefore 
process less, whereas those more on the regulated end of the continuum 
may be able to experience more distress without being overwhelmed and 
are therefore more open to processing.
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FIGURE 9.4. Example of a completed F-DRB checklist.

Functions of Distress Reduction Behaviors (F‑DRB)

Client name: Alexa D.      Date: 9/8/19  

From the following list, pick up to three behaviors that you most want to change.

 #1. Cutting or burning yourself, banging your head, or hurting yourself in some other 
way without wanting to commit suicide  X 

 #2. Attempting suicide because you were upset about something that happened or 
because of an argument    

 #3. Sexual behavior that got you into trouble or created problems for you  X 

 #4. Binge eating    

 #5. Gambling that got you into trouble or created problems for you    

 #6. Stealing things that you didn’t really need    

 #7. Buying things you didn’t really need    

 #8. Physically fighting or hitting someone because you were upset about something 
that happened    

 #9. Picking at your skin or scabs, or pulling out your hair    

#10. Setting fires    

#11. Using the Internet so much that you had problems in relationships, at work, or 
personally    

#12. Using pornography so much that you had problems in relationships, at work, or 
personally  X 

Now, indicate the reasons why you use each one.

Behavior (write the # and a brief description): 1. Cutting myself 

 

 

Reasons for behavior

To distract yourself from your problems  X  To stop feeling numb    

To let people know how you feel     To stop memories    

To block thoughts       To stop upsetting feelings  X 

To stop a flashback       To feel good so you couldn’t feel bad    

To feel important       To control others    

To get the anger out  X    To punish yourself  X 

To feel back in your body      To get even with someone    

So someone would pay attention to you     To soothe yourself    

To feel connection with someone     To stop feeling empty    
(continued)
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Behavior (write the # and a brief description): 3. Having sex all the time 

 

 

Reasons for behavior

To distract yourself from your problems  X  To stop feeling numb    

To let people know how you feel     To stop memories    

To block thoughts       To stop upsetting feelings  X 

To stop a flashback       To feel good so you couldn’t feel bad  X 

To feel important  X    To control others    

To get the anger out       To punish yourself    

To feel back in your body      To get even with someone    

So someone would pay attention to you  X  To soothe yourself    

To feel connection with someone  X  To stop feeling empty  X 

 
Behavior (write the # and a brief description): 12. Using pornography 

 

 

Reasons for behavior

To distract yourself from your problems  X  To stop feeling numb    

To let people know how you feel     To stop memories    

To block thoughts       To stop upsetting feelings  X 

To stop a flashback       To feel good so you couldn’t feel bad  X 

To feel important       To control others    

To get the anger out       To punish yourself    

To feel back in your body      To get even with someone    

So someone would pay attention to you     To soothe yourself  X 

To feel connection with someone     To stop feeling empty    

FIGURE 9.4. (continued)
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Processing that occurs earlier in treatment must especially occur 
within the therapeutic window, where, as described in Chapter 8, activa-
tion is titrated to match existing emotional regulation capacity. In some 
cases, this means that exposure activities are constrained to shorter peri-
ods of time and are less intense in nature. This is true not only when 
processing discrete, verbal memories but also when implicit relational 
memories require attention. Titrated relational processing in this context 
typically means, for example, that the therapist is especially nonconfron-
tational with those who were chronically criticized as children, especially 
present and attuned for those with abandonment issues, and especially 
attentive to even minor boundary issues in work with those who were 
exploited or sexually victimized. In each case, the amount of potential 
relational activation is limited to the extent possible, so that triggering is 
less intense and therefore less overwhelming.

Mid‑ to Late Treatment

As treatment progresses, and the client’s activation– regulation balance 
begins to shift away from overwhelming states, the focus of therapy shifts 
as well. When the client develops greater emotional regulation capacities, 
less stabilization is required, as well as less emotional regulation training 
and trigger management. In contrast, attachment and trauma processing 
may now be more possible, because increased emotional resources means 
that greater therapeutic exposure to distressing memories can occur 

FIGURE 9.5. Suggested level of component use based on overall emotional 
regulation capacity. S, stabilize/support; ER, Emotional regulation training; TM, 
trigger management; TP, titrated processing.
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without overwhelming the client and triggering further avoidance. How-
ever, even later in treatment, the DRB- involved client may easily require 
continued attention to safety, emotional regulation, and trigger manage-
ment, albeit typically at reduced levels. See Figure 9.5 for a graphical 
representation of how treatment components may vary as a function of 
growing emotional regulation capacity.

“Deeper” Memory Processing

Although, as noted, some level of attachment– trauma processing can 
occur earlier in treatment, work in this area becomes more central as the 
client’s activation– regulation balance improves and she is able to tolerate 
more direct, albeit still titrated, exposure to implicit and explicit mem-
ories. Even though the intensity of therapeutic exposure is increased, 
processing nevertheless (1) must occur within the therapeutic window; 
(2) may shift between multiple client- guided memory targets; (3) should 
be interspersed with less distressing, nonexposure therapeutic activities; 
and (4) must occur in the context of visible therapist caring and support.

An important aspect of later-term attachment– trauma processing is 
the effect of the client’s growing attachment to the therapist and the over-
all strengthening of the therapeutic relationship. Not only does a strong 
therapeutic relationship increase the client’s investment in psychother-
apy, it is likely that the client’s deepening emotional connection to the 
therapist will activate neurochemistry (e.g., oxytocin) that has evolved in 
humans to reward attachment bonds. As described earlier, the effects of 
such chemical release include a subjective sense of well-being, a willing-
ness to be emotionally vulnerable, and increased feelings of trust, as well 
as down- regulated stress and anxiety. These internal experiences, in turn, 
likely serve as powerful counterconditioners when upsetting memories 
are (1) activated, (2) altered by the presence of positive states, then (3) 
reconsolidated in longer- term treatment.

Finally, the neurobiology of attachment may temporarily boost the 
client’s emotional regulation capacity, allowing the therapist to act as an 
“interactive psychobiological regulator” (Schore, 1994) during the treat-
ment session, thereby permitting greater emotional processing of chal-
lenging memories. In this regard, several decades of studies (see reviews 
by Palumbo et al. [2017] and Kleinbub [2017]) suggest that therapist empa-
thy and rapport may allow the client to neurobiologically synchronize 
with the emotionally regulated and grounded clinician and downregulate 
his own sympathetic nervous system activity within the therapy session 
(e.g., Stratford, Lal, and Meara [2012]).

For these reasons, the mid- to late portions of sustained therapy 
are often experienced by client and therapist as most productive and 
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sometimes most enjoyable. Therapy often is most intense and efficient 
once the therapeutic relationship has deepened, the client’s activation– 
regulation balance is optimized, and he is less defended and more open 
to psychotherapy. At the same time, however, attachment dynamics that 
are activated by the therapeutic relationship can also trigger implicit 
memories of attachment breaches or maltreatment. The good news about 
this process is that the client has the opportunity to process important 
implicit memories that, without sufficient attachment activation, might 
not otherwise receive attention. The more challenging aspect is that the 
client may be prone to new source attribution errors, sometimes pre-
senting as increasingly dependent, demanding, or antagonistic behavior 
(Briere, 1996). Although this can be momentarily discouraging to client 
and therapist, it is actually a sign of “deeper” work, and, when met with 
therapist compassion and support, an opportunity for further disparity, 
counterconditioning, and resolution.

Triggers‑to‑Memories Worksheet

Memory processing can be aided by use of the Triggers- to- Memories 
Worksheet (TMW, presented in Appendix 5), in which the client picks up 
to 10 triggers that are problematic in her life, then, to the extent possible, 
connects each trigger to one or more specific memories. The function of 
the TMW is twofold: It facilitates further metacognitive awareness of the 
triggering process, and it serves as an exposure tool. In the latter con-
text, asking the client to connect specific triggers to specific memories 
of abuse or neglect can activate recollections that are then available for 
attenuation and counterconditioning in the context of therapeutic safety, 
caring, and support. This process may be amplified, when appropriate, by 
asking the client to describe the memories in relative detail, while keeping 
the processing within the therapeutic window. Because this activity may 
be repeated multiple times in treatment, it is often helpful to administer 
a new TMW on each occasion.

TMW-based processing may be especially efficient in addressing the 
underlying bases for specific DRBs. This is because the client is being 
asked to emotionally process the memories that are most likely to be trig-
gered, which are likely the ones that need the most attention. However, 
this also means that exposure and activation using the TMW may, on 
occasion, be relatively intense. For this reason, the TMW is usually used 
later in treatment, when the client has been able to increase his emotion 
regulation and stabilization skills.

See the TMW in Figure 9.6, completed by a hypothetical client.
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FIGURE 9.6. Example of a completed TMW.

