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About H KLSS

Hong Kong Lutheran Social Service was founded in 1977 by the Lutheran
Church—-Hong Kong Synod. Over 40 years of development, more than 50
service units are established to provide versatile services for people with
different needs. Its missions are to:

(i) Provide innovative and holistic services.

(i) Advocate the spirit of love our neighbour and justice.

(iii) Build a professional team caring for each other and the community.

Counselling Service Centre Division has been established to serve
Psychotropic Substance Abusers and Problem and Pathological Gamblers
respectively.

The Counselling and Treatment Centre for Gamblers with Gambling
Disorder was set up in 2009 with the support from Ping Wo Fund. It
provides counselling to people suffering from an addiction to gambling.

The first Counselling Centre for Psychotropic Substance Abusers
(CCPSA) was setup in 1998, and was subsequently expanded to 3
centers in 2010. The service of CCPSAs includes individual and group
counselling, anti-drug educational programs in schools, outreaching
service, medical support, family support, professional training and
community education. Upon our holistic service for the drug abusers
and their families, together with the effort of different parties, we
hope to build a caring, healthy and drug-free community.




We are living in a traumatizing culture. Anthony Giddens, the premiere British
sociologist, contends that the self in late modern society faces challenges of
fragmentation, powerlessness, uncertainty and commodification. These are
all phenomena associated with experiences of trauma. The experience of
intrapsychic and interpersonal fragmentation and disconnection is particularly
acute and overwhelming for persons wrestling with addictions. To address
these phenomena, Dr. Timothy Lam and Dr. Cora Lau have created a
relational approach to trauma informed substance abuse intervention in this
one of a kind manual.

Tim and Cora have taken on seeking connection, the deepest most
foundational human need, as the paradigmatic lens to understand the why
humans would engage in addictive behaviors. To be exact, it is the failure
or deficiency in human connection that we turn to substance or process
addictions to sooth the emotional pain of relational alienation. The anterior
cingulate cortex (ACC), the neurobiological structure that process physical
pain, is also activated in psychic pain triggered by the experience of being
excluded in social situation. This finding suggests that psychic pain and
physical pain are experienced as identical by the ACC. As such, relational
exile, alienation, exclusion or rejection is experienced as ‘real’ pain,
compelling the experiencer to find ways for relief. In the case of addictions,
the relief is temporary and short lived. Since the root issue of relational
alienation was unaddressed, we seek relief again in our substances and
processes of choice, further fuelling the addictive cycle.

Tim and Cora have brilliantly focused on the reconsolidation of implicit
memory as paramount important in the relational approach in working with
substance abuse. All depth oriented psychotherapy depends, arguably, on
the effectiveness of reconsolidating implicit memory. Our core beliefs
about ourselves, the world and our internal working model of self-other
interactions, hence our Weltanschuaang or worldview, are stored
unconsciously in our implicit memory. Unconscious does not mean
we can never retrieve nor restructure the stored implicit memory,

it simply cannot be restructured through ‘talk’. Implicit memory is encoded through repeated
self-other interactional experiences until the phenomenon becomes a representation of interactional
experiences that has become generalized (RIG). As a result of the generalization of interactional
experience in the past, we learn to anticipate these experiences, automatically, and by default, in the
future. In the case of persons traumatized by repeated relational alienation and disconnection in the
past, we learn to anticipate unconsciously, and automatically that this will be our future. We believe in
the core, unconsciously and automatically, that this pattern of relational disconnection will be repeated
over and over again, with no end in sight. As such, we are in a never ending loop of pain and suffering.
Yet there is hope. We can change our future. We could access the internal working model stored in
the implicit memory.

Accelerated Experiential Dynamic Psychotherapy (AEDP), cited in this volume, is precisely a model of
psychotherapy that can restructure and reconsolidate implicit memory, and create a corrective
emotional experience. The AEDP therapist works to catalyze in clients a cascade of psychobiological
state transformation. This transformation is facilitated through the moment-to-moment tracking and
optimal response to the body based affective experience. The affective experience is dyadically
regulated and worked through to completion. The key mechanism of therapeutic change is: what was
experienced by the client in the past, alone and disconnected, needing addictive substances or
processes to defensively cope with the psychic pain, is re-experienced in the present moment with
an emotionally engaged and connected attachment based therapist. The trauma that was
experienced alone in the there-and-then, is reprocessed with the unwavering presence of a
compassionate therapist in the here-and-now. This corrective emotional experience needs to be
repeated, either with a compassionate therapist, or with a compassionate community, which will
reduce and eventually release the person from the hook of the addictive cycle.

Tim and Cora have written a groundbreaking manual to unpack this corrective emotional experience
and the necessary interventions to inform therapist and community caregivers how to facilitate such
a healing process. It is my deep privilege to recommend this manual as an invaluable gem to all who
may be working with persons with addictions.

Danny Yeung

MD CCFP CGPP FCFP

Assistant Professor, Department of Psychiatry
University of Toronto

Senior Faculty & Head of International Development
AEDP Institute



Serving clients in a substance abuse counselling centre posts many
challenges every day to all the professionals being involved. It is very
common for us to meet people at the worst time of their life, when they
are managing to cope with the many crises, being extremely distressed
and depressed as they have lost all hope, and considering ending their
life. It is also common for our clients to repeatedly relapse into the ditch
of addiction again and again, after they have just freed themselves from
it. Most professionals would agree that substance abuse counselling
service is one of the toughest jobs among all treatment programs. It is
one of the services that poses the highest risks of compassion fatigue
and burnt out among service workers.

We have noted the trend of growing interests in trauma-informed therapy
especially in western countries. The current project funded by the Beat
Drugs Fund Association is a pioneer effort to develop an indigenous
trauma-informed model in the treatment of substance abuse in Hong
Kong. Research studies have consistently identified high comorbidity
between trauma (especially trauma happens in childhood years) and the
misuse of substances, indicating that a high proportion of our clients may
have their problems rooted in experiences of trauma. Trauma-informed
intervention has the advantages of reducing stigma to encourage clients
to seek help, and targeting the source of the problem to increase
treatment efficacy and reduce relapse.

This treatment manual is not only a clinical guide, but also a documentary
of the pioneering endeavors of our project team in developing a
comprehensive treatment model targeting the local Chinese population in
Hong Kong. Over the years, we have been working hard both in
increasing the effectiveness of our treatment program, and at the same
time improving the caring for our service workers. The development of
trauma-informed treatment in this project is a part of such endeavors.

The relational treatment approach introduced in this manual takes into consideration both the self-care
of professionals and the care for the clients. | am delighted to see such efforts in the development of
an ecological service model. The experience of the project team has shown that the two aims are
mutually beneficial. The better the therapist cared for themselves, the better the outcome of
treatment, and the longer lasting can the service be maintained. Care for our professionals is
especially important in the field of substance abuse service as the phenomenon of compassion
fatigue is very common.

The field of psychotherapy is undergoing a paradigm shift from cognition-based interventions to
integrative bodily based emotion-focused approaches in recent years benefiting from the recent
developments in neuroscience. Therapeutic work is more and more informed not only by psychology,
but also biological science on the brain. The project team has made an innovative and ingenious effort
in integrating these new developments, overseas and local experiences into a comprehensive
relationship based trauma-informed treatment model.

| sincerely hope that our professional colleagues and experts in the field may provide valuable
feedback and inputs to our project team, so that they may further refine and develop the current
treatment model. In return, we hope that our work may benefit our professional colleagues and their
services to clients.

Carol Ng

Service Director

Counselling Service Centre Division
Hong Kong Lutheran Social Service
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Chapter 1

As mental health professionals providing services to people who abuse
substances, it often puzzles us why people do what they do. If the drugs
are so harmful with so many negative conseguences to the person, why
are they continuing to abuse it? Most if not all professionals would agree
that substance issue is one of the most difficult problems to tackle.

Assessment and conceptualization are usually the first step we use to
understand the person and make sense of the problems, before we can
provide helpful interventions. Having the correct understanding at the
beginning can guide us in the right direction. Fortunately in modern times,
the fast development of neuroscience has given us updated knowledge
about the problem of substance abuse (SA), making it possible for us to
have a more holistic and comprehensive understanding into the core of the
puzzle. In this chapter, we would provide a narrative of the background and
theories of these updated neuroscientific and neurobiological information,
from which our treatment model is based and well informed.

Based on our studies, we have come to the conclusion that people do what
they do because of relationships, with themselves, and with other people.
Loving, compassionate, and caring relationship is a central theme binding
all the theories and skills to be presented in this manual.
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Chapter 1

1.1 Enlightenments by Victor Frankl-
Will to Meaning

Before touching on the modern findings of neurobiology, we would like to
start with the philosophical and phenomenological attempts in the answer
to the question of “why people do what they do”. Our thoughts were
influenced by Frankl’s (1988) Will to Meaning in our conceptualization of the
substance abuse problem. It helped to bridge us to the relational approach,
though we started with the existential analytical approach.

Renowned neuropsychiatrist and Holocaust survivor, Victor Frankl (1988)
asserts that human are beings of “meaning”. Pleasure or positive affect are
signals signifying meaning that are being fulfilled in one’s life. On the
contrary, suffering is the absence of meaning in one's life, creating an
“inner emptiness or void”, which Frankl termed as the "existential
vacuum”. From his personal experience of the Holocaust, Frankl
hypothesized people are born with a “will to meaning”, in other words,
there is an innate drive inside each one of us engaging ourselves in
constant search of meaning.

Frankl disagreed with Freud’s pleasure principle, which suggests pleasure
as the continuous pursuit of people. He illustrated his point with the
following diagram (Figure 1) in his book (Frankl, 1988, p.21).

Figure 1 Victor Frankl’s Notion of Will to Meaning (Adapted from Frankl,
1988, p.21)

A Reason > Happiness

To Be Happy
A ensue

pursuit

Will To )
: Direct Chase of
Meaning ;
Happy Feeling
Client
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Frankl asserts that if happiness is made as the immediate goal of pursuit,
one would lose the reason for happiness and happiness would not last.
Contemporary findings in neuroscience confirms that physiologically our
body would release neurotransmitters giving passion (dopamine), focus
(noradrenalin) and energy (acetylcholine), when we are owning and
pursuing goals that are meaningful to us (Fabritius & Hagemann, 2018).

Drawing on the wisdom of Frankl, the cause of addiction can be
conceptualized as blockages in the pathway for meaning. These
blockages can be originated from unrealistic goals, expectations,
maladaptive beliefs, coping or behaviors. These blockages would
manifest in the forms of repeated failures, disappointments, and
frustrations, leading to sufferings that are both psychological and
psychosomatic. Such psychological symptoms or pathologies are simply
the revelations of failure of reaching existential meaning, leaving an inner
sense of meaninglessness, which was coined by Frankl as the
“existential vacuum”. If the person fails to find an alternative pathway to
meaning when encountering a blockage in their life's quest, addiction
would be a convenient way of temporary relief. The quick mood altering
effect of drugs is a direct pursuit of happy feeling bypassing the need for
a meaning or reason for the happy feeling. As we are all aware, such relief
is short lived, and the deadly feature of addiction, is that the strength of
stimulation needs to be continuously increased in order to maintain the
happy feeling over time, due to tolerance. Subsequently, the person
would go into a vicious cycle of paying higher and higher costs for the
happy feeling, until it is not sustainable anymore. At last, the person may
seriously consider ending their life, when they can no longer pay for the
costs of the drugs. Figure 2 summarized the conceptualization of
addiction based on the notion of Will to Meaning.

SEEKING CONNECTION - A Relational Approach to Trauma-Infgrmed Substance Abuse Intervention Treatment Manual
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Chapter 1

Figure 2 Existential Analytical Model for the Conceptualization of Addiction

—> A Reason > Happiness
To Be Happy
Alternative ) s
Pathways to Depression > Suicide
Meaning I
: N Addiction
Existential _ Temporary
Vacuum ~ Relief
Vicious Cycle
Will To
Meaning
Client

Following this line of thought, the problem of substance abuse is not about
the substance but the blockages of the quest for meaning. Paradoxically,
the substance, which is harmful and costly, provides a temporary relief that
gives more time and space for the person in successfully finding an
alternative pathway or solution to life’s goals and meanings, or at the least,
making the existential vacuum more tolerable temporarily. Psychiatric
medication is one of the good alternatives in providing such relief in the
place of illicit drugs or avoidant behaviors without the heavy cost of
addiction. Although the medication itself cannot be a replacement for
existential meaning, it buys time and gives energy for finding one.

Conceptualization based on the existential analytical model cautions the
danger in the simplistic intervention of stopping drug wuse without
implementing alternative adaptive pathways to existential meaning.

SEEKING CONNECTION - A Relational Approach to Trauma-Informed Substance Abuse Intervention Treatment Manual
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1.2 Enlightenments by Neurobiology

While Frankl’s notion of the human will to meaning, is insightful in the
nature and function of addiction, here comes a practical issue faced every-
day by professionals working with people who abuse substances. QOur
clients, when they come to seek help, have lost their meaning or purpose
for their life, and live in an existential vacuum, in which pain and sufferings
are dependent on the relief by drugs. What would be an effective approach
to enable their reconnection with the purpose that would be meaningful for
their life? In the following sections, we are going to move one step further
from Frankl. Evidence in neurobiology, especially the polyvagal theory,
shows that love and compassionate relationship is the meaning that all
human are pursuing.

In Frankl's time, there was no brain scanner, or neurofeedback devices that
allow us to probe deeper into the physiological and the neurobiological
processes underlining our affects and emotions. Neurobiological knowl-
edge has showed a clearer picture of the hardware and software (our body
and mind), and enhances the traditional wisdoms in psychology and
psychotherapy with more solid evidence.

1.2.1 The Triune Brain Theory

The concept of the brain being consisted of three parts was first coined by
the neuroscientist, MacLean in 1990. As shown in Figure 3, these three
parts are:

Figure 3 The Triune Brain

Neocortex

Reptilian
Complex

SEEKING CONNECTION - A Relational Approach to Trauma-Informed Substance Abuse Intervention Treatment Manual
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» Neocortexa e fop 1.2.2 Dualistic Framework of Brain Functioning
This is the centre of higher level intelligent human functioning. The front In the dualistic framework of brain functioning, we divide the brain into
part of the cortex is the Prefrontal Lobe (PFL), which is the "executive Cognitive and Instinctual Brain; Mind and Body; Left and Right Brain; or
centre” governing all executive functions, mood management, and other Conscious and Unconscious. These pairs of terms are used
cognitive functions. The other areas of the cortex are mainly composed interchangeably in this manual.
of neurons for the sensorimotor functions, managing our body sensations
and movements. This is the part that makes human different from other The triune brain model has provided an overall framework on the function
animals, gives us intelligence, logical thinking, various kinds of cognitive of our brain. The Neocortex (often times referred as the Cortex) can be
abilities, and higher level of self-awareness. heuristically considered as the source of our cognitive activities and

therefore we used the term “Cognitive Brain” to refer to this “person” of

« Limbic System in the middle the brain trinity. This is also where our “Mind” or “Consciousness” is

located.

The limbic system is located in between the Neocortex and the lower

Reptilian Complex. It is also called the mammalian brain. This part is Both the Limbic System and the Reptilian Complex are often collectively
commonly found in all mammal animals. This is the centre of our referred as the Subcortical Brain, as they are just below the Cortex. This
emotions. All our feelings like fear, pleasure, anger, sadness and love are part of the brain functions like an auto-pilot system, collecting, processing
raised from here. VWe would not have bonding or attachments with others and responding to signals/stimuli from the environment and our internal
if we do not have the limbic system. The emotions are signals for us to body, mostly all on its own without involvement of the Cognitive Brain,
appreciate what is happening in our environment and relationships, carrying out important functions of maintaining one’s survival. The
helping us to connect with other people, knowing that we are all sharing sub-cortical brain can heuristically be considered as the seat of the
similar experiences of emotions. unconscious, whereas the Cortex is the seat of the conscious. In this

manual, we used the term “Instinctual Brain” to refer to the Subcortical
Brain consists of the Limbic System and Reptilian Complex. And in this
manual, the term “Body” is also used to refer broadly to instinctual and
bodily functions of the brain.

« Reptilian Complex at the bottom

The Reptilian Complex is the part being formed the earliest among the
three. It takes care of our basic survival functions, such as breathing,

blood circulations, body temperatures, etc. It is also called the primitive Modern brain scan technology showed that there are more connections

brain, and is the main structure of the brain in reptiles. It consists of the from the Subcortical Brain to the right side of the Cortex, such that the right
brainstem and the cerebellum, and connects with the spinal cord. In side of our brain is more associated with the autonomic, and
general, the functions of this part of the brain take higher priority over survival-serving instinctual functions. The right brain is considered to be

other brain functions as they are primitive to sustain our survival. more instinctual, which is more related to the emotions, imagery and

implicit memory. The left brain tends to be more associated with the
cortical cognitive functions. It is therefore often in literatures, the Left Brain
is being referred as the cognitive and conscious part of the brain, while the
Right Brain more of the emotional, instinctual and unconscious part of the
brain. In this manual, the terms “Left Brain” and “Right Brain”, are used
interchangeably with the terms of “Cognitive Brain” and “Instinctual
Brain”, respectively.

06 SEEKING CONNECTION - A Relational Approach to Trauma-Informed Substance Abuse Intervention Treatment Manual SEEKING CONNECTION - A Relational Approach to Trauma-Informed Substance Abuse Intervention Treatment Manual 07
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1.2.3 Polyvagal Theory

Stephen Porges (1995) published the landmark discovery of the polyvagal
theory in the 1990s. It is then being widely applied in conceptualization and
treatment of traumatic experiences. This is an important concept that
helped to form the basis of the presuppositions we used in our treatment
model. The followings are a list of the salient points of the theory related to
our treatment model.

1.2.3.1 Neuroception

It is a term coined by Porges to signify our in-born mechanism of the
Autonomic Nervous System (ANS), which acts like a guardian angel, to
protect us from all threats to our survival, without much involvement from
the Cognitive Brain. The ANS, connected with the Instinctual Brain, is
continuously monitoring our internal and external conditions. It acts on its
own to manage our physical resources in response to various situations
inside and outside of us. Such intuitive and autonomic sensing and
responding by our neural and instinctual systems, is named by Porges as
the neuroception. In contrast to “perception”, neuroception provides a
much faster response as it bypasses the complicated and slow process of
the Cognitive Brain. Such fast and reactive mechanism is to ensure our
safety, which is the highest priority for our survival. However, it is not
without trade-offs. False alarms may be easily triggered as the system
would rather err on the safety side, instead of a careful examination of the
situation by involving the slow process of the Cognitive Brain.

SEEKING CONNECTION - A Relational Approach to Trauma-Informed Substance Abuse Intervention Treatment Manual
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1.2.3.2 The Three Autonomic States

Figure 4 The Three Autonomic States According to the Polyvagal Theory

Ventral Vagal
Parasympathetic Branch
Safe Mode
Social Engagement

— Sympathetic
Danger Mode
Fight or Flight

—_— Dorsal Vagal
Parasympathetic Branch
Hopeless Mode
Shutdown; Freeze

Our body is always in one of the three states determined by neuroception,
which continuously monitors and manages our internal and external
conditions, automatically changing our physiological states according to
whether it is safe, dangerous or hopeless. As shown in figure 4, there are
two branches of the autonomic nervous system, namely the sympathetic
nerve and the parasympathetic nerve. The sympathetic nerve can be
metaphorically considered as the accelerator while the parasympathetic
nerve, the brake. There are also two branches in the parasympathetic
nerve, the ventral vagal and the dorsal vagal. Porges discovered vast
differences in these two branches of the parasympathetic nerve. When all
is well and safe, the ventral vagal, also being called as the smart vagal,
which connects all our facial, auditory and vocal muscles, ending at our
heart, would be activated and we would be tuned into a condition for social
engagements and relational connections. In the Safe mode, our Cognitive
Brain is fully active, and works in good collaboration of the Instinctual Brain,
supporting all the resources needed as we are making meaningful
connections with ourselves and people around us.

SEEKING CONNECTION - A Relational Approach to Trauma-Informed Substance Abuse Intervention Treatment Manual
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When a threat is sensed, be it danger in the physical environment,
physiological problem inside our body, or hostile cues from other people,
the ANS through the process of neuroception, would enable the
sympathetic nerve, mobilizing our body resources to provide more energy
for a fight or flight response. The body is geared toward a battle, breathing
will become short and fast, heart rate increases, transferring more oxygen
to the muscles and tensing them up in preparation to deal with the danger.
The amygdala, which is the fear centre in our limbic system, would
generate a fear signal and the Instinctual Brain would hijack the control of
the body from our executive centre in the prefronal cortex. Just like the
Chinese saying of “no processing through your large brain” (“R&&AJK), our
instinct takes full control of the body and acts like an auto-pilot to protect
us, until all the threats are perceived to be eliminated.

If the person is trapped and they perceived no way to eliminate the threats,
the Instinctual Brain would turn the fight or flight mode into the shutdown
mode, by enabling the more primitive branch of the parasympathetic
nervous system, the dorsal vagal, sending signals to the visceral organs
and immobilizes our body to preserve energy and numbing our senses
from the predicted pains and hurts. This is a state often being named as
“feigned death”, a basic instinct of all animals in dealing with trapped and
inescapable dangers, prolonging their life through energy preservation and
reducing pain through numbing and dissociating. It can also have the effect
of fooling the predators in believing the animal is dead and stop further
attacks.

SEEKING CONNECTHQN - A Relational Approach to Trauma-Informed Substance Abuse Intervention Treatment Manual
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1.2.4 Window of Tolerance

Figure 5 Window of Tolerance and the Autonomic States

Hyperarousal; Anxiety Danger Mode

Socially Engageable

Adaptive Functioning Safe/Social Mode
Window of Tolerance

Hypoarousal

Shame, Helpless and Hopeless Hopeless/Shutdown Mode

Window of tolerance, is a term coined by Dan Siegel (2010) to signify the
upper and lower boundaries of our emotional states, beyond which, we
may run into hyperarousal or hypoarousal. Integrating the concept with the
polyvagal theory, the upper and lower boundaries are the edges,
determined by internal and external conditions, that our neruroception
mechanism would throw us out of the feeling safe zone, and run into the
Danger zone (hyperarousal), or the Hopeless zone (hypoarousal).

SEEKING CONNECTION - A Relational Approach to Trauma-Informed Substance Abuse Intervention Treatment Manual
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1.3 Will to Connection: Relationship at the
Core of Human Needs

The above is a brief introduction to the polyvagal theory. Taking a closer
look at such remarkable discovery of ourselves, and combining Frankl’s
notion of Will to Meaning, we are gaining a better picture of ourselves. The
Danger and Hopeless states are just our natural defense mechanisms
against threats to ensure our survival. The meaning of our life should be
found in the Safe state, this is the state in which our whole body works in
unison, and all our resources are geared toward relational connections.
Neuroscience has also discovered that our brain releases the most
pleasurable chemicals, oxytocin and dopamine, when one is in love or in
strong relational bonding with others (Fabritius & Hagemann, 2018).
Oxytocin is often referred to be the love or cuddle hormone, which gives
satisfying and pleasurable feelings. Dopamine is released when we are in
touch with something that is beneficial to our survival.

Integrating Frankl’'s model and neurobiological findings, love, connection
and relation can be considered as the meaning and the cause, while
oxytocin and dopamine, signifying pleasure and motivation, the effects. In
our opinion, Frankl's “Will to Meaning” needs to be revised as “Will to
Connection”, in the light of modern neuroscientific findings. We have
observed the trend of such a paradigm shift as more concrete evidence in
how our brain works are being uncovered. We have modified the earlier
figure on the existential analytical model of addiction to Figure 6, the
relational model of addiction conceptualization. Qur treatment model
adopted this renewed conceptualization model.

SEEKING CONNECTION - A Relational Approach to Trauma-Informed Substance Abuse Intervention Treatment Manual

Figure 6 Relational Model of Addiction Conceptualization
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1.4 Understanding Suicide and Substance
Abuse

Our physical body has an overall program to protect us. Ensuring our
survival is by default the task and goal with the highest priority for human.
However, survival alone cannot be a lasting goal. If one is constantly in the
Danger mode, keep fighting and defending without any hope that they can
move into the Safe/Social mode. The Hopeless/Shutdown mode will then
be activated if one finds it hopeless and helpless with the situation. It is
another extreme to the “fight or flight mode”. In Shutdown mode, one
would give up all endeavors, shift into a very passive state akin to what
Frankl described as living in the existential vacuum. People in this condition
usually would suffer from various degrees of depressive symptoms, losing
interests in all activities and motivation. If the situation continues, the pain
and suffering would continue to increase, 1o a point the person would start
to consider ending their life together with the pain and sufferings that
appear to be meaningless for the person.

By the notion of Will to Connection, we do what we do in order to search
for meaningful connections and relationship with ourselves and others.
What if someone is continuously trapped in the “fight or flight mode” or
the “shutdown mode”? In such situations, substance abuse, or other
forms of addiction, like gambling, is often used as an escape or
compensation for the pain of being trapped in the space of existential
vacuum.

Therapists working with people having the substance abuse issue need to
have good awareness of the function of the drugs in the person’s life. It is
dangerous for the client if they are asked to quit the drugs without an
alternative way of coping. Drugs are used as a way of coping by the client,
the core of the problem is isolation from self-connection and others
connection. Though drugs are harmful, it may have been the only support
for the client. Working on removing the drugs without providing alternative
support, like psychotropic medications or a relational bonding that is
perceived as supportive and reliable for the client, may have put the client
in a dangerous crisis situation of suicide, or non-compliance to therapy due
to the avoidance to the shameful feeling of failing to meet the demand of
the therapist. Our model of therapy encourages multidisciplinary and
relational interventions, such that clients may develop alternative coping
mechanism in the quickest possible way to the drugs they have been
addicted to.

SEEKING CONNECTION - A Relational Approach to Trauma-Informed Substance Abuse Intervention Treatment Manual
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1.5 Memory, Trauma and Substance Abuse

Dan Siegel described people suffering from traumatic experiences as
“prisoners of the past” (Siegel, 2010). We would try to summarize his
wonderful narration of the phenomenon of trauma in his landmark
“Mindsight” book (Siegel, 2010) in the following sections.

1.5.1 Implicit and Explicit Memory

Understanding how our brain stores information is important in
understanding trauma. One way to classify our memory is to divide them
into implicit and explicit memory. While | am typing away on the keyboard
of my computer, | am using the implicit memory in my brain. Implicit
memory records six domains of information in our brain: perceptions,
emotions, bodily sensations, mental models, and anticipations. The
recording and processing of this memory are mainly handled by our
Instinctual Brain or mostly on the right side of our brain. In our early years
of life, implicit memory plays a dominant role before we can speak around
18 months after birth. It provides us with mental models that govern our
behaviour without our awareness. For example, you do not need to think
when you are typing or riding a bicycle, unless you are at the stage of
learning, which needs to involve your active attention and your Cognitive
Brain.

In contrast, our explicit memory records factual and autobiographical
information that our Cognitive Brain is aware of, and is mostly associated
with the left side of our brain. Autobiographical means that we are aware
of the time together with the content of the events, able to know whether
it is happening now or in the past. Whereas for implicit-only memory, all the
experiences appear 10 be happening at the moment, even though it is
triggered by something in the distant past. If you ask me to recall the time
when | was learning keyboard typing, | will have the image of looking at the
book trying to locate the keys and try to move the right fingers onto the key,
some years ago in my study room. | would be using my explicit memory to
recall this experience in the past.

Implicit memory is the first layer of our memory and is recorded whenever
we have an experience, whether it is further encoded into the explicit
memory, depends on whether we pay attention using our Cognitive Brain
at the time of the experience. Our focus and attention will enable the
hippocampus, a sea-horse like structure in our limbic, is responsible to
record our experience from the implicit to the explicit memory.

SEEKING CONNECTION - A Relational Approach to Trauma-Informed Substance Abuse Intervention Treatment Manual
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1.5.2 Trauma
Figure 7 Scan of the Brain in

Traumatic Reaction (Adapted
from Van der Kolk, 2014)

When one experiences a life threatening event, that is, a traumatic
experience, our implicit memory will record the experience, our body will
be set into the Danger mode by neuroception (according to the polyvagal
theory), releasing large amount of stress hormone like adrenalin and
cortisol, preparing our body for fight, flight or freeze actions. In stress
situations well beyond the limit of our window of tolerance, our Instinctual
Brain takes charge, while our Cognitive Brain recedes to the backstage,
and the hippocampus would be inhibited, and stop recording implicit
memory onto the explicit. Therefore memories of trauma are stored in the
implicit-only memory with no encoding on the explicit part. We are not
able to make sense or auto-biograph the experience using our Cognitive
Brain with traumatic experiences. They are lying in the emotional brain,
waiting to be triggered by internal or external cues. Figure 7 shows the
scan of our brain when undergoing a traumatic reaction or a flashback (Van
de Kolk, 2014). The right side of the brain, which associates with our
implicit memory, and the back of the brain, the location of our visual
cortex, shows a lot of activities. On the other hand, the left side of the
brain, which associates with explicit memory and cognitive processes, is
quiet and can hardly see any activities. It indicates that the person in the
flashback is re-experiencing the traumatic event in the past, with vivid
images, strong feelings of fear and bodily sensations, all seem to be
happening in the current moment. Without the involvement of the
Cognitive Brain, the person loses track of the time of the event and
re-experienced the painful past event just like at the current moment.
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The fearful reaction in the flashback would once again shutdown the
hippocampus, failing again to make sense of this experience, until the
triggers are passed, or the person dissociates himself from the stimuli
and traumatic memory. The traumatic memory remains only in the
implicit part of the memory, waiting for the trigger next time.

The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
(DSM 5; American Psychiatric Association, 2013), is the gold standard for
diagnosing psychological problems including posttraumatic stress disorder
(PTSD). Figure 8 shows the symptoms indicating PTSD base on the criteria
given by DSM 5. The symptoms can be understood from the perspective
of a fearful experience being stored in the implicit-only memory. Among the
four major groups of symptoms, the re-experiencing is the flashback from
past experience triggered in the implicit memory; the numbing and
avoidance of the triggers are our attempts to avoid re-experiencing the
flashbacks; the hypervigilance is due to anticipatory function of the implicit
memory, putting ourselves always on guard for dangers; and cognitively
and emotionally, we are confused and not able to make sense of our
feelings and behaviors as the connection between the implicit and explicit
memory is not made.

Figure 8 Summary of PTSD Symptoms According to DSM 5
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1.5.3 Substance Abuse

Substances would be a quick fix for someone who has experienced
trauma. As the drug acts directly to alter our feelings, that is, on the
experience of the implicit memory in the Instinctual Brain, they will
remove all painful feelings and experiences for the person suffering
from PTSD. Research consistently shows high comorbidity rates
between PTSD and substance abuse problems (Cottler, Compton,
Mager, Spitznage, & Janca, 1992; Najavits, Weiss, Shaw, & Muenz,
1998; Schafer & Najavits, 2007). It was the main motivating factor for
this project leading to the publication of this manual.