Triggers‑to‑Memories Worksheet (TMW)

Client name: Saul X      Date: 1/12/19  

Place checkmarks next to the 5–10 triggers that make you feel the most upset or that 
produce the biggest problems for you:

Someone crying  X 

Feeling abandoned or rejected    

Sexual things  X 

Criticism    

Someone being very angry  X 

Someone who is drunk or high  X 

Someone raising their hand near you  X 

Someone saying mean or abusive things to you    

People wanting to be too close    

Family get‑togethers  X 

Seeing violence on TV, at the movies, or on the Internet    

Being alone with someone    

People in authority  X 

Competition    

Being touched    

Being lied to    

Someone flirting with you or making sexual statements    

Someone acting like they are better than you    

Someone who reminds you of your mother    

Someone who reminds you of your father  X 

Being let down by someone    

Being yelled at  X 

Mean or dirty looks    

Being laughed at    

Being accused of something you didn’t do    

Being ignored    

Feeling alone    

Feeling controlled by someonee    

Other triggers:            
 

(continued)
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For each of the triggers you chose, try to connect the trigger to a specific upsetting 
memory or memories of things that happened to you in the past. This may not be possible 
for some triggers. Just do the best you can.

Trigger Memory or memories

Someone crying My mom being beaten up by my dad. My dad dying 
from a bad liver. My first girlfriend breaking up with 
me because I cheated on her.

Someone being angry My mom being beaten by my dad. My dad beating 
me. Being bullied at school. My first girlfriend 
breaking up with me because I cheated on her. My 
teachers.

Someone who is drunk My mom being beaten up by my dad when he was 
drunk. My dad beating me. My dad drinking all the 
time. My friend driving my car when he was drunk, 
and we crashed.

Someone raising their hand 
to me

My dad beating me.

Family get-togethers My mom being beaten by my dad. My dad beating 
me. My mom and dad fighting all the time. When my 
brother pulled a gun on my dad at Christmas.

Someone in authority My dad being mean to everybody. Teachers always 
saying I was stupid and making fun of me. Cops 
in my neighborhood putting everyone down and 
arresting people for no reason.

Someone reminds me of 
my father

My mom being beaten by my dad. My dad beating 
me.

Being yelled at My dad beating me. Being bullied at school. My mom 
and dad yelling at each other all the time.

Sexual things My sexual abuse when I was a kid. My first girlfriend 
breaking up with me because I cheated on her. When 
I got syphilis.

FIGURE 9.6. (continued)
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In Vivo Processing

As described in Chapter 8, in vivo processing involves taking advantage of 
triggering that occurs within a given session, wherein the client is asked to 
mindfully allow and experience the associated activated state in the spe-
cific context of therapist support and encouragement. As noted, this task 
requires considerable metacognitive awareness and emotional regulation 
skills; hence, it is usually initiated later in therapy, and, as always, kept 
within the therapeutic window.

Prelude to Termination

Because many DRB- involved clients have had negative attachment experi-
ences, and are therefore hypervigilant to separation or perceived aban-
donment, it is recommended that the end of therapy be discussed as a 
regular topic in the last months of RA- focused treatment. Not only does 
this give the client time to accommodate to the idea of termination, but 
it also allows her to process the impending loss, so that it is less likely to 
emerge later as experiences of abandonment. In this regard, some clients’ 
seemingly excessive and “borderline” reactions to termination reflect not 
so much a pathological inability to separate from attachment figures as 
insufficient processing of triggered abandonment schemas. In this sense, 
termination discussions are a form of therapeutic exposure to early loss 
or rejection.

The Quarter Rule

Concretely, clinical experience suggests that termination issues first be 
broached in the latter quarter of therapy sessions, for example, in the last 
three sessions of what is likely to be a 12-session course of treatment, or 
the last 3 months of what is expected to be a year of therapy. This may 
seem unnecessarily long for some clients, especially those whose difficul-
ties are less pronounced. However, early discussions may be brief, per-
haps just the therapist noting when treatment might end, and inquiring 
about the client’s responses to that eventuality, with more detailed and 
extended conversation occurring closer to the end date. This process may 
also be facilitated by asking the client when she would like to end therapy, 
rather than just announcing the date.

As the client moves toward termination, it is also important to focus 
again on her support system and coping strategies, so that the therapist’s 
absence does not leave the client without relational connections or ways of 
dealing with the almost inevitable, and entirely appropriate, grief process. 
The client’s reactions should be normalized and validated, and treated 
as understandable responses to the end of a valued relationship. In this 
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context, problem solving around support and coping may be presented as 
the logical next step in the therapy process, just as one might prepare for 
any other challenging or sad event.

Also included during this discussion should be some sort of contin-
gency for the possibility of future therapy, for example if DRBs return or 
intensify, or if other psychological issues or stressors emerge. If the clini-
cian is able and willing to see the client again in the future, this availabil-
ity should be made clear prior to termination, so the client knows that it is 
an option. On the other hand, if for some reason this is not the case, this 
should be explained as well, and referrals provided. In either instance, 
the idea that one may need more therapy in the future should be normal-
ized, so that the client is less likely to avoid later assistance if it is needed.

Final Sessions

The last one to two sessions of RA- focused therapy usually involve very 
little trauma or attachment processing, if possible. This is because further 
memory activation might require more than a session or two to process 
and resolve, leaving the client less settled upon termination. Instead, the 
therapeutic conversation typically involves the further development of a 
coherent narrative regarding the client’s experiences in therapy, and his 
reactions to ending treatment. Assuming termination issues have been 
sufficiently addressed, this process can allow therapy to end “on a good 
note,” in which debriefing has already occurred, and client and therapist 
have the opportunity to say good-bye in a grounded, nonavoidant, reality- 
based way. This does not mean that the client (and therapist) may not be 
sad about the end of a significant relationship, but rather that attachment 
activations and source attribution errors are less prevalent, and meaning-
ful closure can occur.



 161 

The previous chapters of this book have outlined the general RA approach 
to DRBs, noting common antecedents and functions across different 
types of distress avoidance. However, there are differences between DRBs 
as well, and certain constellations of behaviors and comorbidities that 
complicate therapeutic intervention. In this chapter, clinical approaches 
to three major DRBs are examined in greater detail: self- injury, compulsive 
sexual behavior, and bingeing– purging. Also discussed are several especially 
problematic clinical scenarios: the client with multiple DRBs; DRBs that 
occur in the context of problematic substance use; and especially high-
risk DRBs that require additional interventions.

Self‑Injurious Behavior

Of all the DRBs, self- injury is one of the most perplexing and challenging 
for clinicians. It is often hard to discriminate from suicidal behavior, the 
actual injuries can be upsetting to view, and the dramatic nature of the 
act may trigger feelings of helplessness, yet responsibility, in the therapist. 
And, of all the DRBs, it is one of the most likely to be triggered by therapy 
dynamics.

In some cases, the client may use self- injury as a way to communicate 
distress or anger to the clinician, or to increase the clinician’s level of 
attention to him. Despite the fact that such responses reflect desperation 
and great need, the clinician can end up feeling manipulated or punished, 
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and her own issues may be triggered in response. In fact, even though the 
advice in such situations is to continue to respond with empathy and com-
passion, these capacities may be difficult to marshal when the therapist is 
feeling especially impinged upon or even threatened.

This is most difficult for the therapist when an episode of self- injury 
appears to arise from the psychotherapy session itself, and the client attri-
butes her self-harm to the therapist’s behavior. When this occurs, the cli-
nician is likely to feel some degree of responsibility; not only is the thera-
pist apparently not helping the client with serious, potentially hazardous 
behavior, she is being accused of causing it.

This conundrum, which is the basis for many consultation requests, 
typically has two components: the client’s source attribution errors and 
the clinician’s counteractivation responses. Session- specific self- injury 
usually reflects the trigger- rich environment of the therapeutic relation-
ship. Although in- session activations allow the client to process archaic 
relational– attachment schemas, they can also can result in feelings of 
rejection, abandonment, or parental disengagement, which the client 
attributes to the therapist. In the face of reduced emotional regulation 
capacities, the client may then engage in self- injury between sessions, and 
believe that he is appropriately punishing the clinician’s bad behaviors or 
his own, or, based on the therapist’s assumed nonresponsiveness, provid-
ing evidence of just how badly the client is suffering and needs attention.

While understandable, these client behaviors may easily trigger ther-
apist feelings of inadequacy or helplessness, and result in urges to respond 
punitively or, alternatively, with guilty attempts to do whatever it takes 
for the client to not self- injure again. Such client activation and therapist 
counteractivation can produce a vicious cycle, in which the client contin-
ues to self- injure and the therapist increasingly doubts herself, responds 
reflexively, and potentially reinforces the client’s distress, source attribu-
tion confusion, and the need for more self- injury.

The “solution” to such entanglements sounds easy but often is hard 
to do. First, the client’s behavior must be met with understanding and 
nonpitying compassion, and viewed as an opportunity to explore the 
antecedents and outcomes of in- session triggering. When this occurs suc-
cessfully, relational processing can take place: The client expects, based 
on triggered schema, that the therapist will abandon, ignore, or punish, 
but instead, the clinician responds with the disparity and countercondi-
tioning described in Chapter 8, allowing the client to update childhood 
learning. This is most possible if the therapist can nonjudgmentally detect 
his own triggered activations in the context of source attribution aware-
ness and self- compassion. Ultimately, anyone would be upset and trig-
gered if someone he cared about, or was responsible for, was engaged in 
self- injurious behavior, especially if it was attributed to him. The key is not 
to blame oneself for blaming oneself or for feeling helpless or even angry; 
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instead, the clinicians job is, in some sense, to do trigger management 
on himself, so that activated schemas and memories do not translate into 
unhelpful behavior.

Several principles are especially relevant to the treatment of self- 
injury whether it is related to therapy dynamics or otherwise:

	• Do not take self- injurious behavior personally. The clinician is almost 
never the actual cause of a client’s self-harm, although she may be a trig-
ger, and the client may blame the therapist for its occurrence. As with 
other DRBs, it is also important to remember the RA perspective that 
self- injury is not the client’s “fault” either. It is, instead, a drastic behav-
ior, typically only chosen in desperation, in the seeming absence of other 
options. This may not always be apparent, since the client may feel some 
level of justification, efficacy, or empowerment through such behavior. 
But self- injury does not solve the underlying problem, so the desperation 
returns, or even increases.

	• Self- injurious behavior is usually a triggered response to an acute rela-
tional stressor. It rarely occurs in response to steady- state dysphoria alone. 
As a result, any intervention that either helps the client to “catch” trigger-
ing before it goes any further or interrupts the transition from trigger to 
response is likely to be helpful. As described in previous chapters, inter-
ventions for self- injury include trigger identification and metacognitive 
awareness; delaying DRBs; “urge surfing”; relaxation and mindfulness 
exercises; self- soothing; opposite actions; ReGAINing; strategic distrac-
tions such as exercise, nonbinge eating, reading, writing or painting, 
dancing, or walking around the block; or accessing resources, such as 
calling a crisis line, phoning a friend, or cuddling a companion animal.

Importantly, these behaviors should be framed as problem- solving 
approaches to a concrete problem, self- endangerment, rather than 
as responses to a communication, control, punishment, or attention- 
focusing aspect of the therapeutic relationship. The clinician does not 
shame, blame, or pathologize the client for any interpersonal motives that 
he might have for self- injury, but instead responds in a compassionate, 
calm manner that emphasizes the importance of the client’s well-being 
and safety. Similarly, when possible, the therapist does not focus more 
attention on the client when he has self- injured, but instead is generally 
attentive and caring, so that sudden increased attention to self- injury does 
not inadvertently reinforce self- injury. Given the sometimes complex rela-
tional aspects of this DRB, clinical consultation or supervision is often 
helpful, regardless of the clinician’s level of ability, training, or experi-
ence.

	• Always consider the possibility of major suicidality or severe self-harm. 
Although self- injurious behavior is typically an attempt to survive 
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activated distress, and thus is somewhat antisuicidal, it is not uncommon 
for suicidal thoughts and behaviors to co-occur with urges to self- injure 
(see Chapter 2). Even if death is not likely, self- injury still can be disfigur-
ing. In worrisome cases, for example when there is a risk of serious harm 
or significant mutilation, the clinician should consider psychiatric evalu-
ation for medication or hospitalization. Although hospitalization is not a 
long-term solution, it is better to be safe than sorry when life threat, dis-
ability, or disfigurement is a real possibility.

	• Use harm reduction sparingly. Although substitute behaviors (e.g., 
holding ice cubes or doing more push-ups than comfortable) are rec-
ommended by many, and are preferable to more extreme forms of self-
harm, these behaviors do not teach distress tolerance, address attachment 
issues, or help to process memories. Instead, they support pain induction 
as a way to deal with painful experience, and, in instances in which the 
goal of self- injurious behavior is self- punishment, may reinforce the valid-
ity of self- directed anger or shame.

As a result, the client and therapist may have to walk a tightrope: 
What is the safest thing the client can do without replicating the problem 
and reinforcing maladaptive solutions to overwhelming distress? When 
possible, distraction activities are much preferable to replacement ones. 
Unfortunately, in some instances, especially earlier in therapy, only harm 
reduction may suffice, from the client’s perspective. For an interesting 
discussion of this issue from the perspective of someone struggling with 
self- injurious behavior, see www.talkspace.com/blog/2017/06/time- retire- self-
harm- alternatives.

Compulsive Sexual Behavior

Many of those engaged in compulsive sexual behavior were sexually 
abused or insecurely attached early in life, and may be confused from 
an early age about sexuality, intimacy, love, and relationships, let alone 
their own worth and entitlement to well-being. Although involvement in 
compulsive behaviors certainly does not improve things in these areas, 
some people quickly discover that sexual activity, arousal, and momen-
tary intense connection can soothe, distract from, or temporarily neu-
tralize painful internal states, as well as fill perceived emptiness, confer 
“specialness,” reduce isolation, seemingly increase power over others, 
and address unmet love or attachment needs. In fact, sex is considered 
a “primary reinforcer” in psychology (Skinner, 1953), due to its power to 
motivate behavior. For some individuals, compulsive sex reinforces avoid-
ance learning: If one is sufficiently aroused, dysphoria and other negative 
states are removed from consciousness, albeit only temporarily.
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Some clinicians (e.g., Briggie & Briggie, 2015) and popular press 
books (e.g., Silverman, 2008) suggest yet another reason for compulsive 
sexual behavior: Attachment deprivation and childhood experiences of 
sexual abuse may lead to a confusion between sex and love. In the popular 
lexicon, some compulsively sexual people appear to be looking for love in 
all the wrong places. Unlike most other DRBs, compulsive sexual behav-
ior is not only a powerful way to reduce painful internal states but it also 
serves as a way for people who did not receive sufficient attachment- level 
caring and connection in childhood to access what they believe to be a 
proxy for love. Yet such behavior rarely recruits love; it tends to be anony-
mous, secret, rushed, shameful, and focused on physical sensation. This 
is bad news–good news for the insecurely attached individual: On the one 
hand, brief and superficial connections rarely provide the hoped-for inti-
macy and love; on the other hand, there is a reduced chance of triggered 
abandonment schema. The investment is low, so the losses are minimized.

The specifics of compulsive sexual behavior have several implications 
for treatment:

	• Because it involves, on one level, momentarily intimate connections 
with others, it is highly reinforcing for those who suffer from attachment- 
related hunger for nurturance and love but also fear vulnerability, aban-
donment, or rejection. Thus, although compulsively sexual clients will 
be helped by learning emotional regulation skills, they also are likely to 
require more attention to attachment issues.

Among other things, the therapeutic relationship becomes especially 
important. Within the context of a safe environment, the client can pro-
cess implicit attachment schemas and, in many cases, memories of sexual 
abuse, as well as learn how to engage in closeness without defaulting to 
sexualized behaviors. For some people, the risk of sexualizing the treat-
ment relationship is obviously greater when the therapist is of the gen-
der/orientation/identity the client finds most attractive. However, some 
highly sexualized clients may become attracted to the therapist irrespec-
tive of preferred physical or sexual characteristics (Briere, 1996).

The possibility of sexualization requires that the therapist strongly 
reinforce boundaries, and, through studied noninvolvement (Briere, 
1996), nonjudgmentally deflect sexualized responses to relatedness in 
treatment. Whether called erotic transference (e.g., Ladson & Welton, 2007) 
or, from the RA perspective, previously reinforced associations and cop-
ing responses, sexual thoughts and feelings about the therapist are not 
unusual and should not be shamed or stigmatized. Instead, they should 
be encouraged to extinguish over time, as the client’s sexualized behav-
iors go unreinforced, and are discussed within the context of metacogni-
tive awareness and a greater understanding of his need for actual love and 
connection, rather than (only) sex.
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	• More than some other DRBs, compulsive sexual behavior almost 
always carries with it shame, unacceptability, and some form of self- and 
other- perceived “bad”ness. As a result, the clinician must especially strive 
to avoid inadvertently shaming the client and be quick to contextualize 
compulsive sexual behavior as the logical result of history and the cli-
ent’s need to survive overwhelming negative states. This can be difficult. 
Sometimes, when the client describes the desperate and seemingly sordid 
nature of his “hookups,” and the amount of shame he feels in response, 
the unprepared therapist may feel uncomfortable, overwhelmed, and 
sometimes even repelled or, alternatively, titillated. It is important that 
the clinician see such reactions as potentially triggered phenomena from 
her own history, and as the results of the very socialization process that 
leads the client to feel so much shame. An important aspect of treating 
compulsive sexual behavior is normalization: not of the risks and suffer-
ing involved in seemingly indiscriminate sexual acts, but of the client’s 
attempts to cope with, and reduce, triggered memories of abuse or attach-
ment disturbance. In this vein, although some will disagree, it is recom-
mended that the clinician avoid the terms promiscuous or sex addict when 
speaking of compulsive sexual behavior. The latter label, for example, 
contains two potentially shameful words and may not be especially accu-
rate in the first place.