Our clients who experienced trauma, being a prisoner of the past, are
trapped in painful and fearful feelings that they are not able to make
sense, nor able to verbalize. What is worst, as we understood from
polyvagal theory, people in such a state are hard to engage in social
relationship with others, as the body is continuously going between the
Danger and Hopeless state due to the unresolved past memory. PTSD
experience renders the client to remain in the state of the existential
vacuum as depicted by Frankl (1988). It is natural that one would want
to come out of this condition at all costs, even though it would be just a
temporary short relief by drugs.
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lllicit drugs such as Cocaine, lce, Cough Medicine, Ecstacy, and
Tranqulizers act directly on our emotional brain in altering our mood
quickly. The short lived positive experience induced by the drugs acts on
the pleasure centre, the Nucleus Accumben (NA), inside our limbic
system, fooling the Instinctual Brain to believe that the drug is essential
for our survival. Once the brain has registered such positive impression
of the drug, strong feelings of craving in seeking relief by the drug will
emerge when the traumatic memory is triggered. In this case, the
Cognitive Brain may have the awareness that the drug is not beneficial
in the long term, however, the priority for attention of the Cognitive
Brain is much less than the emotional Instinctual Brain, as the
Instinctual Brain is responsible for our survival and is given a much
higher priority, especially the person now is in the Danger state (feeling
desperate in need of relieve from the negative mood). As a result, the
person would submit in taking the drug, and repeat the cycle again and
again. Due to the tolerance of our body to the effect of the drug, the
dosage keeps increasing each time in order to achieve the same level of
relief. A vicious addiction cycle is formed and the costs of the coping,
including both financial and physical harmfulness, would keep
increasing, until it is too high to bear.

The effect of drug addiction, is similar to the effect of trauma, in that the
implicit memory, or the instinctual part of the brain is in control, instead
of the cognitive part of the brain. The Cognitive Brain in no way can
compete with the Instinctual Brain due to our in-born program for the
higher priority for survival and preservation of life. Drugs, which act on
our pleasure centre, and trauma, which acts on our fear centre, are all
located in the limbic system, works in pair to form a maladaptive cycle
of addiction.
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1.6 Memory Reconsolidation

How to heal trauma? Can prisoners of the past be freed?

Memory reconsolidation was discovered in year 2000. The discovery
provided hopeful answers to healing the wounds of traumatic memories.
Before this, the traditional belief was that memory consolidated into the
long term memory cannot be altered. Nader, Schafe, and LeDoux (2000)
discovered that changing the consolidated memory is possible under
special conditions. They named such memory changing process as
memory reconsolidation and the theory has been gaining more and more
attention, and being applied in psychotherapy and the treatment of
trauma (Ecker, Ticic, & Hulley, 2012).

The process of memory reconsolidation starts with memory reactivation.
After the memory is recalled, the neural network associated with the
memory becomes malleable within a period of around 5 hours. During
this period, a new experience being very different to the original
experience is applied, the neural circuitry can then be rewired according
to the new experience, forming a new version of memory that is stored
back into the long term memory. This new version of reconsolidated
memory integrates both the positive new experience with the negative
past experience, and would be free of the traumatic reactions when being
recalled again.

When we apply memory reconsolidation in healing traumatic experience,
the key is in the moment when the client reactivates their traumatic
memory, which is implicit only and would throw the client into the “fight
or flight” or “freeze” mode, that is, either the Danger or Hopeless states.
Once the client is in these modes crossing the boundaries of the window
of tolerance of mood, they would feel very uncomfortable and would
naturally want to quit and sabotage any further efforts to reconsolidate
the memory. Therefore, it is important to engage the client in a good
therapeutic relationship as an important cushion and resource for the
client before exposing the client to past traumatic experiences. It is also
important to track client’s condition moment to moment to see any signs
of hyperarousal or hypoarousal, and help regulate client’s mood to keep
them inside the window of tolerance. Titration is also an important skill to
limit the exposure to traumatic materials to help affect regulation for the
clients.
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Therefore the key in the success of memory reconsolidation is to keep
the client in the Safe State of their ANS inside the window of tolerance,
while the past experience is gradually reactivated. The therapist acts as
a transitional attachment figure for the client, such that they feel the
support, care and understanding while the past is reactivated again. In
such condition, client will stay in the Safe mode and their hippocampus
will be enabled, while they are paying attention to the past memory, in
the presence and support of the therapist, and register the new correc-
tive integrated experience onto the explicit memory. The traumatic
experience would no longer be an implicit only memory and the Cogni-
tive Brain can recognize that it is just an event, miserable though it was,
it is already in the past, and there is no need for the body to turn into
defense mode again.

In essence, the process of memory reconsolidation has been named as
the “corrective experiences” in psychotherapy (Alexander, 1980). The
neuroscientists have found concrete evidence to support this therapeu-
tic wisdom long discovered.

lllicit drugs are used to numb and avoid feeling the pain of hurts and
trauma as in the case of substance abuse. Successfully healing the
trauma by registering onto the Cognitive Brain a peaceful version of the
memory through corrective emotional experiences in therapy, would
naturally remove the need to use the drugs for medicating the pain of
trauma. The risk of relapse would be significantly diminished.
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Development of the Treatment Model
- From Seeking Safety to
Seeking Connection

Our therapy model has gone through the following stages of development:
1. “Seeking Safety” Stage

2. Neurobiological Study Stage

3. Relational “Seeking Connection” Stage

2.1 “Seeking Safety” Stage

At the initial stage of the project, we were influenced by a well-established
evidence-based model of intervention in Trauma-informed Substance
Abuse Treatment called “Seeking Safety” (Najavits, 2002). The model
focused on the stabilization of clients’ physical and mental conditions. It
shifted the traditional prioritized focus on “quitting the drugs” or “resolving
the trauma” in therapy, to the establishment of a sense of security in the
clients. The author believed that stabilization and affect regulation are the
central tasks in trauma-informed treatments. The model was met with
great success and has been considered to be one of the best practices in
trauma-informed substance abuse treatment.

While we appreciate the advantages of the “seeking safety” model, this is
a model developed back in the 1990s. We considered that it captured an
important part of the therapeutic process, but there is still room for
improvement with the new findings in neurobiology.
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2.2 Neurobiology Study Stage

We expanded the “seeking safety” concepts with neurobiological
findings from:

® The Polyvagal Theory

As we have illustrated in Chapter 1, the polyvagal theory provided a sound
scientific basis on why stabilization and affect regulation are so important
in therapy for trauma. People’s functions are limited if they do not feel
safe. Trauma renders one to be locked in the fight or flight (anxiety) and
shutdown (dissociation) mode. As such, “safety first” can be generalized
to almost all situations of psychotherapy, helping clients to leave the
Danger and Hopeless modes.

What was more enlightened by the theory is the relational need at the
core of each of us. Safety is the means rather than the ends. Based on the
support of such important discovery by Porges (1995), we may conclude
that the meanings by which we as human beings are all seeking, exist
mainly in the relational context to self and others. This is consistent with
the view of the founder of Interpersonal Neurobiology, the renowned
neuropsychiatrist, Dan Siegel (2010).

e Cognitive and Instinctual Functions of the Brain

By reviewing current literatures in neurobiology, and taking into
consideration of the application in psychotherapy, we divided brain
functions grossly into Cognitive and Instinctual. We have heuristically
associated these functions physically with the left and right sides, or
upper cortical and lower subcortical areas of the brain. Since the right
brain is heavily connected neurologically with the subcortical area of the
brain, we named this part as the Instinctual Brain, and the left side and
cortical part of the brain, the Cognitive Brain. We used these
terms interchangeably, between Left Brain and Cognitive Brain, Right
Brain and Instinctual Brain. The classification of brain functions by left and
right sides of the brain is commonly adopted by current literatures on
neurobiology and related psychotherapy. It helps our conceptualization of
brain function and its application in therapeutic work.

Under such dualistic framework of the brain, we would be able to better
appreciate and explain the phenomenon of trauma, mood disorders, and
psychopathologies, as well as devising suitable intervention strategies, to
facilitate the changes needed to make clients healthy again.

SEEKING CONNECTION - A Relational Approach to Trauma-Informed Substance Abuse Intervention Treatment Manual
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- Conscious and Unconscious; Implicit and Explicit Memory

In fact, modern cognitive neuroscience has confirmed the existence of
the “conscious” and “unconscious”, and they are being called “explicit
memory” and “implicit memory” (Anderson, 2000). Such classification of
memory functions is consistent with our dualistic brain model, with the
Left Brain mostly associated with the “explicit” processes, while the
“implicit” mostly with the Right Brain.

The explicit is familiar to us as it is the cognitive part of our being. It
tends to focus on one thing at a time, associates with factual and
autobiographical information, like numbers, logic, event chronology,
planning and organizing. It is our conscious awareness and is the “what
we are aware of"” in the here and now.

The implicit is related to our physiological functions, body sensations,
emotions and even the skills we have mastered and our habits. After we
have mastered a skill, e.g. typing, our brain will use the “implicit” (right
brain) to process it. While you are typing, you have no awareness of your
fingers as they are under the control of the “instinctual” brain. If you try to
use the cognitive brain by remembering the location of the keys and the
movement of your fingers, the operations will become very slow and
clumsy, just like at the time when you first learn typing.

Apart from this, our breathing, heart beats, physiological operations of our
internal organs are all implicit unconscious operations managed by the
Instinctual Brain. When a habit is formed, it will be managed by the
Instinctual Brain and the implicit memory. Addiction can be considered as
a persistent habit, which is hard to change as it is associated with the
unconscious instinctual part of the brain.

The advantage of the “implicit” and “unconscious” is that it is fast in
operation and saves energy. Cognitive processes in the brain consumes
lots of resources and energy. However the “implicit” has the
disadvantage of being automatic, difficult to tolerate changes and
exceptions, and leave the person very few options (e.g. either fight or
flight). For the “explicit” and “conscious” part, it is slow but more
flexible, provides many more adaptive choices for the person.

Most of the mind-body practices (e.g. mindfulness; focusing) are
voluntary communications between the cognitive and instinctual brains
(Pavuluri, 2015; Gendlin, 1982), connecting the conscious with
unconscious functions. For example, when one observes their breathing,
the observing part is managed by the Left Brain and the being observed
“breathing” part is the Right Brain function.
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Such mental process (integration between the cognitive and instinctual)
is mediated by a subcortical structure called the “insula” in the limbic
area. The insula integrates cognitive, sensory and emotional information
and conducts regulation for the whole body, achieving affect regulation
and maintain the body in an optimal homeostasis condition (Pavuluri,
2015).

Brain scans of traumatic reaction revealed that the Right Brain is very
active during flashbacks, and there is almost no activity on the Left Brain
and the language area (Van der Kolk, 2014). It is a condition of “fear
without words". This explains why many trauma survivors abuse
substances as drugs can directly alter the feelings (act on the Right
Brain). It also indicates that cognitive intervention alone may not be
effective as the Left Brain is idled during the recall of trauma memory.

Neuroplasticity and Memory Reconsolidation

Neuroplasticity is a well-known concept which posits that our neural
network is changeable and adaptable to improve its functions. Memory
reconsolidation sheds light on the process of change, which needs a
corrective experience that the person feels safe, such that new learning
is possible to be recorded on both the implicit and the explicit memory,
thereby healing the person from the effect of the traumatic experience.

Neurotransmitters and Drugs

Drugs can directly act on our subcortical part of the brain and activate the
secretion of neurotransmitters like dopamine, oxytocin and GABA. It
makes the drugs very convenient in directly altering our Right Brain
processes, and easily creating a false perception that these drugs are
vital to our survival.

To counter the effect of drugs, a relational approach in therapy is
warranted as it directs us to the core need of the person. The experience
of a positive relational connection with another human being, gives the
client the hope that they can cope without drugs, their needs can be met
by making it right their relationship with themself, and thereby with
others.
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2.3 The Relational “Seeking Connection”
Stage

The concept of “seeking connection” was inspired by Anita Fok, a
well-respected scholar and clinician in family therapy. She is invited to
provide regular clinical supervision to services of our organization. In one of
her demonstrations, she brilliantly showed the vast difference between the
interventions of a relational approach to that of an individualistic approach
(A. Fok, personal communication, August 9, 2019). We were able to
experientially appreciate the power of relationship working in therapy.

At the same time, we have also learned from renowned supervisors and
therapists in the Accelerated Experiential Dynamic Psychotherapy (AEDP),
Danny Yeung, Kwok Wing Wu and Cammy Cheung. Danny inspired us
about the importance of therapeutic presence and the concept of the
internal human tuner, the insula (D. Yeung, personal communication, May
6, 2019). We are grateful for Wu and Cammy, who agreed to support the
project in providing the part of trainings on clinical skills. From their
wonderful teaching, mentoring and modeling, we came to appreciate the
many relational strategies and skills being brilliantly integrated in the AEDP
therapy process.

These amazing encounters and influences have opened our eyes and
reminded us of all the evidence in neuroscience indicating that we as
human are born for relationship and connection with self and others.

 In the polyvagal theory, people can only engage in social connection in
the safe mode, when the smart vagal is being enabled. When we are
in danger, we need to use the right brain functions to keep us alive and
not able to make relationship with others. However, love and relation
is a core need for human, if we stuck in the stress mode for too long
without the nourishment of relationship, we develop all kinds of
psychopathologies and even suicidal ideations to end the pain of
loneliness and meaninglessness. Loving relationship is the most
important source of meaning for human life.

« Oxytocin is an important neurotransmitter, as it is related to love and
relationship. When we are in love, not only oxytocin is released, but
also dopamine, giving us motivation and energy, to go for whatis good
for our survival (Fabritius & Hagemann, 2018). This clearly shows that
love and relationship is good and needed for our survival. To heal
trauma and quit drugs, oxytocin and dopamine released due to
therapeutic connection and relationship are the first step in giving a
corrective experience to clients that they can see hope apart from
drugs and addiction.
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e For the part on intrapersonal relationship, we observed that skills like
mindfulness and focusing can have such effect. Based on the practice
of focusing and neurobiological concepts, we constructed the
Self-Compassionate Communication (SCC) exercise, aiming for the
development for a compassionate self-connection and relationship.
The practice is beneficial for self-care, helping therapist to be more
present in therapy and can be taught to clients.

« Connection with the therapist and compassionate self-relationship
are important in helping the client to heal from the trauma and relieve
themselves from the dependence on drugs. The work does not stop
here, we need to support client to proceed with making meaningful
interpersonal relationships outside of therapy, connecting with
healthy communities. This is the important final part of treatment,
and important work for relapse prevention.

At this stage, we adapted and integrated skills from various
well-established treatment modalities, like AEDP (Fosha, 2000), Focusing
(Gendlin, 1982; K. Whalen, Personal Communication, October 28, 2015),
Psychosensory and attachment based treatments (K. Barthel, personal
communication, July 29, 2019). The integration is built upon the principles
and processes we have identified in our relational approach to
trauma-informed treatment. We have designed the model in a way that it
can be easily integrated with other treatment modalities, strategies and
skills, targeting the goals and principles in each stage of the treatment.
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2.4 Toward a Relationship-Based Therapy
Model

Relational connection is at the core of our therapy model, and there are two
types of relational connection: intrapersonal and interpersonal. The first
step of therapy is to build up a therapeutic relationship with the client as the
first agent of change. Base on the therapeutic bond with the client, the
therapist then support the client to resolve the trauma and past memories
that are hindering the client’s functioning and their ability to have love and
compassion for themselves. Often times, the clients are still in an insecure
physical condition or environment when initially entering therapy. Case
management work to build up security in the physical aspects, should be
given priority to therapeutic intervention. After these physical and mental
barriers are removed, clients would be guided in the process and taught
skills to nurture a compassionate relationship with themselves, and be able
to effectively regulate their affects and manage their life. The final stage of
therapy would support the client to develop meaningful relationships with
others and connect them with healthy communities. Therefore, the stages
of therapy go in the following flow:

i. Interpersonal: Therapeutic relationship between therapist and client
ii. Intrapersonal: Client’s self-compassionate connection
iii. Interpersonal: Client’s connection with others and healthy communities

Interestingly, we noted the above key elements in our treatment model,
though originated from a very different theoretical background, are actually
in resonance with the meditation of Virginia Satir (Banmen, 2003): peace
within, peace between, and peace among.
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2.5 Presupposition of the Treatment Model

The Polyvagal Theory provided a sound base for our assessment and
conceptualization framework. Qur presupposition for our clients is that
everyone lives in a relational context, and seeks to connect with
ourselves, and others, in a loving and caring way.