	• Compulsive sexual behaviors are especially dangerous, because 
they place the individual in unsafe contexts when she is most vulner-
able. As noted earlier, frequent, less- discriminant sexual behavior is 
associated with elevated rates of sexual and physical assaults, and sub-
stantially increases the likelihood of life- threatening disease. These dan-
gers can impact the therapeutic relationship, since the presence of life 
risk increases the need for the clinician to be straightforward about the 
dangers involved, to give unambiguous advice, and to ensure the client’s 
safety. At the same time, RA- focused treatment is not generally authori-
tarian or in favor of “top down” interventions in which the therapist 
informs the client about what is right and what is wrong. It is important 
that the clinician not lecture or castigate, yet also be clear about the risks 
involved. This also potentially includes providing information on safer 
sex practices and safety plans (Briere, 2004; Briere & Jordan, 2004), as 
well as medical referrals when conditions require it.

	• Finally, because compulsive sexual behavior is often associated 
with insufficient love and nurturance early in life, and subsequent sexual 
exploitation in childhood, treatment should help the client to increase 
self- focused capacities. Both sexual abuse and inadequate parental care-
taking tend to teach the developing child that his well-being is contingent 
on pleasing, or accommodating to others, so that her own needs can be 
met. This false information can be countered in treatment by therapist 
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behaviors that focus on the client’s needs, not the clinician’s, and that 
demonstrate that the client does not need to please the therapist in order 
to receive caring or connection. At a more concrete level, the client may 
especially need help in developing self- soothing skills, since these are 
often underdeveloped among those with insecure attachment (Miku-
lincer & Shaver, 2016).

Bingeing and Purging

Many aspects of binge eating and purging (with or without anorexia) are 
well explained by the RA model, including the role of attachment difficul-
ties, childhood abuse and neglect, triggering, and inadequate emotional 
regulation. However, binge eating– purging includes other symptoms and 
problems as well, including low self- esteem, depression, body dissatisfac-
tion, mental rigidity, and food- related preoccupations (Mayo Clinic; www.
mayoclinic.org/diseases- conditions/bulimia/symptoms- causes/syc-20353615). 
These additional issues complicate treatment and often require specific 
cognitive- behavioral interventions. For this reason, severe cases of BN, 
BED, and binge-purge anorexia, are best seen by an eating disorder spe-
cialist, especially if there are medical risks present.

When bingeing or purging is neither severe nor life threatening, how-
ever, the approach described in this book may be sufficient. In any event, 
an RA approach is not inconsistent with current CBTs (including DBT) 
for binge–purge behaviors (e.g., Murphy, Straebler, Cooper, & Fairburn, 
2010; Safer, Telch, & Chen, 2009), and may be integrated into such pro-
tocols as needed. Presented below are several principles of an integrated 
RA–CBT approach to binge–purge behaviors.

In most treatments for binge eating– purging, the first step is to nor-
malize the client’s eating patterns and to address any physical or psycho-
logical impacts of disordered eating. This is, essentially, the stabilization 
phase described in Chapter 5; if the client cannot alter her eating pat-
terns, and the behaviors involved are severe, she is at continued risk of 
the medical complications (including life risk), also described in Chapter 
5. As well, because bingeing and purging can be accompanied by depres-
sion, anxiety, suicidality, and/or substance use (O’Brian & Vincent, 2003), 
interventions should address any comorbidities early on in therapy, before 
they can complicate treatment or contribute to negative outcomes. This 
may include, when indicated, the careful use of antidepressants or other 
psychiatric medication (Gorla & Mathews, 2005). Finally, suicidality is 
not uncommon among binge eaters or purgers (Koutek, Kocourkova, & 
Dudova, 2016); thus, continuing lethality assessments may be warranted. 
In the relatively small number of instances when stabilization cannot be 
done on an outpatient basis (i.e., when there are critical medical effects of 
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purging, or the client is a danger to himself), referral for short-term hos-
pitalization may be indicated (American Psychiatric Association, 2006).

Following stabilization, the emotional regulation skills development 
component of RA- focused treatment can be added, including relaxation, 
trigger management, and use of the ReGAIN procedure. Mindfulness 
training, DBT, and ACT may be especially helpful for bingeing– purging, 
to the extent that they increase metacognitive awareness, self- acceptance 
(vs. low self- esteem and body dissatisfaction) and mindful eating (Masuda 
& Hill, 2013; Wanden- Berghe, Sanz- Valero, & Wanden- Berghe, 2011).

Importantly, triggering is a significant aspect of binge eating and 
purging (Lyubomirsky, Casper, & Sousa, 2001). Relational stimuli (e.g., 
conflict, loss, rejection, abuse reminders) can activate early attachment 
and abuse memories, leading to a need to binge or to purge as a way to 
reduce distress through self- soothing, distraction, and filling perceived 
emptiness. Notably, this type of triggering is not equivalent to what are 
called food triggers in eating disorder treatment, which refer to certain 
foods, often high in sugars or other carbohydrates, that trigger craving 
for greater and greater amounts of food. Whereas clients are counseled to 
avoid food triggers, trigger management involves identifying and directly 
engaging triggered states, as described in Chapter 7. Trigger manage-
ment for binge–purge behavior includes:

•	 Recognizing relational stimuli in the current environment (e.g., 
rejection) that trigger distressing memories, thoughts, self- 
perceptions, and emotions, and tend to lead to bingeing or purg-
ing.

•	 Developing metacognitive awareness of triggered states, includ-
ing body dysmorphia, negative self- appraisals, ruminations, self- 
disgust, and intrusive urges to eat or purge.

•	 “Surfing” these urges rather than suppressing them or acting on 
them.

•	 Learning how to intervene in triggered states before they can over-
whelm and motivate bingeing or purging.

This phase of treatment typically also involves psychoeducation and 
nutritional counseling regarding the dynamics of bingeing and purg-
ing, and RA model principles as they relate to this eating pattern. This 
includes reinforcing the meal planning skills first introduced during sta-
bilization, including eating regular, portion- controlled meals and snacks, 
and avoiding trigger foods.

The memory processing phase of RA- focused approaches to DRBs 
may constitute the next stage of treatment, although there is relatively 
little discussion of emotional processing in existing binge–purge treat-
ment models. Typically, this involves both titrated exposure to childhood 
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memories of maltreatment and/or neglect and more relational and in 
vivo processing of implicit attachment memories, as described in Chapter 
8. Because those who binge and/or purge often struggle with emotional 
dysregulation and sudden intrusions of self- hatred or self- disgust, thera-
peutic window dynamics should be especially monitored and controlled 
during emotional processing.

Like compulsive sexual behaviors, bingeing and purging behaviors 
are especially associated with shame, which may then support further 
bingeing and purging. For this reason, it is critical that the behavior of cli-
ents who binge and purge be normalized and depathologized throughout 
treatment, using the RA perspective. Ideally, this involves the client’s clear 
understanding that her behavior is neither good nor bad, but is entirely 
understandable based on factors that were not under her control, but that 
now may be addressed.

Multiple DRBs

Kazimir is a 20-year-old man who carries diagnoses of BPD, 
intermittent explosive disorder, and alcohol use disorder at his 
local mental health center. His chart documents a long history of 
self- injury, problematic sexual behavior, and suicide attempts, as 
well as periods of excessive drinking. Kazimir was adopted from 
an out-of- country orphanage at age 4 by a supportive and caring 
couple, with whom he lived until age 18. During that time, he 
saw many therapists for what was diagnosed as a reactive attach-
ment disorder. His parents report that Kazimir becomes highly 
distressed upon any perceived evidence of rejection, dismissive-
ness, disattunement, or abandonment, after which he typically 
engages in aggression or self- injury.

As noted in the early chapters of this book, it is not uncommon for 
someone who engages in one DRB to also engage in others. There are at 
least two reasons for this. Because all DRBs serve the same general pur-
pose of distress avoidance, it is not surprising that those with overwhelm-
ing internal states might use several of them. As well, research on complex 
trauma exposure (i.e., the experience of having been victimized in multiple 
ways in childhood and later in life, as is often the case for DRB- involved 
people), is associated with having a range of symptoms or problem behav-
iors in adolescence and adulthood, including multiple avoidance activities 
(Briere et al., 2010; Cloitre et al., 2009). Specifically, the more types of 
trauma and neglect experienced in childhood, the greater the number 
of different problems there tend to be later on, a phenomenon that Cloi-
tre and colleagues suggest may reflect overwhelmed self- regulatory func-
tions.



170 Treating Risky and Compulsive Behavior in Trauma Survivors 

To the extent that multiple DRBs reflect a more complex trauma 
history, more need for avoidance, and greater self- regulatory difficulties, 
the client presenting with multiple DRBs is especially likely to require 
stabilization and emotional regulation- focused interventions, both early 
in treatment and thereafter. This suggestion parallels recommendations 
for extended stabilization in the treatment of BPD (American Psychiatric 
Association, 2001), which also involves multiple DRBs (American Psychi-
atric Association, 2013).