Following this line of thought, psychopathologies, like substance abuse,
depression, anxiety, are the outcome of failing to connect meaningfully
in the relational context, and are maladaptive coping mechanisms to
sustain our survival in a less than ideal form. The Safe mode of the
polyvagal state is what we aim for, while the Danger and Hopeless
modes are the coping and defensive mechanisms to protect us, so that
the Safe mode may be restored later. Trauma is a tragic experience that
locks our body in the defensive mode, stopping us from restoring the
relational mode. Figure 9 shows the overall conceptualization of the
clients’ issue.

Figure 9 Addiction Cycle in Trauma-Informed Substance Abuse
Conceptulization
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2.6 Overview of the Treatment Model

Based on the above conceptualization of the clinical issues, our treatment
model follows a staged approach, aiming to suit different needs of clients,
integrating theories and concepts of addiction, trauma and therapy, basing
on the goal of facilitating and enhancing intrapersonal and interpersonal
relationships.

Figure 10 Overview of the Staged Treatment Model of Trauma-Informed
Substance Abuse Intervention.
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The following is a brief introduction to the three stages of the treatment
program.

Stage 1: Assessment and Stabilization

The goal of this stage is to know and understand the client, and build a
therapeutic relationship with the client. Assessment is conducted with a
high priority for relational engagement with the client in mind. Therefore
the assessment process is not mechanically going through a list of
questions but a process of engagement and developing empathic
connection with the client. Assessment for the level of functioning of the
client, and the presence of crisis is important as we need to make a
decision whether the client’s condition is suitable to move onto the next
stage, which is the intervention stage. If the client’s condition is unstable
and functioning is low, they would need to enter the process of case
management, which aims to ensure safety and stability in the client’s
physical condition and living environment.

Stage 2: Intervention

The core principles in the treatment model are safety, compassion,
collaboration, and embodied emotional focus. These are consistent with
the principles as illustrated by the theories of polyvagal and memory
reconsolidation. An integrative experiential approach is taken by integrating
skills from different therapy models with the aims of: maintaining the
therapist in optimal condition for therapy; establishing secure, engaging
and nurturing therapeutic relationship; and corrective emotional experience
for the healing of trauma and substance abuse. After mastering the
essential principles and skills with the treatment model, practitioners may
integrate their familiar therapy approaches into the treatment to better
achieve similar outcomes.

Psychoeducation to clients about trauma and substance abuse would be
provided when the need is indicated in the course of intervention. Helping
client to make sense of their addiction problem in the light of
non-pathologizing underlying causes can significantly reduce stigma,
enhance trust and therapeutic alliances. As it is important for practitioners
to be “trauma-informed” and “trauma-knowledgeable”, it is also helpful for
clients to have such understanding.

The important concept and approach we adopted in preparing the therapist
in an optimal condition for effective therapy is Therapeutic Presence (TP;
Geller, 2017). It is based on polyvagal theory and neurobiological
knowledge. TP posits that the therapist needs to feel safe and grounded
before they can effectively engage and develop therapeutic relationship

with client that is conductive to effective outcome of treatment. The aim of
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TP is to maintain a compassionate, intimate and nurturing relational
connection with the client, by paying attention and working on the
condition of the self and presence in the moment of the therapist.
Practicing therapeutic presence can improve therapist self-care, increase
their resilience when exposed to distressing and traumatic information, and
reduce the incidents of compassion fatigue.

Following the principle and practice of TP, we proposed the dual tuning
process to facilitate and enhance the self-care of the therapist and their
presence in the therapeutic process. We would depict the skill in details in
the chapter for Intervention Strategies and Skills.

For the purpose of mood regulation and the stabilization of hyper-activation
and anxiety, we utilize mind body integration skills like mindfulness,
grounding and focusing, providing clients with easy to use and structured
skills that can effectively soothe mood disturbances, and enhance a sense
of safety and self-connection.

We also draw on concepts and strategies in the Accelerated Experiential
Dynamic Psychotherapy (AEDP) model (Fosha, 2000), which is an affect
focused experiential short term dynamic therapy approach. The advantage
of the approach is that it helps to give corrective emotional experience for
the clients in attachment, affect transformation and resilience. AEDP pays
due attention to the core emotional experiences. It is based on
neuroscientific evidence, and resolves the problem of trauma and
substance abuse by targeting the root causes of emotional dysregulation
and maladaptive coping.

Safety and close therapeutic relational bonding are emphasized especially
at the initial stage of intervention. Drug abuse is conceptualized as a coping
or defense mechanism to avoid feeling the underlying psychological pains,
and therefore not the cause of the problem, but a maladaptive “solution” to
mood dysregulation and life stress. Stopping drug use before healing the
hurts and pains of trauma or having a healthy alternative coping, would
make clients feeling like taking away their lifeline, consequently their
anxiety and resistance to treatment would understandably be heightened.
In the language of AEDP, substance abuse is a defense that is best to be
“melted”, not challenged or antagonized. It means that showing empathy,
understanding and compassion to clients’ maladaptive coping can give
them a safe feeling, and enable them to have a clearer picture about the
harmful habits. These would prepare the suitable conditions for melting the
habit of substance abuse. It aligns the therapists and clients on the same
front working collaboratively for life-changing and long lasting healing.
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Stage 3: Relapse Prevention

At this final stage, client would have resolved most of their issues in
drugs and trauma. A solid foundation of compassionate relationship with
self is developed. This final stage aims to reconnect clients with the
community and their social networks with the personal transformation
they have achieved; and support clients to deal with new stressors and
triggers as they come up in their new life. The process of treatment is
completed when clients can make use of the skills learnt in making
healthy connections with both self and others.

In the following chapters, we would illustrate the treatment model in
more details according to the stages of treatment.
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Assessment and Stabilization

3.1 Accept, Attune, Affirm Principle
(AAA or Triple A principle)

Before going into the contents of the assessment tasks, we believe a treat-
ment on the proper attitudes in the provision of service is crucial for the
success of therapy. As relational connection is at the core of our treatment
model, we developed the Triple A principle to facilitate such connection,
from our clinical experiences. AAA stands for Accept, Attune and Affirm.
These are the attitudes we as therapists hold in the whole process working
with our clients.

3.1.1 Accept

All therapeutic connections start with acceptance. It is important to be
aware of what we are accepting that can have a therapeutic effect. We are
accepting the client as another human being the same as us, who have
senses, feelings, thoughts, personal agencies, and in need of meaningful
connection with self and others. In the process of assessment and inter-
vention, it can be very easy for us to run into the trap of treating our clients
as objects, which are our targets to label and to manipulate. Diagnostic
labels are useful means to understand the transitional state of the clientand
for professional communication, however, they can easily be misused as
rigid frames to define the client, who then becomes objects for us to make
changes and manipulate. We support the use of diagnostic labels, which
are very useful in understanding the clients, professional communications
and psychoeducation. However, they need to be used properly and wisely.
We may easily objectify or dehumanize the client depends on whether we
are embracing their humanity, or just consider them as “objects” of our
work. One may easily unconsciously objectify clients in the process of ther-
apy. We need to be constantly mindful of our own feelings and behaviors
toward the client. When we notice our impatience and frustrations toward
the client, or being actively involved in problem solving without attending to
understand the person, we may have already fallen into the trap of objectifi-
cation. Soon we would experience a disconnection with the client, and
losing the client, regardless how learned we may be, or how wonderful the
skills we have.
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Let us illustrate this with a case example (with identifying information
modified and masked to protect client's confidentiality). Peter is a 55
years old male, unemployed for 5 years, living with his wife and 26 years
old son in a public housing. He has been abusing cough medicines for
over 20 years. He used to work as a chef. His father left the family when
he was 8 years old, leaving him with his mother and 4 other siblings
younger than him. He needed to take care of his younger brothers and
sisters, since mother needed to work to provide for the family. He
suffered from a lack of care from others, and had to work to provide for
the family at a very young age. After the first drink of the cough medicine,
he felt very good and energized. Since then he became more and more
addicted and could not work without it. After some time, his physical
health deteriorated and the cost of drug abuse became higher and higher.
To a point he used all his salary in the drug and cannot provide for his
family. His son found him being distant and rejected him. His wife lost her
patience with him.

A simplistic view about the client’s condition may be that drug abuse is at
the core of the problem. If the client quits drugs, then he can be healthy
again, he can have a job, provide for his family, and live a happy life, ever
after. Holding such a view, we may start to actively work on helping the
client to stop using drugs. As we commonly experience in our therapy
work, such efforts may work well at the beginning, but does not last long.
For some reasons, the client seems to have such a firm attachment with
the drugs, that despite how much he knows about the harm of the drug,
he keeps falling back into taking it. There starts to be tension between the
therapist and the client, and resistance to therapy increases as the thera-
pist blames the client for not following what is agreed in therapy, and not
doing his homework, etc. There is no doubt the therapist holds a genuine
care for the client, but was not accepting the neurobiology of the client. If
the source of human problem is in the breakdown in relationship as
indicated by strong evidence in neuroscience, we first need to accept that
the client’'s behaviours are outcomes of disconnection with self and
others. Seeking to change the behaviour, but neglecting such core issue,
does not help a long term change to healthy life.

SEEKING CONNECTION - A Relational Approach to Trauma-Informed Substance Abuse Intervention Treatment Manual

35



36

Chapter 3 o S EEEE

Acceptance in this sense means that we accept there is a deep rooted
issue that contributes to the problematic behaviours on the surface, and
not jJumping to fix the problem on the surface. In this case, the childhood
experience of the client rendered him an avoidant attachment tendency
in his relational style. He tended to disconnect with himself and had
been motivated by an external locus of control. Once he was in contact
with llicit drug, it gave him a wonderful feeling about himself.
Seemingly first time in his life, he was able to feel good about himself.
He was using the drug to escape from the anxious and painful feelings.
We can accept the person as we know from our neurobiology that we
are all relational beings, and if there is a way out, we would not want to
stay in a disconnected state. By accepting Peter as a person, who was
seeking for health, wellbeing and meaningful connections, despite how
futile his past attempts were, we would start the valuable life-saving
connection with him, and in turn, it would enable his connection with
himself, eventually remove the need for the drug.

3.1.2 Attune

To understand the process of Attuning, we may use the metaphor of a
radio tuner. It is also called a radio receiver, which can scan and tune-in
to the carrier frequency of a radio channel, so that we may listen to the
programs of the radio channel. In the client-therapist relationship, we
need to tune-in to the inner world of the client, in order to fully connect
with the client, and fully understand the client. We may imagine that
each person’s inner world has a specific frequency band that we as
therapists need to tune-in to, so that we may hear the correct messages
about the client. Otherwise what we hear may just be distorted sounds
or noise. Attuning refers to such a process of achieving a deep
understanding with the client.
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3.1.3 Mirror Neuron

Do we all have a device like the radio tuner that can tune-in with others’
inner world? The answer is the mirror neuron (Riess, 2018). Mirror neuron
was discovered by accident by a group of Italian biologist in the 1990s,
when they conducted experiments on chimpanzees. They obtained the
brain scan of the chimpanzees when they were eating nuts to understand
the parts of their brain responsible for such activities. During the break
time, one of the biologists enjoyed the nuts. To his surprise, he noted that
a chimpanzee was watching him eating with the sensor devices still on its
head, and the researcher noted almost the same pattern of brain activity
in the chimpanzee on the screen, as if it was eating the nuts. The event
led to the discovery of the mirror neuron in the brain of human, as well as
mammals, located in our parietal lobe (top middle part of the brain), that
can simulate the internal process of another person, if and only if, we pay
attention to the other person.

Mirror neuron enables us to be able to empathize with high accuracy of
what is happening in the brain of the other person. There is one important
condition, that is, we need to be interested, and pay close attention to the
other person, in order to enable the mirror neuron, which we would name
as the interpersonal tuner. The mirror neuron would not be enabled in the
chimpanzee if it was watching the researcher recording the experimental
data, because it was absolutely of no interests to the animal. However,
the behaviour of human eating aroused an intense interest in the animal,
and subsequently enabled its mirror neuron in its brain.

In other words, in order for us to attune with another person, we need to
have a genuine acceptance of our clients as we have mentioned before,
and need to be curious and interested in the clients’ experiences and
inner world, no matter how shattered their life appear to be.
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3.1.4 Compassion Fatigue

Working with substance abuse issues poses a high risk for compassion
fatigue. It is not uncommon seeing workers and therapists burnt out
after working in the field for some time. A good awareness of the risks
and causes of such issue can help with the wellbeing of our colleagues,
and support the service to go well and go long.

Compassion Fatigue is closely related to the interpersonal tuner, the
mirror neuron. When we are constantly in touch with people who
suffered from anxiety, depression and traumatic experiences, and if we
hold genuine care and empathize with the clients’ painful experiences,
our brain will constantly simulate such experiences and if we do not
know how to care for ourselves, we would be traumatized by the
experiences of the clients, resulting in compassion fatigue, burnt out
and secondary trauma.

3.1.5 Prevention of Compassion Fatigue

To understand the principle in the prevention of compassion fatigue, let
us review what trauma does to our brain. When trauma happens, our
cognitive brain is cut off from the instinctual brain, our experience in the
implicit memory cannot be registered to the explicit memory,
subsequently disabling the autobiographical function of the brain. The
trauma event leaves only a trace in the implicit memory in the instinctual
brain, in forms of sensations, emotions, tragic images and sounds,
without time or words about the event. Therefore, preventing us from
going beyond the window of tolerance and running into the cut-off
mode of the Cognitive Brain, is important in the prevention of
compassion fatigue, or secondary trauma by caring for our clients.

In the next chapter, we will illustrate the self-care skills that can
effectively prevent compassion fatigue. We would like to provide the
basic principle here, that is, to constantly maintain connections between
our Cognitive Brain and Instinctual Brain, or always have our Left and
Right Brain integrated with each other, such that we may keep
reasonably calm, while being able to be in touch with the emotional
experiences of the clients. In such way, our Cognitive Brain can always
inform us that this is not our own current experience, it is something
terrible happened with the client, sometime in the past. While we are
able to empathize such experience, we do not need to re-experience
such tragic events again. It would be like observing and sensing the
events from a distance, with good awareness of our body’'s reactions to
clients” accounts of the event.
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3.1.6 Successful Attuning Process

In Peter’s case, the therapist may be seriously affected by Peter’s helpless
and hopeless state, and sensed helplessness and hopelessness in herself
t00. She may run into the Danger mode and unconsciously pushing to stop
Peter’'s drug use behaviours, seems that fixing Peter’s problem would be
like a relief for herself too, as her inner world is meshed with Peter’s
through the unregulated tuning process of the mirror neurons.

On the other hand, if the therapist is able to ground herself, and maintain a
mental distance from Peter’'s experiences, while still in connection with
him, she is able to calmly understand what is going on with Peter, and at
the same time, be able to make clear sense of his experiences, and
seamlessly receive the signals from her Instinctual Brain about Peter’s
condition, forming sound insights in her Cognitive Brain. Such Mind Body
integration inside the therapist, is mediated by an important subcortical
structure called the insula, which we name as the intrapersonal tuner. We
would illustrate the function of insula and the dual tuning process (insula
and mirror neuron) in more details in later sections.

3.1.7 Affirmation

Affirmation is the last “A” of the AAA principle of therapeutic connection. It
is the expression of what we have obtained from the first two As. It is not
enough if our deep understanding and care for the client stays with
ourselves and client is not aware of our understanding of them. Feeling
being understood and being cared for, would enable the neuroception
mechanism to switch to the Safe mode, opening our internal channels and
resources for social connection and engagements.

In Peter’s case, the therapist felt the loneliness and the deep self-rejection
in Peter. She expressed her understanding of such loneliness and how
difficult it was for Peter if he was not on the drugs. And how painful it was
for Peter to have to rely on the drug, while watching it gradually ruining his
life and the connection he longed for with his wife and his son. The
expression of such deep understanding affirmed the experience of Peter,
paradoxically helping to undo the loneliness experienced by him, without
any suggestions or push for change in Peter’s behaviour. What is important
is how we make the clients feel, not what we do to them. In this process,
we communicated to the Right Brain of the client, helping the client to feel
safe, then he would be able to open the Left Brain as well, and the whole
process of corrective experience could give him new positive connections
in his neural network, which would then be reconsolidated into his explicit
memory, giving an adaptive responses in his future copings.
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3.2 Orienting Client to Therapy

We start to orient clients to therapy the moment we get in touch with
them. It can be the first phone conversation, or the first face to face
meeting.

We need to orient the client to the structure and boundaries of therapy,
things like confidentiality, exceptions, and service agreements are the
basics in creating a safe structure and environment for therapy. Since there
is already an abundance of text and literatures on this topic, and most
service providers would have developed comprehensive policy and
procedures for such functions, we would not repeat this part here in this
manual.

What we would like to point out in this section is to suggest the importance
of holding and practicing the AAA principle with the clients, from the start
to the end of therapy. This is the key feature that makes our model a
relational model. AAA is the principle and the process of therapy that
strings the whole treatment together from beginning to end.

The first thing we need to accept, attune and affirm (AAA) with the client,
in our orientation for client to therapy, is the reason that leads client coming
to therapy with us. This is the very important first thread of connection
between us and the client. Following this lead, can effectively guide us into
the deeper inner world of the client.

Often times, client does not come voluntarily into therapy with us. They
may have a probation order, or they may be aiming for secondary financial
gains that the family may give them more support, if they can show to the
family that they are seeking professional help. There are, of course, many
cases, that the client goes to their rock bottom and desperately wants to
seek help for a long term change.
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No matter what causes the client to be shown up in front of us in the
therapy room, the AAA principle comes into play even before we see
them. If the client comes involuntarily, we would be interested to know
how showing up in therapy would impact their relational connection. The
core of the issue is not about whether the client has insight about their
problem or not, it is about whether we have insight about the client’s
relational context. If we lose track of the relational context of the client,
even if the client comes with motivation, it will drop over time as we
would not be able to track and catch that core thing keeping the client
motivated. That core thing is, the Will to Connection, as we have
illustrated in an earlier Chapter.

On the other hand, if we are able to track and catch the relational context
surrounding the client, fully accept the client’s experiences, attune to the
whole of their experiences, and express how deep we understand their
pain, struggle, and tears, as well as joy and love, we may connect with the
client therapeutically and inspire their motivation to keep the connection
with us, such that one life may impact another life, and vice versa. In the
process, not only the client can be positively changed by us, we are open
to be changed, and learn from the client too.
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3.3 Intrapersonal Assessment

Assessment is the process for us to have an overall understanding of the
client. In our relational approach, there are two parts in the contents of the
assessment, namely intrapersonal and interpersonal. There is no clear
demarcation on doing which part first. Their contents can be intertwined
between each other, depending on the best way to achieve a therapeutic
connection with the client, and the process of understanding the client.
Diving it into parts is for the purpose of systematically illustration in the
manual.

If you have worked in the field for some time, some of these assessment
contents would look familiar with you. We are just reorganizing them to fit
into the context of a relational approach.

The following is a list of the contents of intrapersonal assessment:

3.3.1 Autonomic States (Polyvagal Theory)

This can give us an idea on whether the client is feeling safe, or being
anxious in the Danger mode, or depressed, dissociated and shutdown in
the Hopeless mode. And if they are in a certain mode, what are the internal
and environmental factors that are contributing to the maintenance of such
mode, and what may be helpful in moving towards the Safe mode.

3.3.2 Physical Health History and Living Condition

An account of the client’s health from their birth to the current time, would
provide us with a comprehensive understanding of the client’s physical
condition. We like to spend some time with the client in the initial contacts
to focus on this part. We would usually start by asking if there is anything
special at the birth of the client. By the time a baby is born, most of the
development of the Instinctual Brain is completed and implicit memory is in
place. However, most of the Cognitive Brain is not formed yet, and explicit
or autobiographical memory is virtually not present. Any traumatic events
happened at this time, or any time in the first 18 months after birth, may
become a deep traumatic experience as the baby is at a vulnerable stage of
life. It is often misunderstood that since the baby has no language, they
have no awareness of what happened. To the opposite, the Instinctual
Brain and the implicit memory would have a record of what happened and
if the record indicates that the world and the people are dangerous, the
impact on the attachment relational style, and the mental health in later life
of the person, can be very profoundly negative.
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A brief medical history on the person would be helpful. Were there any
surgeries, hospitalizations, chronic conditions or long term medications
the client is taking? These are good information reflecting the overall
physical health of the person.

Living condition concerns whether the client has a proper and safe
sheltering place. If a safe and stable sheltering is not available, it would be
hard to engage the client further in therapy as their basic living condition
is unsafe. The same applies when the client is suffering from a serious
medical condition, it would be hard to start and continue therapy. Case
management should be the priority in these cases to restore physical
stability before further intervention can be implemented.

3.3.3 Mental Health and Family History

Has the client experienced any mood or mental health problems before?
Such a history would be very helpful to give us a three dimensional
picture of the client’s mental condition and better understand the current
condition.

The genetic factor is an important factor in mental health problems,
having a history of the mental health issues of family members can be
very helpful to make sense of client’s mental health conditions.

3.3.4 Life History including Traumatic Experiences

Having a timeline of the client’s life from birth to now can be a systematic
way of a full understanding of the client’s intrapersonal and interpersonal
development. As a trauma-informed practice, we pay attention to
potential traumatic events in the client’s life, for example, accidents,
serious neglect of care or abuse, life threatening events experienced by
self or witnessed others’ experiences.

gntion Treatment Manual
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3.3.5 Symptoms and Functioning

Checking the sleep of the client is the best indicator for client’'s current
mental health condition and functioning. Most mood and mental disorders
associate with sleep problems, either over-sleep or difficulties in sleep. And
the disruption of sleep, would in turn contributes to worsen mood
conditions.

Another good indicator of client’s current condition and function, is the high
time and low time of the day. Ask the client, “When is the worst time of the
day?”, “"When is the best time of the day? And what makes it best and
worst?” Such enquiries may usually reflect the things that the client
concerns most, the underlying causes of the mood disruption, and the
protective factors.

3.3.6 Risks of Self-Harm and Harm to Others

If we sense that the client is lack of hope in life, appears to be very
depressed. We need to assess the risk of self-harm, suicide or harming
others. As there is an abundance of text addressing this issue, we would
leave the details of this part out of this manual.

3.3.7 Function of Drugs

The function of the drugs shows how the drugs are playing a role in the
client’s life. Therapeutic skills like motivational interviewing can help to
reveal what the drugs are doing for the client and may provide more options
for the client, other than drugs, to achieve the same goal. Drug is only one
of the means to the ends. The ends, that being, what the client ultimately
aimed at, is more important.

use Intervention Treatment Manu
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3.3.8 Screen for Special Issues:

There are many special issues that warrant our attention as well, as
specialized treatment may be indicated to effectively treat these
conditions.

e Attention Deficit and Hyperactivity Disorder (ADHD)

ADHD is a very common comorbidity with substance abuse. People with
ADHD have problems in concentration, hyperactivity, and may develop all
kinds of interpersonal problems since childhood due to their impatience
and impulsivity. They are the group of clients, who often self-medicate
their attention and hyperactivity problems with illicit drugs.

The book written by Hallowell and Ratey (2005), “Delivered from
Distraction”, is a very good reference on the identification and helpful
strategies for ADHD.

e Cognitive Impairments and Dementia

Drug abuse may lead to cognitive impairments. Elderly people may have
the condition of dementia. Assessing this level of impairments would be
helpful in shedding light on how well the client may receive various kinds
of intervention and the related functioning level.

The Montreal Cognitive Assessment (MoCA; Nasreddine, 2005), is a
well-established tool for the assessment of cognitive ability and
dementia.
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¢ |ntellectual Disability

Some clients come to therapy may have problems in their intellectual
ability. Usually these are marginal cases, as most of the obvious cases
would have been identified and are cared by appropriate services. Our
experiences show that these clients often times may cause frustrations
for the therapist, if we are not aware of their condition and expect them
to have normal intelligence. As they may not tell you if they do not
understand what you mean. They are usually anxious and want to hide
their deficits in their cognitive abilities. If you notice the client is simple
and concrete in their thinking, often misunderstands you, and stops
school early, it would be helpful to assess their intellectual ability. People
poor in their cognitive ability may need guidance and supervisions from
their family or they may need to be referred to appropriate services.

e Autistic Spectrum Disorders (ASD)
People having ASD needs specialized treatment and services. They are
usually very sensitive in their sensory receptions, highly anxious and
having serious problems in language expressions and social interactions.

¢ Specific Learning Difficulties (SpLD)

Similar to ASD, SpLD needs specialized treatment and services.
Multidisciplinary collaboration is crucial for the success of treatment.

ﬁ
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3.4 Interpersonal Assessment

The pattern and style of our relationship with others are heavily
molded by the first relationship in our life. QOur first relationship in life
is usually the one with our caregivers when we were a child. Such
basic pattern or style of our relating to others and the world, formed
in our early years, is called attachment styles.

3.4.1 Attachment Theory

The attachment theory was first proposed by John Bowlby in the
1960s (Bowlby, 2008), and was further developed by Mary Ainsworth
based on her keen observations with the interactions between
children and their caregivers, a standardized assessment procedures
named as the strange situations (Ainsworth, Blehar, Waters, & Wall,
2015). Following Ainsworth's efforts, there appeared two main lines
of development of the attachment theory. One being led by Mary
Main, she proposed the 4th attachment style, Insecure-Disorganized
Attachment (Main & Solomon, 1986), on top of Ainsworth’s three
basic attachment styles, namely the Secure, Anxious-Avoidant and
Anxious-Ambivalent.

The other line is led by Ainsworth’s other student Patricia Crittenden,
who proposed and developed the Dynamic Maturation Model (DMM,;
Crittenden, & Landini, 2011). While Ainsworth’s work mainly focused
on children, Crittenden further developed the three basic styles
discovered by her teacher, from their studies with the adolescent and
adult populations. Instead of adding an additional style, Crittenden
expanded the three basic styles with more sub-types, resulting in 5
sub-types in the Secure Attachment style, which is known as the
Balanced Type (or Type B); 8 sub-types for the Anxious-Avoidant
style, known as the Avoidant Type (or Type A), and 8 sub-types for the
Anxious-Ambivalent style, known as the Connection-seeking Type (or
Type C).
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3.4.2 Basic Attachment Styles Based on the DMM

This section intends to provide a basic understanding about the three
main attachment styles based on the DMM framework, according to
the materials presented by Kim Barthel (K. Barthel, personal commu-
nication, July 29, 2019). We do not intend to provide a detailed treat-
ment of the topic, which can be further pursued directly from the
training courses and publications from the Family Relations Institute
(https://familyrelationsinstitute.org/).

Figure 11 shows the influence of childhood experiences on the choice
of the three attachment styles by individuals.

Figure 11 Attachment Styles and Childhood Experiences
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Seeking/ Type C

e Attachment styles can be conceptualized as a pattern of strate-
gies in response to early relationships with others in order to feel
safe.

e Caregiver’s response to the needs of the child, influences the

attachment strategies adopted by the child, and tends to contin-
ue into adulthood.
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e For Type B attachment, children’s needs are being attuned to and
cared for properly. The child’s limitations are fully understood
and accepted. Children growing in such an environment tends to
grow with more self-acceptance and confidence, as well as more
understanding and realistic acceptance for other’s limitations.
They tend to have a balanced relationship between themselves
and others.

e For Type A attachment, the needs of the child are being rejected
or neglected. As it was a time when the child was operating
mainly with implicit memory, the experience of rejection and
neglect works like a traumatic experience, being stored in the
implicit memory with no record in the explicit memory. The child
would form a persistent avoidance of being in touch with their
own needs, and seeks comfort from external stimulations, the
responses of others to their actions and performance. The cause
is due to the painful experiences stored in the implicit memory
about the rejections of their needs. People with Type A attach-
ment tends to focus on external affirmations on their perfor-
mance, and neglect their own needs and limits. They have very
low self-esteem and tend to drive themselves very hard in order
to achieve the praise and credits from others. On the other hand,
they are afraid of intimacy and deeper connections with others,
as they feel unsafe about themselves and are afraid of express-
ing their needs and vulnerabilities to others. They tend to put up
a tough or “everything is ok” image in front of others. The form
of maladaptation is increased in Type A when the person is
having a decreasing sense of self-importance.

e For Type C attachment, the needs of the child were being
responded to inconsistently. The traumatic experience for the
child would be that the world is uncertain. The child is not sure if
the caregiver loves them until they respond in a positive way.
They are fearful of being disconnected from others and being left
on their own. In an attempt to cope, they would actively seek for
connection with others, and they are sensitive and being anxious
of any signs that people are going to ignore them or leave them
alone. The form of maladaptation is increased in Type C when the
person is having an increasing sense of self-importance.

e At the extreme end of both Type A and Type C, is the A+C+ type,
which has features similar to the disorganized type in Main's
model (Main & Solomon, 1986). This type is signified by highly
unstable mood and strategies used to cope. They may have
experienced serious abuse in their childhood.
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3.4.3 The Process of Interpersonal Assessment

The goal of interpersonal assessment is to have a comprehensive
understanding of the person’s relational patterns and attachment
strategies. As you may have experienced from your practice and service,
most if not all of our clients, come with an insecure attachment. We
conceptualize insecure attachment as relational traumas experienced
before the explicit memory was fully in operation (around 18 months after
birth). As a trauma informed model and practice, we have observed that
most if not all of our clients have experienced some kind of trauma,
especially in their relationship with others in their early years. The
assessment of the relational style of our clients, therefore, is a core
component in the assessment phase of our treatment model. The
following are the important points summarized for the process of
relational assessment:

e \While we are seeing the client in therapy, we pay attention to the
client so that our interpersonal tuner, the mirror neurons are
enabled; we observe our interactions with the client and track
the moment to moment states of the client.

e After we pay attention to the client, we would start to have a
sense of the attachment styles of the client by being present
with the person. Qur mirror neurons will give us an impression
whether the client is avoiding deeper connection (Type A),
anxiously groping for connections (Type C), or balanced between
Type A and Type C (Type B).

e The life timeline we obtained from the client, is a helpful tool for
both intrapersonal and interpersonal assessment. Client’s family
relationship in their childhood provides useful information on
their attachment style.

® \What is the current state of client’s social relationship? Does the

client have any social support network? How about their relation-
ship in the workplace or school?
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3.5 Crisis Intervention

It is very common in substance abuse works that the client coming to
therapy is contemplating suicide or has already made attempts of
suicide. There are already good references and practice guidelines
available in treating the topic of suicide assessment and crisis
intervention. We would like to supplement in this section with the
principle of our relational approach in crisis intervention.