Beyond suggesting the need for greater stabilization and emotional 
regulation, multiple DRBs presents a quandary: Which DRB should be 
addressed first, or should they all be approached simultaneously? In many 
cases, the answer revolves around safety: Is one of the DRBs more dan-
gerous or otherwise more problematic than the others? Or is the client 
involved in several lower- intensity DRBs that are used interchangeably?

As discussed below for high- danger DRBs, when the client is 
involved in concerning levels of self- injury or triggered suicide attempts, 
or bingeing– purging to the point of life endangerment, these behaviors 
should be prioritized, and interventions may sometimes include more 
extreme measures, such as hospitalization or medication. When DRBs are 
less immediately threatening, the client and therapist may choose to work 
out a hierarchy of concern regarding which DRB should be addressed 
first or to the greatest extent.

In general, unless one DRB appears to be more dangerous than 
another, the hierarchy of concern approach may be a compromise between 
focusing on a single DRB and treating all DRBs as equivalent targets for 
intervention. The hierarchy is formed when the client and therapist cre-
ate a list of all the client’s current DRBs, in order of dangerousness or, if 
there is no acute danger, relative social or psychological detriment. When 
one or two DRBs are clearly more concerning, those may receive relatively 
more attention in treatment than other avoidance responses. When DRBs 
are ranked as equally concerning, or the difference between (nondanger-
ous) DRBs is small, the clinician and client may choose to work on the eti-
ology of DRBs in general, using general trigger management, emotional 
regulation skills development, and, perhaps, titrated exposure— including 
multiple DRB targets on the Triggers- to- Memories Worksheet.

DRB Substitution

It is not unusual to find that when one avoidance behavior is effectively 
blocked (e.g., though hospitalization, or involvement in a 12-step program 
that strongly reinforces terminating a specific behavior), but the underly-
ing activation– regulation imbalance has not been addressed, a new avoid-
ance response will emerge. Previously considered evidence of an “addic-
tive personality” (Lang, 1983), new DRBs or substance use, in fact, make 
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perfect sense: They serve a homeostatic, regulating function in the face 
of overwhelming internal experience and insufficient avoidance. When 
DRB substitution occurs, the clinician is advised not to pathologize the 
emergence of a new problem, but instead (1) add this DRB to the RA 
forms described in this book, (2) determine with the client whether this 
new DRB requires prioritization, and (3) continue to help the client with 
emotional regulation skills, trigger management, and emotional process-
ing.

DRBs in the Context of Substance Use

Francis is a 34-year-old truck driver with a long history of “anger 
issues,” which has resulted in several arrests for assault over the 
years, and, most recently, temporary termination of her paren-
tal rights after she hit her 9-year-old son hard enough to leave a 
bruise. In each of these instances, Francis attributes her behav-
ior to alcoholic “blackouts.” She has been compelled to attend 
therapy, anger management classes, and Alcoholics Anonymous 
sessions on multiple occasions, but her aggressive outbursts have 
gone unchanged. Her last therapist noted Francis’s childhood 
history of physical abuse at the hands of her alcoholic father, and 
her extensive history of binge drinking, which usually occurs 
before and after aggressive episodes. Her therapist hypothesized 
that Francis’s behavior is triggered by abuse memories and facili-
tated by the disinhibiting effects of chronic alcohol use.

Similar to the problem of multiple DRBs, it is not uncommon to find 
that some of those who engage in problematic avoidance behaviors also 
have substance use problems (e.g., Harned et al., 2006). This makes sense, 
since both DRBs and substance use may arise from some combination of 
childhood trauma, attachment disturbance, and emotional dysregulation. 
Yet, although they share a similar etiology, excessive drug and alcohol use 
have specific effects that increase the likelihood of DRBs and potentially 
make them more risky.

The exacerbating effect of substance use rests primarily in its dis-
inhibitory properties. Particularly in the case of reactive suicidality and 
aggression, compulsive sexual behavior, and self- injury, drug or alcohol 
intoxication can reduce emotional regulation capacities, intensify trig-
gered emotions, and decrease inhibitions, potentially resulting in more 
frequent, extreme, and dangerous DRBs. For example, an individual 
under the influence of alcohol might react to a provocation in a bar with 
aggressive behaviors that he otherwise would be able to control. Simi-
larly, as is common in ER contexts, an inebriated individual may make an 
“impulsive” suicide attempt in response to a relational conflict, only to 
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later regret the action and deny suicidality once sober. In such cases, trig-
gering of attachment or trauma memories still occurs, but the extremity 
of the emotional response, and the behavior used to reduce it, escalate in 
the context of substance- related disinhibition.

Not only can substance use exacerbate the effects of triggering, but 
also its anxiety- and arousal- reducing functions may interfere with the 
client’s therapeutic exposure to memories, and thus, the underlying basis 
for DRBs. Importantly, although a DRB may transiently distract from a 
triggered memory, it is unlikely to do so during the following treatment 
session. In contrast, chronic substance use may anesthetize or alter emo-
tional reactivity for considerably longer periods of time. Since problem-
atic substance use often occurs at least on a daily basis, the half-life of 
most drugs of abuse overlaps with the time during which the affected 
individual is in a therapy session. In this regard, clinical experience and 
some research (e.g., Tipps, Raybuck, & Lattal, 2014) suggest that intoxica-
tion at the time of treatment can interfere with the activation and process-
ing of memories, thereby reducing the effectiveness of exposure- based 
interventions. At the same time, however, studies also suggest that thera-
peutic exposure can reduce posttraumatic symptoms even among those 
with continuing substance use (e.g., Persson et al., 2017).

In this regard, it is likely that the time period between last substance 
use and the onset of a treatment session determines whether activation 
and exposure will be blocked to the point that emotional processing is less 
helpful. Thus, for example, whereas a client who appears for his appoint-
ment in an intoxicated state is unlikely to benefit from RA-based inter-
ventions and, in fact, should be gently and nonjudgmentally redirected 
to home in the safest way possible, another client, whose last substance 
use was in the prior day, may gain benefit from therapeutic exposure and 
other interventions as indicated in the literature (Briere & Scott, 2014).

Given these concerns, several suggestions may be made regarding 
the treatment of individuals who use substances and also engage in DRBs:

•	 The clinician should be continuously vigilant to safety issues with 
such clients, since they may be prone to more extreme and fre-
quent DRBs.

•	 Although it is possible (and often advantageous) to treat substance 
use and DRBs simultaneously, the greater risk associated with 
DRBs that chronically occur under the influence of drugs or alco-
hol may require that substance use be targeted before DRBs, at 
least early in treatment.

•	 Therapeutic exposure may be less effective for clients who present 
for therapy soon after engaging in substance use. Instead, the clini-
cian may choose to focus more on safety issues and less activating 
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interventions, and reserve emotional processing for later sessions 
when intoxication is not present.

•	 Clients who are intoxicated when triggered may have difficulty call-
ing on skills or perspectives they have learned in treatment, includ-
ing trigger management and emotional regulation techniques. 
This may mean that, for substance using clients, even more time in 
therapy should be devoted to teaching and reinforcing these skills, 
so that they are, in a sense, “overlearned” and thus available even 
when the client is intoxicated.

•	 Despite these concerns, the modern clinical literature suggests 
the benefit of simultaneous treatment of both substance abuse 
and trauma- related symptoms (Flanagan, Korte, Killeen, & Back, 
2016). In the context of RA-based therapy, this means that thera-
peutic exposure to attachment- and trauma- related memories that 
underlie DRBs may be appropriate, especially once substance use 
issues have been at least partially addressed. However, as described 
in Chapter 8, for those whose emotional regulation capacities are 
diminished, this work should be done with great attention to the 
therapeutic window and the principles of titrated exposure.

High‑Danger DRBs

Pierre, a 19-year-old man, is currently hospitalized following a 
near- lethal suicide attempt involving a gunshot wound to the 
head. Although the bullet glanced off his skull and did not result 
in immediately identifiable brain damage, this is his fourth seri-
ous suicide attempt since age 16, when he drank Drano following 
a verbal altercation with his mother. His therapist notes that he 
has never been clinically depressed, although he had symptoms 
of PTSD and BPD. Instead, all four suicide attempts appear to 
have been triggered by conflictual interactions with his mother 
or, in one instance, his older sister. Pierre has a long history of 
attachment disturbance and trauma, beginning with neglectful 
and dismissive parenting by his alcoholic mother, sexual abuse 
by at least two of her boyfriends, and physical abuse and bullying 
by his older brother, compounded by a general family environ-
ment in which both of his siblings, his mother, and Pierre are 
emotionally abusive and critical of one another.

The obvious greatest danger of DRBs is death or disability. Certain 
DRBs, especially triggered suicidality and severe binge–purge eating 
patterns are associated with increased risk of death, but others, such as 
reactive aggression, compulsive sexual behavior, and self- injury also have 
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contributed to the demise of significant numbers of people. These risks 
include:

•	 Successful death- seeking behavior (not only suicide, but also highly 
risky behaviors; e.g., reckless driving).

•	 Accidental death (e.g., “low-level” suicidal behavior or self- injury 
that inadvertently led to death).