As we have illustrated in earlier chapters, ending one’s life is an extreme
choice when one is at their wit's end to make meaningful connections,
or the costs for temporary relief becomes too high to continue. It is
important for therapist to assess the relational condition of the client,
both in the intrapersonal and interpersonal area. Hope is better to be
instilled in the direction of rebuilding connections and relationships,
directly or indirectly. Often times, these clients have no other people to
connect to except the therapist. It is important for the therapist to
provide a corrective positive relational experience early in therapy such
that they can become a relational anchor for the client. At the same
time, connecting the client to more professional support forming a
multidisciplinary care network may be necessary to help restore the
client’s physical and mental wellbeing in the quickest possible way.
Psychiatric services and medications can be very effective in quickly
improving the mood condition of the client and may serve as good
substitutes to the illicit drugs. Though not always possible at the
beginning, the therapist needs to seek every means to reconnect the
client with their family and support networks. Hospitalization and
rehabilitation needs to be considered if the client is in danger and is not
likely to be able to support themself on their own.
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3.6 Case Management

Case management involves multidisciplinary collaboration to support
the treatment for the client. We would not go into details in this manual
about case management, as there are other references and practice
guidelines available for a proper treatment of the subject. In general,
seeking support from other services or professionals may be indicated
for the following conditions:

e Client's mental condition being unstable and disorganized

e Psychosis; serious depression; delirium; dementia

e High suicidal risk

e Serious health problems

e Lack of a safe shelter

¢ Difficulty in maintaining minimal self-care

e Special issues as mentioned in last section, like ADHD, intellectual
disability, cognitive impairments; ASD or SpLD.

It is worth mentioning that we have close collaboration with medical and
psychiatric services in the Substance Abuse Clinics in many of our
cases. Psychotropic medication is a very good alternative to illicit drugs
in helping clients to cope with the painful symptoms of trauma and
mood disorders. Often times, it provides fast relief that can help
stabilize the condition of the clients. Researches consistently showed
that combined medical and psychological interventions are more
effective than single modality treatments, especially in cases with
serious mental issues. Medications may help to reduce the need in
clients for illicit drug uses, and improve their functioning, thereby
prepare them for a better condition for psychotherapy.
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Intervention Strategies and Skills

4.1 Introduction to the Intervention Process

At the core of our treatment model, it is the dualistic functional structure of
our brain, and the in-born human Will to Connection or, Relationship. As we
have illustrated in previous chapters, we named the two functional parts of
the brain as the Cognitive Brain, and the Instinctual Brain. Often times, they
are being heuristically referred to be the Left and Right Brain, Conscious
and Unconscious, or Mind and Body.

We have stressed much about the importance of relational connections in
the core of our treatment model. And in an earlier chapter, we have
presented the AAA principle and process, applied throughout the whole
process of therapy from beginning to the end, in order to facilitate such a
therapeutic relational connection, intrapersonally with oneself, and interper-
sonally with others.

In this chapter, we are going to illustrate how we may integrate the theories
and skills together, to bring healing in client’s life, and to support them to
develop loving and caring relationship with themselves and others.

\We have divided the treatment strategies in 4 parts. The first part is on the
skills in developing and nurturing self-care and presence with the client. The
second part is on the strategies for the therapist to reach out to develop
therapeutic connection with the client. The third part is on the strategies in
supporting the client to develop and nurture a loving intrapersonal relation-
ship; and the fourth part is on how to support the client, with a renewed life,
being fully in touch with himself, to reach out and form healthy relationship
with others, and reconnect with the larger community.

In an earlier chapter, we tackled Stage 1 of the treatment process, Assess-
ment and Stabilization. Intervention starts as stage 2 of the treatment
process if the client is assessed to be ready after stage 1. Figure 12 depicts
the overall process in Stage 2, helping a client to be healed from the trauma
and the drug abuse, and finally be able to have a self-compassionate
relationship with himself.
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Figure 12 Overview of Stage 2 Intervention: Achieving a Self-Compassionate
Intrapersonal Relationship.
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As shown in the first image in the figure, we posit that our clients come
with unresolved issues or traumatic experiences that isolate the Left
from the Right brain. The disconnection within the client rendered him
short of the relational connections they need in order to have a sense of
meaning in this world. They live in an existential vacuum, as described
by Frankl.

In the second image, the client copes the pain of existential vacuum
with substances, which can directly alter the mood and provide the
pleasure that a meaningful relationship may give, but only last for a short
time, and needs a high cost to maintain.

In the third image, the client enters therapy and their Right Brain starts
to experience the care and acceptance from the therapist. A healthy
alternative to drugs starts to emerge and attract the client’s attention.
Feeling safe and connected with the therapist, the client starts to open
up their Left Brain and ready for reconsolidating the corrective
experiences onto their explicit memory, and subsequently resolving the
effects of the trauma.

In the last image, the client is compassionately intrapersonally connected.
It provides resilience to prevent future trauma, and enabling the client’s
readiness for healthy interpersonal connection, which would complete
the whole treatment process.
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4.2 Therapist's Self-Care -
Intrapersonal Techniques

We believe in that healing starts from the self of the therapist. We do not
need to be free of all problem, nor become a master in therapeutic skills,
before we can be effective in helping a client to resolve the substance
abuse issues. At the same time, it is very true that it would be difficult for
us to do to our clients something that we cannot do to ourselves.

Being aware of, and be able to appreciate, our own strengths and
weakness, to be able to have compassion on ourselves, and manage our
own emotions well, in our opinion, is the very important first step toward
building a solid therapeutic relationship with our clients. We need to apply
the AAA principle on ourselves before we can apply it to our clients.

Therefore, the simple fact is that we need to develop a healthy
relationship with ourselves, before we can have a healthy connection
with our clients. It applies to both the therapist and the client. In this
section, we would like to introduce a skill we named as the
“Self-Compassionate Communication” (SCC). It is a skill aiming to
nurture a compassionate relationship with ourselves. We have
integrated our skills from Interpersonal Neurobiology concept (Siegel,
2010) and the Focusing practice (Gendlin, 1982; K. Whalen, Personal
Communication, October 28, 2015).

In a nutshell, the concept of intrapersonal relationship refers to the

interaction between our Cognitive Brain and our Instinctual Brain, or using
more common terms, between our Mind and our Body.
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The concept of Mind and Body requires some clarification. The concept of
“Mind” has been puzzling the minds of many scientists and philosophers
over the centuries. To come up with a proper definition, Siegel gather a
remarkable group of 40 scientists, from a wide range of fields, including
linguistics, computer science, genetics, mathematics, neuroscience, and
psychology. After some serious arguments and discussions, all the
professionals involved agreed on the following comprehensive final
version (Siegel, 2010, Chapter 3):

The human mind is a relational and embodied process that regulates
the flow of energy and information.

According to Siegel, our mind is a dynamic process and it is closely
associated with the prefrontal cortex, our executive centre in the
Cognitive Brain. It is the seat of our “sense of self” and the “conscious
awareness”. We may direct the attention and focus of our mind. The
awareness of our mind can expand or concentrate depending on how we
choose to direct its focus.

We use the term “Body” to refer to our Instinctual Brain and all the
processes involved with this part of the brain. Figure 8 is an imagery
representation of the SCC skill, in which, the Mind and the Body are like
two close friends in the same person. The sense of self, or the “Me"” is
in the conscious Mind, having the AAA communication process with the
Body.
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Figure 13 Self-Compassionate Communication (SCC)
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We would illustrate this self-compassion exercise in the following steps:

4.2.1 Grounding — Having a Sense of “Me Here”

When we are stressed and are outside the window of tolerance of our
mood, our mind goes to the backstage and let the Instinctual Brain to take
charge. The key to put our Mind or the Cognitive Brain back onto the
driver’'s seat is important for our affect regulation. Having a sense of our
mind, in other words, a sense of “me here”, is an important step before
we can have a self-compassionate connection.

Connection between our Mind and Body starts when the Mind starts to
pay attention to bodily signals, including our sensory information (the five
senses), emotions, signals from inside our body (interoceptive signals like
pain, softness, etc...), body movements and functions (like breathing, or
walking).
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You may sit with a comfortable position on the chair, either close your
eyes or leave them open, depending on what feels comfortable for you.
Start to pay attention to your breathing, notice the speed, the warmth of
your breath, then try to gradually slow down your breathing, just like
comforting a baby. You may gently repeat these words to yourself in your
heart, “Slow down, it is ok, | am here, let's take a rest.” Continue for a
few times. Do this as if you are communicating with a close friend, this
close friend is your Body. You may consider your friend as your brother or
sister.

Treating your body as your close friend is to establish a relational
framework for self-connection. Your body is continuously working hard to
ensure your safety and survival, and keeps acting like an intelligence
agent to feed you information about conditions internal and external to
your Body. It is in fact, like your best partner/friend together with you
since you were born.

Continue to notice your breathing just like being with your best friend.
Expand the awareness of your body by noticing your body weight when
you breath out, the parts of your body in contact with the chair, the
surface of your foot in touch with the ground. On every breath out, notice
the weight of your body, sitting on the chair and supported by the ground.
Continue the grounding breathing for a while, just paying attention,
noticing that you are firmly sitting on the chair. Your awareness of “me
being here” is strengthen more, as your attention is more and more
connected with your bodily sensations and breathing.

Grounding is the first step in having our Mind back online, to be on the
driver seat again, if we are stressed and outside the window of tolerance.
We may not notice our anxiety if we do not slow down and connect our
Mind with the Body.
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4.2.2 Insula — Internal State Tuner and Integrator

The grounding exercise described above is a basic skill common to
mindfulness and focusing practice. Mindfulness has fast becoming one of
the most popular application for affect regulation and stress reduction,
with strong evidence for its efficacy (Kabat-Zinn, 2005). This section
attempts to explain from a neurobiological perspective the mechanism
behind mindfulness and focusing.

Pavuluri (2015) reviewed literatures on an important part in the centre of
our brain, called the insula. Itis an island like structure located in between
the cortex and the limbic system, connecting the cognitive, sensorimotor
and emotional brain systems. It was found that the insula is instrumental
in the integration of the cognitive, sensorimotor, and emotional functions
in the brain. In other words, it is the important central processor that
supports the integration between the functions of the Mind and Body.
When the Mind is paying attention to the signals from the Body, large
amount of neural information are passed between the Cortex and the
Limbic System and to the lower layer of the brain, through the insula.

While the mirror neuron can be viewed as an external tuner for our
interpersonal connection with others, the insula can be considered as an
internal tuner for our intrapersonal connection between the Mind and the
Body. Through the processing and integration of the cognitive and
instinctual information by the insula, our Mind is attuned with the Body,
having a full picture of what is happening inside and outside of our Body;
enabling the Mind to make adaptive decisions and action tendencies.
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4.2.3 Self-Compassionate Communication (SCC)

It takes two to communicate. How can we communicate with ourselves?
The two entities in a self-communication as we have presented in earlier
sections, is the Mind and the Body. The Focusing practice (Gendlin, 1982;
K. Whalen, Personal Communication, October 28, 2015), makes use of
the self-communication process, to facilitate insights and self-awareness.

In our model, we consider the Body as an intelligence centre with many
sensors. There are external sensors, that is, our sensory systems like our
vision, hearing, smell, taste, touch and balance; and internal sensors,
neural networks monitoring the internal state of our body.

We can think of our Body as a separate “person” to our Mind, having its
own processes that are mostly associated with the functions important to
our survival. Our Body is like a loyal friend and a servant to us. It works 24
hours round the clock to keep us alive. It keeps our breathing so that we
can have a continuous supply of oxygen; it monitors the environment and
our internal temperature and keeps our body temperature at an optimal
degree; it pumps the heart around 70 times every minutes, to supply
nutrients to all the cells in our body; when we need water or food, it will
remind us by sending signals of thirst and hunger to our Mind, so we can
take action to take care of ourselves; when we face danger, it will send
emotional signals of fear to our Mind, and neuroceptively put us in the
appropriate states, so we may protect ourselves from the harms; when
others love and care for us, it will send signals of affection and happiness
to the Mind, so that we know this is beneficial for our survival and is
something we pursue; even when we are sleeping, our Body keeps
working to maintain many physiological functions to keep us alive.
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The languages used by our Body are the sensations, emotions, and
movements. The Body needs to communicate with the Mind, so that the
Mind is aware of what is happening surrounding us and inside of us, and
make the appropriate decisions and take proper actions for an adaptive
and healthy life. This is what we meant by thinking of the “Body” as an
intelligence agent, collecting information from inside and outside the
body, then communicate to our Mind through sensation, emotions and
body movements. Figure 14 shows a conceptual diagram of the
Self-Compassionate communication process.
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Figure 14 Conceptual diagram of the Self-Compassionate commmunication
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As shown in the diagram, the “"Me" in the “Mind” keeps observing and
empathizing with the messages and signals from the Body. With the
integrational processes of the insula, our awareness of “what is
happening in the here and now"” keeps increasing. The Mind would just
observe and track the messages from the Body, keep expanding its
awareness from the body signals. More and more insights would
gradually emerge inside the Mind, which would communicate these
insights and thoughts back to body, the body would give another wave of
sensations, emotions or movements back to the Mind, feeding back how
adaptive these insights are matching with the reality that the Body
sensed. The Mind then becomes mindful on this new wave of message
feedback from the Body again. Gradually when the Mind has collected
and integrated enough information, it starts to come up with decisions
about the situation and forming action tendencies. The body would then
feedback about these new thoughts with another wave of body signals. A
sign of the completion of the integration is a resonant feeling from the
body in response to the thoughts and insights from the Mind (Gendlin, 1982)
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Integrating the AAA process into the above process, the Mind is open to
all the signals (be it positive or negative) from the body, accepts and
welcomes all these signals, because it knows that these are useful
information to facilitate good insights and decisions. The Mind keeps
attuning to the current situation through interaction with the body, and
keeps affirming and acknowledging signals from the Body.

An open, compassionate and accepting attitude of the Mind towards the
signals of the Body is the most important element in the whole process.
Applying polyvagal theory, it helps the whole person to be in the Safe
mode, such that the Mind can engage in a relational interaction with the
body.

The process of SCC can be illustrated with the following example.

| sit down and prepare myself for the SCC exercise. After grounding
myself with an awareness of “me here” and my Body, | turn my
focus to the signals from the Body. In my Mind, | imagine myself
sitting with my Body, who is the closest “person” to myself. | am
used to call my Body as my brother.

| start to feel a tight and uneasy sensation on my chest. As | notice
the tightness, | gently say to the chest part of my “brother” with a
compassionate attitude, “Hey you are tight here, it is ok, | am here.
What do you want to tell me?” Then | just wait and go back to the
observer mode. Keep tracking the response from the body.

Then | notice my shoulder and neck are actually quite tense, as | am
aware of the tension, they relax with my out-breath, and | realize that
| have been very stressed mentally, trying to meet the many
deadlines of work. Having this new insight, | started to have images
of my hard work over the past few weeks, and | reflect genuinely to
my brother, “You are stressed. | can sense your stress. It has been
a difficult time for you. Thank you for standing with me and working
hard for me!” Then | sense a stream of gratitude starting from the
bottom of my trunk, extending to the top of my head. | say to my
brother, “It feels so good, thank you! Yes, thanks for being a loyal
supporter of me.” The sense of gratitude turn stronger and then
ease off, changing into a calm and pleasant feeling, filling my whole
self. The tight feeling on the chest disappeared. | can feel my Body
totally relaxed and light.
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| go back to the observer mode. Staying with and being mindful of
the peaceful feeling and sensation. | then feel impulses on my
hands. There are little movements on my fingers. It is a joyful feeling.
| sense an urge to place my right hand on my heart. As | place my
hand on heart, | sense a warm feeling in that part, emanating
throughout the trunk of my body.

Then | sensed an uneasy sensation around the diaphragm area. | turn
my attention to that part and the uneasy feeling becomes more solid.
| welcome this new uneasy feeling, which is in stark contrast to the
warm and happy feeling on the chest. | hold my attention to both.
Then the images of those works waiting to be finished emerged, and
my chest started to become tight again. | sense the warm feeling is
still present, mixing with the tightness and the uneasiness. |
welcome these mixed feelings and sensation, as they are familiar to
me at other times when | am doing the exercise. | keep myself in the
loop of Accept, Attune and Affirm. | say to my brother, “Yes, there
are still hurdles to overcome, hard works to be done and
uncertainties.” These are the insights that come up in my Mind and
| reflect them to my Body. | continue to say, “ltis ok, | am here with
you. No matter what happens, we are together.”

In this situation, | am used not trying to actively change the feelings
and sensations by my Mind, saying things like, “Do not worry, we
will get things done. It is not difficult for you.” These words may
come out if | am not comfortable with the mixed uneasy feeling and
try to make it go. So holding a fully acceptant attitude is important,
let the body signals to facilitate insights and action tendencies,
instead of reactive responses due to an urge to escape from the
difficult feelings. When our Mind works too hard, it would come out
of the fully acceptant mode, and try to intervene before fully attuning
to the Body, and is prone to act immaturely and make wrong
decisions or choices.

It is a good practice to always “Welcome all the body signals, stay
and be compassionate with them.” | learnt this attitude of
“welcoming all bodily feelings and sensations” from my VWhole Body
Focusing (WBF) teacher, Karen Whalen. And from my own practice,
| adapted her focusing practice to the current SCC exercise
presented here.
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It is only when we are loyally following the AAA principle with a
compassionate attitude to our Body, we can be fully in tune with all
the useful information sensed by our Body, after fully integrating
with our cognitive Mind, to form useful insights and adaptive action
tendencies.

Back to my SCC practice, after | accept and stay with the mixed
feelings and sensations, warmth and tenseness, joy and stress, and
affirm these with compassionate words to my Body, the tense and
uneasy feeling gradually ease off. The mixed feeling is replaced by a
steady calmness and solid feeling. | notice my whole Body is sitting
comfortably on the chair, | notice my body parts touching the chair
and the ground. My Body turns my attention back to grounding state.
| feel calm, stable and solid. Gradually | sense a new insight in my
Mind, “You are more important than the works.” Followed by a
sense of touching feeling, starting from my chest, emanate
throughout my body. | stayed with the touching feeling and it
gradually turns into a sense of confidence, that | will be able to
complete my work. | reflect my insight to my body, “You are
confident now to complete the works on time.” And | sensed a
resonant feeling from the Body to my words.

Now | have a sense of completion to the SCC process. | thank my
Body and turn my attention to the surrounding environment, the
sounds in the room, then | open my eyes and look around, take note
of the room, and bring myself back to the room.

The above is one example of the SCC exercise. The experience may vary
from person to person and be different each time. Nonetheless, the
following principles and processes are common in practicing the exercise:

i. Start with the Grounding exercise;

Through grounding, we gain an awareness of our Mind and a sense
of “me being here”, and differentiated our Mind (the observer self)
from the Body (sensations, emotions and movements). It prepares
us for further compassionate communications.
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Fully accept/welcome all signals (sensations, emotions and
movements) from the Body; Keep holding a compassionate and
acceptant attitude to all the signals, images, memories, insights and
thoughts that emerged.

This is a very important attitude throughout the exercise. Often
times the negative signals (e.g. anger, stress, pain) are perceived to
be avoided and changed. Yet these are useful information from our
Body, waiting to be integrated and processed, to increase our
awareness of the situation. These signals becomes regulated when
they are being attended to, and integrated, at the same time, our
awareness and insights increased.

i. Keep engaging the Mind (our attention) on the bodily signals,

tracking the signals and observing the changes, wait for images,
memories or new insights and thoughts come up to our Mind.

Observe and be with the images and memories that come up, and
track further signals from the Body in responses to these
information; Reflect new insights/thoughts back to the Body
compassionately, then track further signals from the Body in
response to your empathic reflection. Keep in the cycle of: bodily
signals —> images, memories, insights/thoughts -—> bodily signals.

End the exercise when a resonant (agreeing) feeling is sensed
between the Mind and the Body just like in the above example. Or if
it is about the scheduled time for ending, tell your Body it is time to
end, “"We have about one minute before ending, thanks for being
with me and all the useful information. Please prepare to come back
to the room.” Then you may gradually notice the sounds in the room,
look around and notice the surrounding environment and end the
exercise.

We recommend you to try this exercise after some basic training in
mindfulness and focusing, and with guidance from people familiar with
the practice. It takes some guided practice to be able to master the skills
in the exercise.
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4.3 Building Therapist and Client Relationship -
Interpersonal Techniques

The same principle of a compassionate attitude applies not only in the
intrapersonal relational building process as described above, but also in
the interpersonal relationship between the therapist and the client. In
this case, the therapist needs to always hold a compassionate and
acceptant attitude toward the client. As one of the AEDP therapists (B.
Yip, personal communication, November 7, 2019) once metaphorically
reflected, you need to see your client as someone you really care for,
almost like holding your children in your arms. It is this level of
compassion and acceptance that helps to activate the Safe mode in
client, enabling them to wake up from the automatic defensive modes
of Danger and Hopelessness. Figure 15 is a conceptual diagram of the
therapist client relationship building process. The AAA process is
followed in the therapist and client relational connection.

Figure 15 Therapist and Client Relationship Building Process.
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4.3.1 Being Present in the Therapeutic Process -
The Dual Tuning Process

Recent literatures have placed emphasis on the need for the therapist
being present in the therapeutic process and with the client (Geller,
2017). We would illustrate such process from the perspective of a dual
tuning process. We conceptualize therapist's presence in the therapeutic
process as a state of being that is compassionately connected both
intrapersonally within the therapist and interpersonally with the client.

As we have illustrated in earlier section on the mirror neuron, it acts like a
tuner for us to enter into others’ internal world. To be present in the
therapeutic process, we need to have this tuner on in order for us to
attune into the client’s world. This is the crucial element to enable us to
be present with the client. In order to effectively enable the mirror
neuron, we need to be curious and paying due attention to client’'s
conditions and body languages. However, as we have illustrated earlier,
such practice may render us susceptible to the negative mood condition
of the client and being dragged into the black hole together with the
client, a phenomenon called compassion fatigue that may lead to
secondary trauma.

Therefore the therapist needs to first have an AAA connection with
themself, as we have illustrated in the earlier section, before they
connect with the client with their mirror neuron tuner turned on. The
purpose of such intrapersonal connection is to enable the self-regulation
process of our insula, to ensure the continual integration between the
Left and Right brains, the implicit and explicit memories, helping us to
keep regulating our internal conditions while being with the client,
protecting us from being traumatized by the traumatic experience of the
client.

If the mirror neuron is considered as the interpersonal tuner between us
and the client, then the insula can be considered as an intrapersonal tuner
for our Mind and Body. To be fully present in the therapeutic process
requires both tuners to be on at the same time. Such that both our Left
and Right brains are turned on, and continuously integrates the signals
from the client and ourselves, informing us the most adaptive decisions
and actions for the therapeutic process.
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Figure 16 is a conceptual diagram showing the dual tuning process of
presence in the therapeutic process.

Figure 16 The Dual Tuning Process for Being Present in the Therapeutic
Process.
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After having the right attitude and condition, we would present the skills
and strategies that we often adopt for the interpersonal connection part
for the clients in the following sections. There are three types of
interpersonal strategies in this manual: 1) relational strategies based on
attachment theory, 2) relational strategies from AEDP, and 3)
integrational strategies from AEDP. These skills and strategies are
presented in the following sections. The skills presented in this manual
are served as examples to illustrate the application of the principles. In
addition to these skills and strategies, readers may integrate and adapt
the therapy skills that they are familiar with into our treatment model
base on the treatment principles.
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4.3.2 Relational Strategies Based on Attachment
Styles

The skills and strategies presented in this section are adapted from the
materials presented by Kim Barthel in the workshop she provided in Hong
Kong (K. Barthel, personal communication, July 29, 2019).

As we have illustrated in the Assessment chapter on the attachment
styles base on the DMM model, there are three basic types of
attachment: 1) Type A: avoidant, 2) Type B: balanced, and 3) Type C:
connection seeking. We would present strategies for relating to the
insecure types (Type A and Type C) in this section, as they are most
commonly found among our clients.

e Strategies for Type A

Clients used to Type A style of coping learn from their childhood
experiences that their feelings and needs make others feel
uncomfortable. They were the children who are being rejected or
neglected by their caregivers. The more they feel anxious and
insecure, the more they are disconnected with the needs of
themselves and are more separated from themselves. They tend to
cope by pleasing others, being compliant and provide self-sacrificing
care. They are used to suppress their emotions and try every means
to avoid conflicts with others. They feel insecure with people and
sensitive to rejection from others. Therefore, they tend to be
self-reliant and are difficult to delegate or trust others. These clients
when being seen in therapy, are often withdrawn, avoid eye contact,
and sit in a flexion posture. You may find these clients very pleasant
and compliant in therapy, but emotionally distant from you. If we
cannot effectively engage them in session, they are prone to leave
therapy after some time without any signs of difficulty. They may tell
you their problems are solved but being vague in how they are
solved, or they would just say that they are too busy to come.
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In relating to clients of the Type A style, the aim is to increase their
connection to feelings and body sensations, through compassionate
acceptance. They will not open until they can sense full acceptance
from the therapist and feel safe. We need to be sensitive and be
aware of their body language, as they seldom expressed discontent.
It would be helpful to slow down, observe and carefully track the
communication process with the client. Giving permission and
helping the client to speak the unspoken is important to facilitate a
sense of understanding and acceptance. Avoid asking too many
questions, as they are sensitive to rejection and fearful of exposing
too much of their inner world. Seek opportunities to genuinely affirm
their strengths and help them feel being understood and accepted.
More skills of affect regulation can be provided to clients only after a
trustworthy relational connection is established.

e Strategies for Type C

Clients used to the Type C coping experienced inconsistencies and
uncertainties from their caregivers in childhood. Opposite to Type A
coping, Type C clients tend to seek connection with others in order
to feel safe. They would maintain eye contacts with you. You may
find them being clinging, demanding and attention seeking. They are
highly emotional and are anxious. They tend to have challenging
behaviors when there is no connection with others and feel isolated
and abandoned. They are overly focused on self needs and fulfill
them through reliance on others. As their insecure feeling increases,
they may display more aggression or feigned helplessness.

In relating to clients with the Type C behaviors, it is important to
maintain consistency in our relationship with them. Expectation
management is important to ensure a realistic expectation on what
the therapist may comfortably deliver. It is helpful to maintain eye
contact and connection. Their challenging behavior can be
considered as cries for help, and can be reduced by setting realistic
expectations. They seek all kinds of attention, positive or negative.
Therefore it is helpful to minimize your negative reaction to their
challenging behaviors, as they may be rewarded by being able to
trigger your reactions. Seek every opportunity to help clients to
increase self-regulation and self-awareness, and empower their
independence in coping and regulating their affects.
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4.3.3 Relational Strategies from AEDP

In this and the next section we would present the skills adapted from
AEDP for building good interpersonal relationship between the therapist
and the client. We find that the skills in AEDP are very suited for this
purpose. Please refer to the related AEDP literatures for details of the
skills (Fosha, 2000). Since our theoretical conceptualization is slightly
different from AEDP, the categorization of the skills is slightly different
from the original AEDP approach after our adaptation.

The purpose of relational strategies is to help making a therapeutic
connection with clients through corrective relational experiences. In the
process, we are able to track client’s condition from moment to moment
using our mirror neuron, and decode the information collected using our
internal tuner, the insula, and decide on the best way to give a sense of
safety and meaningful relational connection for the client. As the saying
goes, it does not matter what you do to the client, it matters how you
make them feel. Follow the AAA principle in your communication with the
client, so that they may have positive relational experience first on their
Right Brain, and subsequently opens up their Left Brain after feeling safe
and gaining trust in the therapeutic process.

The followings are some of the micro-skills that we adapted from AEDP.
Sample scripts are provided in each skill, however, these examples are
just given for illustration, and not expected to be followed strictly by the
therapist. As we are in tune with both the client and ourselves, we would
be able to give the most adaptive intervention and responses as a result
of the integration of our Left and Right brain.

e Dyadic affect regulation

Through this skill, the therapist helps the client to regulate their
affects by paying attention to client’s body, their strengths, or any
experiences the client is going through. It provides a good modelling
for client to also pay attention to their body and experiences.

Examples:

e Empathize and validate client’s experience
“| can sense your difficulties and your hard work.”
“I am very touched by your hard efforts!”

e Helping client to ground and stabilize
“Let's slow down, have a feel of ourselves and take care of
ourselves.
“Let's slow down, notice our breathing and notice our body sensations.
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e Undoing aloneness

The therapist actively relates to the client and supports the client, to
help the client feeling a compassionate connection with another
person, and thereby relieving them from their aloneness. Facilitating
a sense of togetherness and the “we here”.

“Yes | am listening, you may take your time to tell me about your
experiences”

“Thank you for sharing these experiences with me. Can you feel that
| am experiencing these together with you?”

“Can you feel my presence while you are recalling those painful
memories?”

“Can we go back in time together to revisit those experiences in the
past?”

e Explicit support

“How would you feel if | support you in this issue?”

“How do you feel being supported by me?”

“If all those who love you are here, what are they going to say about
you?”

¢ Validate Defense

When we sense client is not feeling safe and tries to defend, we
show our empathy to the defense. This can help to connect with the
client, enabling a safe feeling, and raise client's awareness of the
defense they has just raised.

“You were angry, because you want to protect yourself”

“Keep silent was the only choice you have according to the situation
at that time.”

“Itis natural to feel nervous and unnatural at your first therapy session.”
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4.3.4 Integrational Strategies from AEDP

The integrational strategies help to register the corrective experience on
the Right Brain to the Left Brain of the client. This is an important set of
strategies to help client to resolve their trauma. While the relational
strategies may also open up the Left Brain of the client by giving a safe
feeling to the Right Brain, the focus of relational strategies is not on inte-
gration. Integration is a deeper level of work after the client has gained
some positive relational experiences and developed trust with the thera-
pist. Therefore these strategies are often used after successful relation-
al connection with the client.

In the language of Danny Yeung (Personal Communication, November
12, 2016), a well-known AEDP therapist and trainer, the relational strate-
gies are the horizontal intervention; and the somatic and affective strate-
gies are the vertical intervention(+ <B4t EE#; The 16 horizontal and
vertical intervention strategies). In our model, the vertical strategies are
similar but slightly different to the transformational strategies in Yeung's
conceptualization. We named the vertical strategies as the integrational
strategies, which deepens the experience and insights of the client by
integrating client’s cognition with the experiences.

If we sensed client is not ready for integrational strategies, we would
always fall back to the relational strategies to build up the ground work.
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The following are some of the integrational strategies we adapted from
AEDP. For details of the skills, readers are encouraged to consult the
AEDP literatures (Fosha, 2000). It should also be noted that these skills
are not exclusive to AEDP. They are commonly shared among other well
established therapy models.

® Meta-processing

Meta-processing can be considered as a way of debriefing by
guiding the client to take a look back on the emotional experience
that they have just gone through, to facilitate and register the
insights gained through the experience onto the Left Brain.

The process is similar to the Self-Compassionate Communication as
described in the earlier section, with the difference being that the
therapist is now guiding the client going through the AAA processes
in the exploration of the experiences.

In the process, the therapist would direct client's attention to the
important experience just gone through, standing together with the
client to look at the piece of work that has just been done. The
following is an example of a meta-processing work.

The client has just recalled her experience with a failure in a public
examination. After being in touch with the shame and guilt feelings
associated with the event, the therapist helped the client to be in
touch with her sadness associated with the event at a deeper level.
The client cried in session expressing her grief over the loss as a
result of the event. And she was joined by the therapist showing
compassionate acceptance of her emotions and her experiences,
tracking and being present with her processes moment to moment.
The client was able to feel a relief about the negative event out of the
relational intervention of the therapist.