•	 Behaviors that increase the likelihood of violent assaults from oth-
ers (e.g., reactive aggression, compulsive sexual behavior).

•	 Life- threatening physical/medical consequences of risky behav-
ior (e.g., electrolyte depletion and cardiac arrhythmias in bulimic 
purging, HIV infection in compulsive sexual behavior, septicemia 
in self- injury).

•	 Danger to others (e.g., aggressive behavior, neglectful parenting, 
disease transmission).

Life risk may also be present due to other psychological difficulties 
that are comorbid with DRBs, such as depression, severe PTSD, and psy-
chosis. These disorders or symptoms can lead to suicidality that is not 
triggered, but, rather, is a response to chronic emotional pain and hope-
lessness. Psychosis, in particular, tends to exacerbate suicide risk, may 
impair the individual’s capacity to regulate distress and inhibit harmful 
behaviors, and, by way of delusions and hallucinations, may lead to risky 
or suicidal behaviors based on misperceptions of reality or internal com-
mands to do dangerous things (DeVylder, Lukens, Link, & Lieberman, 
2015).

Given these risks, the first imperative in working with DRB- involved 
clients is to ensure as much protection from life risk or debility as pos-
sible. This is especially true when DRBs involve high potential danger. In 
this regard, the clinician has two immediate responsibilities: to do what-
ever is necessary (and possible) to keep the client safe, and to report and 
warn when the client is a potential danger to others.

Beyond the safety interventions described in this book, higher- risk or 
debilitating DRBs may also require medical or psychiatric interventions. 
Although psychiatric medication has not been shown to be broadly help-
ful in treating complex trauma- related difficulties such as emotional dys-
regulation, insecure attachment, relational problems, or self- disturbance 
(Briere & Scott, 2015), it can be useful when comorbidities such as severe 
anxiety, depression, mania, or psychosis are present. In fact, any client 
presenting with DRBs who is also experiencing a major depression, severe 
PTSD, mania or hypomania, psychosis, or serious suicidality should be 
evaluated for possible medication before the treatments outlined in this 
book are undertaken. Psychiatric or medical hospitalization also may be 
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warranted when working with high-risk DRBs, the former in the case of 
potential suicide attempts, severe or disfiguring self- injury, psychosis, 
mania, or major depression, and the latter when one or more DRBs pose 
a potential danger of illness or death, for example, electrolyte depletion 
in bulimic purging. Psychiatric hospitalization is obviously a serious step 
and may not only result in stigma but also potentially challenge the thera-
peutic relationship when it is involuntary. Nevertheless, in extreme cases, 
it may be the only way to maintain safety for the client; thus, it should 
always be an option.

In a relatively small number of cases, the clinician may also have to 
protect others from her client. This is inevitably challenging for both cli-
ent and therapist, because, in contrast to interventions that increase client 
safety and well-being, intervening when there is danger to others typically 
involves doing things that are contrary to the client’s wishes. Such actions 
may include notifying police or child welfare authorities that the client 
poses a threat to the well-being of a child or dependent adult; warning 
a potential target that the client has made a serious threat; and, when 
required, notifying authorities that the client is at great risk of spreading 
potentially deadly diseases such as tuberculosis or HIV. The therapist’s 
exact duty to warn or report danger to others varies by situation and 
locality, and clinicians should consult an attorney and/or agency protocol 
to determine what his specific responses to risk should be.
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Few would dispute that the brain’s capacity to encode the past is one of 
its most important functions. Without memory, we could not develop cul-
ture, transmit knowledge, learn from experience, or navigate our world. 
At the same time, however, it is hard for the brain to discriminate cer-
tain kinds of memories from current perceptions. This is especially true 
of implicit memory, which, when triggered, provides experiential (e.g., 
sensory and emotional) information but does not indicate that the input 
is based in the past. As a result, we can easily make source attribution 
errors, thinking that we are experiencing the here and now when we are, 
in fact, remembering the there and then.

This is most problematic when the past was painful or distressing. 
As described in this book, those with histories of trauma or attachment 
disturbance are prone to repeatedly reliving the most upsetting moments 
of their lives as if they are happening currently. This has to be one of the 
most unfair aspects of life; those who have been hurt the most, through 
no fault of their own, are often the ones who continue to suffer the most 
later on. Even more unfortunately, many of the strategies people use to 
address this kind of suffering ultimately do not work. The behaviors and 
substances that seem to provide surcease, whether alcohol, methamphet-
amines, sex, or self- injury, are at best temporary and often sustain or 
increase distress over the long term.

It is within this difficult situation that the therapist finds herself. 
Although inevitably tempted to tell the client to “ just say no” to the false 
promise of things that numb or distract, the clinician has a harder task: 
to help the client engage and address suffering rather than avoid it. This 
is the pain paradox (Briere, 2015): Doing things to stop pain from the 
past can just drive it underground and make it stronger, whereas allowing 

Conclusion
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oneself to experience distress can ultimately reduce its intensity and dura-
tion. As noted in this book, it makes perfect sense that the client may not 
immediately embrace this idea, since much of his life has been devoted to 
escaping suffering, not engaging it.

Despite these potential challenges, this book outlines four tasks for 
the DRB- involved client:

1. Through positive relationships, challenge the interpersonal lessons of 
abuse and neglect, especially the belief that people are dangerous and relation-
ships are invitations to maltreatment. This often seems like an antisurvival 
proposition to the DRB- involved person: Since people caused much of the 
problem, how could they be part of the solution? Yet, as described in pre-
vious chapters, a half- century of research indicates that forming a positive 
relationship with one’s therapist is often the most powerful correlate of 
positive clinical outcomes. This is no small task for people who have been 
badly hurt by other people.

2. Learn skills and develop capacities that allow ongoing functioning 
despite the effects of trauma and attachment disturbance. This is not just the 
goal of RA- focused therapy, of course. A variety of approaches (e.g., Fol-
lette, Palm, & Hall, 2004; Habib et al., 2013; Najavits, 2002; Semple & 
Madni, 2015; Wagner & Linehan, 2006) promote emotional regulation 
training, which can be one of the most effective single approaches to 
adversity- related problem behaviors.

3. Increase metacognitive awareness of thoughts, feelings, and memories. 
Metacognitive awareness allows the individual to recognize intrusions 
from the past as what they are— memories as opposed to current, real-
time events. When fully engaged, this can offer a version of freedom, 
since triggered states are, by definition, not “real,” and thus ultimately 
irrelevant to the present. As noted in Chapter 6, this component is poten-
tially a quite powerful tool in decreasing DRBs, as the client learns to 
predict, detect, and manage triggers in the environment that lead to the 
activation of distressing memories. It is also challenging for some, how-
ever, since it requires that the client see through source attribution errors 
and beyond trigger chaining to the “true” nature of reality as it relates to 
his triggers and responses.

4. Process trauma and attachment memories until they are less able to pro-
duce negative states. Some form of emotional processing or therapeutic 
exposure is probably present in any effective treatment for adversity- related 
distress, whether psychodynamic, interpersonal, or cognitive- behavioral. 
Although, as noted earlier, emotional regulation skills development is 
often the most immediately helpful approach to trauma- or attachment- 
related difficulties, the memories that provide the motive force for DRBs 
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may also need to be addressed through some sort of exposure and mem-
ory processing. Not only does this require therapeutic safety, support, 
compassion, and sufficient emotional regulation capacities, it may be 
best accomplished when the pace and focus is under the client’s control, 
not prolonged beyond her tolerance, and interspersed with other, more 
grounding and relational therapeutic activities.

Ultimately, all of these components reflect an underlying perspective 
on problematic behavior that emphasizes awareness, acceptance, compas-
sion, and a nonpathologizing view of the human condition. Compassion, 
in this regard, does not involve pitying the person involved in “bad” or 
dysfunctional behavior, but rather supports seeing her as someone who 
innately deserves appreciation, and who is doing the best she can in the 
face of sometimes extreme suffering. This does not mean that we neces-
sarily give the aggressive, hurtful, or negligent person a “pass,” only that 
we keep in mind the conditions and processes that result in the behavior 
we want to stop or change. This phenomenological perspective not only 
discourages harsh or authoritarian treatment, but it also informs the cli-
nician of the operating conditions underlying unwanted behavior, so that 
suffering can be lessened and behavior can change.
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From Treating Risky and Compulsive Behavior in Trauma Survivors by John Briere. Copyright © 
2019 The Guilford Press. Permission to photocopy this material is granted to purchasers of this 
book for personal use or use with individual clients (see copyright page for details). Purchasers 
can download enlarged versions of this material (see the box at the end of the table of contents).

This Appendix contains two breathing exercises. The first, counting within breaths, is 
similar to what Foa and Rothbaum (1998) call breath retraining. It teaches the client to 
breath in a slower, more regular fashion, and can be helpful when he feels nervous, 
panicky, or triggered.

The second exercise, counting breaths, is more meditative, and can be used to 
achieve deeper relaxation, as well as growing mindfulness. In fact, some version of 
breath counting is used by many people as a way to achieve a meditative state.