The therapist then started a meta-processing work with client by
inviting the client to look back on what just happened when they
were talking about the public exam experience, and ask how she felt
when reflected on the whole conversation just happened. Client
reflected that she had never gone through the event in such way
with another person. She was impressed and appreciative of the
feeling of support and understanding from the therapist. It helped
her to look at the event from a different perspective.
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Just like what happened with the AAA process in the SCC, the
therapist summarized and reflected the client’s insight back to the
client, “It seems that you are more supportive of yourself and be
able to arrive at a better place, if you can be accepted and supported
by an understanding person.”

The client replied, “Yes, | never had this experience before and in my
mind, | believed that everyone will laugh at me or criticize me if they
know what happened. | never thought that someone may
understand me and comfort me.”

The therapist then turned the client’s attention to her Body signals
again base on the new insight, “While you are saying this to me,
how is your body responding to what you just said?”

Client (C): | feel my body is relaxed and there is a sense of lightness.
Therapist (T): Great, just pay attention to the relaxed and light feeling,
and stay with it, see if anything comes up as you are paying
attention.”

C: | realize that it is a common experience to have failure in all of us.
| deserve to be cared for and be comforted. My heart feels for others
who have a similar experience like me, and we can support each
other in our weakness.

T: Cool. How is your body feeling now as you are having this insight?

C: | feel a resonant feeling in my body with this thought, and | feel
warm in my heart.

As we can see from the above example, the client's corrective
experience is deepened with the meta-processing, such that she is likely
to respond differently the next time when she experienced a similar
negative experience.
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e Portrayal

Portrayal is a technique consistent with the memory reconsolidation
theory. This is an important and effective skill in treating the
traumatic experience. We classified it as the integrational skill as it
integrates the implicit memory (Right Brain) with the explicit
memory in the Left Brain. Similar to the 3 elements in memory
reconsolidation, there are three steps of Portrayal.
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Reactivation

The traumatic memory needs to be reactivated in the first step of
portrayal. It is important to note that the client needs to be well
prepared before this, as the recall of the traumatic memory may
immediately throw the person out of balance outside the window
of tolerance of their emotion. A solid and trustworthy relationship
should have been developed before applying the portrayal
technique. In the reactivation, the client is guided in recalling the
imagery, feelings and experience of the painful past event, in the
presence of warm support of the therapist.

i. Corrective Experience

This step may sometimes be called as mismatched experience. It
would be best if the client has already mastered some affect
regulation skills like breathing relaxation, mindfulness and
focusing. But it is not a must. The therapist may guide the client to
regulate their affect while the client is exposing to the painful
memory. All the relational strategies may be used, such that the
client may feel the warm support from the therapist, facing the
painful past together. The main corrective experience happens in
the relational realm. The therapist, in the dual tuning mode, keeps
to accept, attune and affirm (AAA) the experience of the client.
The key is for the client to feel safe and support when they are
recalling the experience, such that their Left Brain (i.e. the explicit
memory) may open up and register the new corrective
experience.

.............................................................. Chapter 4

iii. Reconsolidation

Reconsolidation or transformation is completed after the therapist
being through with the client in the whole recall, and the client is
able to feel safe and supported in the whole process. Their Left
brain would have insights and autobiographical memory of the
corrective experience now. \When they recall such event in future,
both their implicit and explicit memories about the event may be
recalled, and they would still have some uncomfortable feelings
and negative impression on the event. At the same time, these
feelings are regulated, far less strong, and within the window of
tolerance of emotion. They would also have the clear awareness
that the event happened in the past. They no longer need to
medicate the pain using drugs and they are ready to make
compassionate connection with themselves and others.
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4.4 Helping Client to develop Compassionate
Intrapersonal Relationship.

By this time, most of the client’s traumatic experiences are resolved
through memory reconsolidation and corrective experiences in the
therapy. The client is ready for self-connection and develop skills to build
a compassionate intrapersonal relationship.

As the condition and educational level of clients are varied, readers are
encouraged to review the skills presented in the earlier sections on
“Grounding” and the “Self-Compassion Communication” techniques.
The techniques for therapist's self-care can be used for clients to
develop their compassionate intrapersonal relationship. Readers may
tailor the techniques to suit the needs of their clients. The key for this
part is 1o increase the resilience and ability to independently regulate
affect for the client.

4.5 Integration with other Therapy Modalities

David Grand (2013), who authored Brain Spotting once said, “There is
no turf when it comes to healing.” It is our aim in this manual to present
the principles of effective treatment so that readers may integrate the
therapeutic skills that they have already mastered into the treatment
model. In our development of the model, we are guided by the
principles gleaned from the neurobiological theories, systemic, short
term dynamic, attachment based and focusing oriented therapeutic
models, and our practice experiences. We then integrate skills and
technigques from different therapy modalities to form our treatment
model. The advantage of the current treatment model is that you may
apply the same principles into your work, and integrate your therapy
skills and strategies to fit in the treatment principles of this model. It
would require some adaptation and integration. And we hope that by
going through the process, you may gain more wisdom for the therapy
process and share with us in future.
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Chapter 5

Interpersonal Connection and
Relapse Prevention

At the conclusion of the intervention phase as depicted in the previous
chapter, the client would have resolved most of the issues in trauma and
substance abuse. And the important marker for the completion of stage 2
(the intervention stage) for a client, is a compassionate relationship with
themself. Based on the relational model, therapy work is not completed
until the client is able to make meaningful connections with others in the
community. Clients with substance abuse are usually connected with their
peers who also abuses substances and rely on drugs to medicate the pains
of the past. If clients recovered from the drug abuse go back to their original
community, they may be dragged back into the black holes again.
Therefore it is an important step to connect the client with a healthy
community before the termination of therapy, if possible at all means.

Figure 17 Developing healthy interpersonal connections helps relapse
prevention.
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We are not going to give a detailed treatment for this part as from our
understanding, many service providers have already established various
services to support clients connecting with health community. Clients
may join support groups with guidance on developing interpersonal
communication skills; joining community service programs, church or
other religious groups; or helping in programs of substance treatment.

After successfully connecting with themselves compassionately, the
clients would naturally be starting to connect with others. The therapist
can act as a coach in providing support and guidance at this final stage,
and moving towards completing service as clients are more and more
empowered to be independent on their own.

Completing the part of interpersonal relational connection is also the key
to bullet proof the prevention of relapse.
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Case Vignette
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6.2.1 B31Z A& (Relational Trauma)
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6.2.2 N1EB I BRI S (Intrapersonal Assessment)
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HRRZ T EREEMNREFNAEZERBR  BWNEEBENRRMNLEEE
PEAARERLIFBEREM (Maladaptive) I EHEBIREEREILIRNEE
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6.2.3 ARREAEETAYZE(H (Interpersonal Assessment)
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6.3.1 A EETIW B &K B EE (Therapist's Self-Care -
Intrapersonal Techniques)
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B EARNBEINR - DBUERITHLRE - ELMEEHAE (Coregulation) AY
B - ERIEZVARM T FRRAORBAMRER - thiVREHETHE R
o EAEARB LR FEIRREARIS -

6.3.2 45 ~ BBEEAEE (AAA : Accept Attune Affirm)

RNMERRE—REHL TR BB CREE - AREMHRACHRK
B T —BE-BERRR - ERRES » ARIL/NEIKR » RALK
AEROBEMERE  REXEEM - BNASBEARMRE—RER - thEE
B TRAM B - RIBRMEOIE - {4 THRRS - RNMABSER
HTHRBEMAES - N2 BERET - RNMARKRESEERELT
FEHEZED - EBLSREMNA  RKRFARADTENRRNE - B
IEHEZTRLZE2N > ALREKECNEEECEHEE - 4+ THEMNE
REMEAORERNMENKE - BRMANKERISEC » FECHKRESHE
FR/NMERERIER - TR NEER/NERBE SR - 4 THRRNIRZE
HFEMHRFVAAMER - BRNMNEFRMBEIWE ENIRE -

BENETATHHIRIE T/E - BIERE—D IR T AAARTBIE - ANMRRER
FTRESZE2FNBHEERNEEZRK - BRIBHNARGESZE  HA
MR BREANZISEER - RAMELIENRBEFRTEXZR
AHBECHNEE  ANBITFRENORIAAERE (Trigger) - BREWE
B MR EEACRERNMREL B EE (Defense) » BERF/OBEIN
= EMBREMELEEMN (Shutdown) AYIREE - EERBESHA (Numbing) °
HEESEAMEBNRINEMRATNHEENS - REMFRGIZET =
EIRZREIKNEN - RMEBSHS SR - tEBBmn 0 EER
BRWES -

FEECMESRENLTEME > RETHBRENAENERINNEE -
ERIBER » ERETT2NEN  ERMEHHEBECHNETERENER
FEAZ (Compassion) By » HMBLEEE B CRNLEREMLZIE (Polyvagal
Theory) FRETIEALAYZ 2ARAE » R HIBEE (Socialy Engaged) RIARRE » 3
MBS  BRANSEES @  BAMEERTIRIIR:  EhifhEASR
2MRRE - WP AFEEZ EBEECNBENSBESRAERER  FA
EERRMERMBER RS EEEECREE FHFLXENBERENR
& WANSEEEREENMAENREMEED -
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IR EATEEREE » FeEERAMMESFR/NES ENES: 81
MEE N~ BRARENMEZFNED - 2IGREECHETS LR,
REBEC MARKRNINELEHELRENER » M —EFRAER
NNBPEELERNERANEENERER - IREHFEEMWER » FNEBL
BEBRBRN  BERMAEEANZONER  BMERMEEEENARET
KAt ERBLELERNSE - #AFNAERESRIARNE > B2
MEZFHNNEMEL  BEHAEEEEENEENBEARE  SIBRHEE
LEENER  FR/NAEEIINBHBELEECATENSHENEREE - M
BEMHELSHENETE  FMthEHEBCEE > MEFEZRNEERNE
NER  RIpEMBECD BRNBEERCHESR - BHMEL - EEZBRN
7£B3{R (Intrapersonal Relationship) B —EREBEMIBE & /ARMEEEBRE
PERBABRNESRRTIRERN  BRNEE  FXTHEMNEC B
EZRCHEE  BRINEE  BEE ERENEREMANEEBRNZEN
BER  BABBIMEHNRERENIANEE  KaeALFEFFNEE -

ERFEENRE » 2 RZHBRNE © “FRABANENEREZE
BEIAM 27 BUNERIE ¢ “BIRERRARMTEFTEIRESEEMN -
RINEFE  BERZENMS > BREBEEH o7 BINENSE » HIFE
TAAABENVENBE M o
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6.3.3 BlERY B E

BBAANREIRY Y REAEFERAR - IRBEREES YHPHE
BREAMRZ2R - BERESLUDTRE - BESHERBZEAERE
BmLAF -

% FEEPRT THEMEZENBNEIEKRENERER - KBNS

BAHiE (PTSD) &I BEENEZHESBEZERENEEXR  EER
BRN—EEBIE ; MASEEA - BERNELU - REREBA - HA
NEEEIREBESR  SOLOERBRATR - KR BBSXEEMA[H
Bt (Flashback) ATl WMETRETEEESLEERT » EEEMNER
T 2@FIEZREER/BE  ER—ENAN  ABERMAMNERERY
RES - BRANEENRR - EEER - RAMIVCRAGNAZKABAGE
SRR - R EERBERFES -

ZIRNESREEMEFRM  ZFELKRMEBZE  FROMKRE » HEAIA
AERERAAMBRMER - FIMUBRENEHZHERZRERTERRARFA D
NERTRZE  RASEDEZTFBEEEREER  TRONREE @ BER
MRS > ULRERMANVERES - FNEEPNERILIATM - BENLE
REBFELNI S Z  EMEREEELISHNARTE (Implct Memory) »
R AR RN BEINERE (Explicit Memory) @ E It REZ 4 EFIRY
FMZELRNBXI MY » BEEMMRIELR2RAE » 18RRI RRA
NER  BMEBESREAGHER - EEAIBE —EFTELENET RN R EEHN
B2 BERIEEFERSRMINEE (Function of Drugs) R EFRERIGHIE
= I EA B NEENEEBCHAIGRRE - AHNRBEEZEDN
HIFER  BETHECHWEEMEIR -

MRMHBERS T EE - FERENMAR  SE-ERIRE  BR—EE
B RBEESH - BMAETT @RRT—EEREBELKRT  BEERY
—EEE  RA-ERAERES  RIRE - @EEERE - EEMKE
RS EE ? @EMEET—ERE  BRIMER - BIEBRIHAER
SRERGRENER - ARBMESLET —LAIGRENE (PTSD) HIL
BHEEM  BINRTHE CHERNBEMNER -
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ERETREBFSHELAENBRTET L2 NERBEEA SRR
fb{FIFEtAEERIE - WHAVARMAZBLREENKRE  AEMAILUEE %
fBEE" (Memory Reconsolidation) AV T5 - BN FARRFAFEELLASH
B - BENONEREERFARIRAGLRER  WRAEMEARER
H—EZ2ITENER  EEERIEERA—EEEEMNLR (Corective
Experience) » RIS THAILER - £ XL IEEEBER IR
ROUFRAEHENTRE - RERNHBIR  EREMIEF —E0BELERE
B SRR BB R EMREE  BIBEEREANRID » BRFEENEMAD
EANEERENSE  REELBEMKRNER - 2R ENEEZ0EA
ARBRRER 28R “HREMER" (Undo Aloneness) FIHT5 » $REZRR/)NE
SRR ISR > WA RREREMREADTE - NEE S EBHR
B HURFHEOMES  FAEHEEFNEEENEEmARS -

6.3.4 N1EBEBEIFRAIEL

FNBNEFRAGBRERB Y —RBENEER  EALBIES - SIIEER
BEZERNEEBERSOBMBORIT » MEFEM(Grounding) IFE
(Mindfulness) & - T8RP AEE M EMN S ERH/NE - ER/NERBBE
BERMNER  EEREMANEERNEREEBNRECHNRRA °

6.3.5 BEENEGE

Ef—RENE  RMNAGERESENBETEHEHEIMERAZMEDME
TEDRR  WaRNEREPRMEABHENBERREMNSIF - BHNAVE
DAN - BEBRRBERIAVEEINE - MBERBENEMRSIBHEHER
AUEAR @ REERD REHBMAVIKE - TR EMRVBEENEE - FEE
REREAETERRET » BiFER 0ERR -
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6.4 FTAPH{EINEI4ERIAEE

FRNMERBH TMRAROEZRNN AR - BRIBNAFHNREREDHR
RH200BEFR1FE - HEFCKNLUBIRESRNAREBHE - [
R R EZIEREBEX - HERIEAC - BERE @ AIBFEIAEN
[R/NE IR BERE ST VR AN A BRI ARV B R » theEE =ML - REER
BEERARBYE - T HEEE MR B AR - MtbRIZKH /0
RFRYISILLLER » MF BB T BOM—EA -

6.5 €50

HENMEME - LENEER—HEE - #EEBRNOBEHRE - BHRRR
FMRBENE - KEFRLHRIBBESZAR - EreERHRACHRE -
WHRENANE  FEECHFE » WeeHIANTERTEL - RER
MNMABETREBRENER - BERUERER  ERRET —BRFINARE
B ©

ASHIER - FEAEREANEE @ BB REIEEKER (Post Traumatic
Growth) °

EHBERASHE - EREFNERRLBEOZE - BVESES THOE
MY BRRERERANL  thEBERAICECHRYIEL - BRNEZRRA
DEHMBEXEAENEY - EECHRKEREEESIZRAIA - R ONE
RERALIFRELRT -

TERIRAIRATE SOBERA - ERYBIRAYES A =T AR IR o
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