Both of these exercises can be photocopied from the book or downloaded and 
printed, in a larger size (see the box at the end of the table of contents), then given to 
the client to use at home. Many clinicians find it helpful for the client to, at least ini-
tially, practice one of these exercises at the beginning of each session, with the therapist 
reading out the instructions in a slow-paced, calming voice, until the client feels that she 
is able to do it on her own at home.

(continued)

A P P E N D I X  1

Breathing Exercises
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Counting within Breaths

In this exercise, you are learning to slow your breathing down, so that your body and 
mind can become more calm and relaxed.

•	 First, sit in a comfortable position. Plan to spend the next 5–10 minutes paying atten-
tion just to your breathing. If you are comfortable doing so, try closing your eyes. If 
you would rather leave your eyes open, that is OK, too.

•	 Now, begin breathing through your nose. Pay attention to your breath coming in 
through your nose and into your lungs, then going out. Notice how long each in- 
breath and out- breath lasts. You don’t have to speed up or slow down; just notice what 
is happening. Do this for three breath cycles (sets of breathing in and breathing out).

•	 Now try to breathe deeper into your body, breathing into and out of your abdomen. 
Notice that the belly rises with each in- breath and falls with each out- breath. Try fill-
ing your abdomen first, then your lungs. And then, when you breathe out, breathe 
out first from the abdomen, then the lungs. Do this for three breath cycles (sets of breath-
ing in and breathing out).

•	 Now, practice slowing your breath down. Count slowly to 3 with each in- breath, 
pause, then count to 3 with each out- breath. At the end of the out- breath, pause until 
you feel the need to inhale again. This should go something like this:
|| 1 (starting to breathe in), 2 (abdomen full), 3 (lungs full) . . . pause . . . 3 (starting to 
breathe out), 2 (abdomen empty), 3 (lungs empty) . . . pause.

•	 Then begin again with 1. The actual speed of your counting is up you, although it 
should be slower than usual. Do this for around 5 minutes.

Remember to focus your mind on counting during breathing. If you become dis-
tracted by a thought or feeling, or maybe a memory, just wait until the next breath and 
start counting again. It is normal to lose track of counting. Just start again with the next 
breath. You are learning to let go of distractions and stay with just breathing. Counting 
as your breathe in, counting as you breathe out. 1 . . . 2 . . . 3 . . . pause . . . 3 . . . 2 . . . 
1 . . . pause. 1 . . . 2 . . . 3 . . . pause, and so on.

Practice this exercise every day, if you can, either when you need to calm down or 
just before you go to sleep at night. As you get better at it, you will relax more quickly, 
because your mind is learning the skill of relaxed, focused breathing.

(continued)

Breathing Exercises (page 2 of 3)
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Counting Breaths

In this exercise, you are learning to enter a more deeply relaxed or meditative state. It 
will teach you how to sit with yourself for a small amount of time each day, and how to 
focus your attention and awareness on your breath, and only your breath. This exercise 
tends to increase mindfulness, the ability to just be in the present moment, in the here 
and now: neither thinking about the past or worrying about the future. In this exercise, 
you can watch your thoughts, feelings, and memories come and go, arise and fall away, 
as you keep your attention on your breath.

•	 First, sit in a comfortable position. Plan to spend the next 10 or 15 minutes paying 
attention just to your breathing. If you are comfortable doing so, try closing your 
eyes. If you would rather leave your eyes open, that is OK, too.

•	 Now, take a slow, deep breath, through your nose, hold it for a few seconds, then 
breathe out. Do that again: Deep breath in, then out. Notice the air move past your 
nostrils, then into your lungs and belly, then back out.

•	 When you are ready, start counting your out- breaths. Breathe in, then count 1 as you 
breathe out. Breathe in, then count 2 as you breathe out. Count each out- breath up 
to 10, then start over again, breathing in, then counting 1 as you breathe out again. 
This should go something like this:
|| Breathe in, then breathe out while counting 1; breathe in, then breathe out while counting 
2; breathe in, then breathe out while counting 3; and so on, until breathe in, then breathe 
out while counting 10.

•	 Then start over at:
|| Breathe in, breathe out while counting 1; breathe in, breathe out while counting 2; breathe 
in, breathe out while counting 3; and so on, until breathe in, breathe out while counting 
10, and then start over at 1.

That is basically the exercise, sitting quietly, paying attention to your breath, count-
ing each out- breath, until you get to “10,” then starting over again. However, the mind 
being what it is, this is sometimes harder to do than it seems. Instead, what usually hap-
pens is that you get distracted by a thought, a feeling, a sound in the environment, an itch, 
a pain, or wanting to move your body, and you forget what breath number you were on. 
This is fine. This is a normal part of breath counting, and actually helps you to learn how 
to return to your breath when you are distracted. When this happens, just notice that you 
have been distracted and return to counting your breath. Because you have lost track of 
what number you are counting, just start over at 1. When you are distracted by things, 
or feel anxious, it is not uncommon to lose track. Do not be discouraged; this is part of 
breath training— learning to detect when your mind has wandered away, and then, with-
out judgment, return your attention back to the breath, starting at 1. You may want to say 
to yourself at such times, “There is a thought,” or “I am having a feeling.” Part of the skill 
you are developing is not pushing those thoughts or feelings away, but, instead, noticing 
them without judgment, then shifting your attention back to your breath.

With experience, breath counting can be a pleasant part of your day, when you 
don’t have to do anything but be with yourself, counting your breaths, noticing thoughts 
come and go, and settling into a relaxed state.

Breathing Exercises (page 3 of 3)
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Client name:        Date:    

A trigger is something that reminds you of a bad or upsetting thing in your past, and 
causes you to suddenly feel like you are back when it happened, or to have the emotions 
or thoughts you had back then. Most people have a few triggers. What are yours?

Someone crying    

Feeling abandoned or rejected    

Sexual things    

Criticism    

Someone being very angry    

Someone who is drunk or high    

Someone raising their hand near you    

Someone saying mean or abusive things to you    

People wanting to be too close    

Family get‑togethers    

Seeing violence on TV, at the movies, or on the Internet    

Being alone with someone    

People in authority    

Competition    

Being touched    

Being lied to    

Someone flirting with you or making sexual statements    

Someone acting like they are better than you    

Someone who reminds you of your mother    

Someone who reminds you of your father    

Being let down by someone    

Being yelled at    

Mean or dirty looks    

Being laughed at    

Being accused of something you didn’t do    

Being ignored    
(continued)

A P P E N D I X  3
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Feeling alone    

Other triggers:            

Pick up to three of your worst triggers from above, and answer the questions below:

Trigger #1:  

What do you feel when you are triggered? (Mark all that pertain.)

Fear or anxiety     Anger     Sadness     Confusion    

Shame      Disgust     Guilt     Embarrassment    

Sexual excitement     Hunger     Alone     Emptiness    

Horror      Betrayal     Grief     Humiliation    

Of the feelings you chose, which are the worst two?    

What do you think when you are triggered? (Mark all that pertain.)

You need to escape     You are helpless     Things are hopeless    

You want to hurt yourself     You want to hurt someone else     

You hate yourself      You hate someone else    

You have been abandoned     You are ugly or disgusting    

Nobody loves you     You are in trouble     You are going to die    

You are a bad person      Something bad is about to happen    

You are in danger    

Of the thoughts you chose, which are the worst two?    

What else happens when you are triggered? (Mark all that pertain.)

A flashback     You space out or go away in your mind     You get a headache    

Bodily reactions (like rapid heartbeat, shortness of breath, dizziness)    

Nausea     You have to do something to make the feelings go away    

You faint or pass out    

You notice that your reaction is too strong or doesn’t fit the situation    

Trigger #2:  

What do you feel when you are triggered? (Mark all that pertain.)

Fear or anxiety     Anger     Sadness     Confusion    

Shame      Disgust     Guilt     Embarrassment    

Sexual excitement     Hunger     Alone     Emptiness    

Horror      Betrayal     Grief     Humiliation    

Of the feelings you chose, which are the worst two?    
 

(continued)

Trigger Review (TR) (page 2 of 4)
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What do you think when you are triggered? (Mark all that pertain.)

You need to escape     You are helpless     Things are hopeless    

You want to hurt yourself     You want to hurt someone else     

You hate yourself      You hate someone else    

You have been abandoned     You are ugly or disgusting    

Nobody loves you     You are in trouble     You are going to die    

You are a bad person      Something bad is about to happen    

You are in danger    

Of the thoughts you chose, which are the worst two?    

What else happens when you are triggered? (Mark all that pertain.)

A flashback     You space out or go away in your mind     You get a headache    

Bodily reactions (like rapid heartbeat, shortness of breath, dizziness)    

Nausea     You have to do something to make the feelings go away    

You faint or pass out    

You notice that your reaction is too strong or doesn’t fit the situation    

Trigger #3:  

What do you feel when you are triggered? (Mark all that pertain.)

Fear or anxiety     Anger     Sadness     Confusion    

Shame      Disgust     Guilt     Embarrassment    

Sexual excitement     Hunger     Alone     Emptiness    

Horror      Betrayal     Grief     Humiliation    

Of the feelings you chose, which are the worst two?    

What do you think when you are triggered? (Mark all that pertain.)

You need to escape     You are helpless     Things are hopeless    

You want to hurt yourself     You want to hurt someone else     

You hate yourself      You hate someone else    

You have been abandoned     You are ugly or disgusting    

Nobody loves you     You are in trouble     You are going to die    

You are a bad person      Something bad is about to happen    

You are in danger    

Of the thoughts you chose, which are the worst two?    
 

(continued)

Trigger Review (TR) (page 3 of 4)
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What else happens when you are triggered? (Mark all that pertain.)

A flashback     You space out or go away in your mind     You get a headache    

Bodily reactions (like rapid heartbeat, shortness of breath, dizziness)    

Nausea     You have to do something to make the feelings go away    

You faint or pass out    

You notice that your reaction is too strong or doesn’t fit the situation    

Trigger #   :  

What do you feel when you are triggered? (Mark all that pertain.)

Fear or anxiety     Anger     Sadness     Confusion    

Shame      Disgust     Guilt     Embarrassment    

Sexual excitement     Hunger     Alone     Emptiness    

Horror      Betrayal     Grief     Humiliation    

Of the feelings you chose, which are the worst two?    

What do you think when you are triggered? (Mark all that pertain.)

You need to escape     You are helpless     Things are hopeless    

You want to hurt yourself     You want to hurt someone else     

You hate yourself      You hate someone else    

You have been abandoned     You are ugly or disgusting    

Nobody loves you     You are in trouble     You are going to die    

You are a bad person      Something bad is about to happen    

You are in danger    

Of the thoughts you chose, which are the worst two?    

What else happens when you are triggered? (Mark all that pertain.)

A flashback     You space out or go away in your mind     You get a headache    

Bodily reactions (like rapid heartbeat, shortness of breath, dizziness)    

Nausea     You have to do something to make the feelings go away    

You faint or pass out    

You notice that your reaction is too strong or doesn’t fit the situation    

Trigger Review (TR) (page 4 of 4)
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From Treating Risky and Compulsive Behavior in Trauma Survivors by John Briere. Copyright © 
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Client name:        Date:    

From the following list, pick up to three behaviors that you most want to change.

 #1. Cutting or burning yourself, banging your head, or hurting yourself in some other 
way without wanting to commit suicide    

 #2. Attempting suicide because you were upset about something that happened or 
because of an argument    

 #3. Sexual behavior that got you into trouble or created problems for you    

 #4. Binge eating    

 #5. Gambling that got you into trouble or created problems for you    

 #6. Stealing things that you didn’t really need    

 #7. Buying things you didn’t really need    

 #8. Physically fighting or hitting someone because you were upset about something 
that happened    

 #9. Picking at your skin or scabs, or pulling out your hair    

#10. Setting fires    

#11. Using the Internet so much that you had problems in relationships, at work, or 
personally    

#12. Using pornography so much that you had problems in relationships, at work, or 
personally    

Now, indicate the reasons why you use each one.

Behavior (write the # and a brief description):  

 

 

Reasons for behavior

To distract yourself from your problems     To stop feeling numb    

To let people know how you feel     To stop memories    

To block thoughts       To stop upsetting feelings    

To stop a flashback       To feel good so you couldn’t feel bad    

To feel important       To control others    

To get the anger out       To punish yourself    
(continued)

A P P E N D I X  4
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To feel back in your body      To get even with someone    

So someone would pay attention to you     To soothe yourself    

To feel connection with someone     To stop feeling empty    

 
Behavior (write the # and a brief description):  

 

 

Reasons for behavior

To distract yourself from your problems     To stop feeling numb    

To let people know how you feel     To stop memories    

To block thoughts       To stop upsetting feelings    

To stop a flashback       To feel good so you couldn’t feel bad    

To feel important       To control others    

To get the anger out       To punish yourself    

To feel back in your body      To get even with someone    

So someone would pay attention to you     To soothe yourself    

To feel connection with someone     To stop feeling empty    

 
Behavior (write the # and a brief description):  

 

 

Reasons for behavior

To distract yourself from your problems     To stop feeling numb    

To let people know how you feel     To stop memories    

To block thoughts       To stop upsetting feelings    

To stop a flashback       To feel good so you couldn’t feel bad    

To feel important       To control others    

To get the anger out       To punish yourself    

To feel back in your body      To get even with someone    

So someone would pay attention to you     To soothe yourself    

To feel connection with someone     To stop feeling empty    

Functions of Distress Reduction Behaviors (F‑DRB) (page 2 of 2)
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Client name:        Date:    

Place checkmarks next to the 5–10 triggers that make you feel the most upset or that 
produce the biggest problems for you:

Someone crying    

Feeling abandoned or rejected    

Sexual things    

Criticism    

Someone being very angry    

Someone who is drunk or high    

Someone raising their hand near you    

Someone saying mean or abusive things to you    

People wanting to be too close    

Family get‑togethers    

Seeing violence on TV, at the movies, or on the Internet    

Being alone with someone    

People in authority    

Competition    

Being touched    

Being lied to    

Someone flirting with you or making sexual statements    

Someone acting like they are better than you    

Someone who reminds you of your mother    

Someone who reminds you of your father    

Being let down by someone    

Being yelled at    

Mean or dirty looks    

Being laughed at    

Being accused of something you didn’t do    

Being ignored    

Feeling alone    

Feeling controlled by someonee    

Other triggers:            
(continued)

A P P E N D I X  5

Triggers‑to‑Memories Worksheet (TMW)
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For each of the triggers you chose, try to connect the trigger to a specific upsetting 
memory or memories of things that happened to you in the past. This may not be possible 
for some triggers. Just do the best you can.

Trigger Memory or memories

Triggers‑to‑Memories Worksheet (TMW) (page 2 of 2)
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Client name:        Date:    

Estimated Level of Emotional Regulation This Session

1. Down‑regulation capacity in session 1 2 3 4
Low High

2. Distress tolerance in session 1 2 3 4
Low High

3. Tendency to be overwhelmed by activation 1 2 3 4
High Low

4. Metacognitive awareness in session 1 2 3 4
Low High

5. Level of dissociation in session 1 2 3 4
High Low

Overall estimate of emotional regulation this 
session

1 2 3 4
Low High

Estimated Level of Activation This Session

1. Triggerability in session 1 2 3 4
Low High

2. Intensity of triggered activation 1 2 3 4
Low High

3. Duration of triggered activation 1 2 3 4
Short Extended

4. Level of activated anger 1 2 3 4
Low High

5. Level of reliving 1 2 3 4
Low High

Overall estimate of memory activation this 
session

1 2 3 4
Low High

Activation–Regulation Balance This Session

1 2 3 4

Overactivated Well‑regulated

A P P E N D I X  6

In‑Session Emotional Regulation  
and Activation Scale (ERAS)
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When you suddenly experience upsetting thoughts, feelings, or memories “out of 
nowhere” that don’t make sense or seem too powerful based on what is going on at the 
moment:

•	 Recognize that something has happened and that you are probably being triggered. 
You may notice that your responses are stronger or more intense than make sense, 
you may recognize a trigger in your environment, or you may have thoughts or feel-
ings that usually happen when you’ve been triggered before. Remind yourself that 
you are remembering something upsetting from the past, not experiencing the pres-
ent.

•	 Ground yourself. Look around you, try a relaxation or breathing exercise, say posi-
tive and supportive things to yourself, or distract yourself if you need to. Let yourself 
calm down a bit before the next step, Allowing.

•	 As best you can, Allow yourself to experience whatever is happening, with self- 
compassion. This doesn’t mean you let yourself be flooded by what you are experienc-
ing, just that you let yourself feel as much as you can without becoming overwhelmed. 
Although you may not know where these feeling or thoughts are coming from, see if 
you can feel caring and kindness for yourself that you are being triggered, just as you 
would feel for someone else if they were experiencing what you are.

•	 Investigate how you have been triggered, the source of the trigger, and the source of 
the suffering.

•	 See if you can figure out:
|| What is the trigger? Is it something you experienced, saw, smelled, or heard?
|| Where the trigger came from, for example from child abuse, witnessing family 
violence, feeling neglected or abandoned as a child.
|| Why it is so upsetting (what it is about this trigger that makes it so painful).

•	 Nonidentify with triggered thoughts, feelings, and memories. Remind yourself that 
you are not your thoughts or feelings; You are having them, but they do not deter-
mine who you are or what you should do. Things you might say to yourself include:
|| “This is not me; these are triggered reactions.”
|| “I don’t have to do what my mind is telling me to do.”
|| “I am remembering the past. What I am feeling is not real.”
|| “I am not what happened to me or how people judge me.”
|| “These are just thoughts or feelings. They may not be true.”
|| “This is my childhood talking.”

A P P E N D I X  7

ReGAIN for Triggered States
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