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Attachment
 When secure attachment is present, the child is able 

to approach the caregiver, is able to gain comfort and 
is then able to leave

 When there has been insecure anxious attachment, 
the child seeks contact, clings, but isn’t able to gain 
comfort. The caregiver is labile and unpredictable 
failing to attune to the child   

 When there is insecure avoidant attachment the 
child avoids interactive regulation and doesn’t show 
an emotional response to the parent. The caregiver 
is emotionally not present and distant

J. Bowlby, 1980



Attachment Theory
 We learn to self regulate in the parent child 

relationship. We take this schema with us into our 
adult relationships

 Attachment Theory provides a model to understand 
these interpersonal schema. 

 Secure attachment

 Insecure anxious attachment

 Insecure avoidant attachment



Secure attachment fosters affect regulation

In secure attachment there is:

 an experience of personal distress

 a seeking of the attachment figure 

 the experience in the relationship of being soothed

 and then the possibility of leaving the relationship to 
explore the world

The process is one of engagement , distress being 
tolerated and then distress being modulated.



Early Attachment Functions
1. Protection

2. Provisioning

3. Soothing

4. Stimulating emotion

5. Containing emotion

6. Mediating exposure to the world

7. Socialising and boundary-setting

8. Emotional coaching

Gilbert, 2010



Insecure Anxious Attachment And Affect 
Regulation
Emotional stability is not achieved:

 Seeking of the attachment figure - the care giver 
relationship

 A clinging to the relationship

 A clinging and/or anger towards the attachment figure

 Soothing is difficult to achieve

 There can be continued struggle, clinging, fighting 
and protest to achieve a soothing experience

 It is difficult to leave the attachment figure.



Insecure Avoidant Attachment, and Affect 
Regulation
Emotional stability is not achieved:

 There is an avoidance and numbing with the departure 
of the attachment figure

 Soothing is not achieved on the return of the 
attachment figure

 There can be a focus on events/tasks 

 There is a withdrawal from the emotional interaction -
an emotional silence



When There is Highly Charged Affect and 
Significant Difficulty in Affect Regulation

Think about these interconnecting series of 
concepts/questions when working with clients;

 What is happening here in light of attachment theory?

 Trauma: has this client experienced interpersonal 
trauma, are the main difficulties with anger and 
anxiety not being regulated?

 Does the notion of complex trauma fit with what is 
happening?



Attachment: 
From External to Internal Regulation

 External interpersonal regulation occurs with the 
“parent/counsellor” providing soothing words to 
modulate distress

 Internal regulation occurs with the client being able to 
tolerate distress and be able to self soothe



Attachment & Trauma
 In trauma interpersonal attachment is disrupted

 Attachment concepts can be used to understand the 
relationships around the client and also the helping 
relationship

 The helping relationship can become an emotionally 
corrective experience

 Poor early attachment can in and of itself be trauma

 The parent/worker assists the “distressed child” to self 
regulate within a secure relational attachment

Briere, 2005



Complex Trauma
 When there has been interpersonal violence and 

victimization over a prolonged period

 Examples are child abuse, chronic DV, war, torture and 
trauma

 Personality characteristics are significant – eg.  poor 
identity, poor self esteem

 The trauma has a chronic and developmental nature 

 Not included in DSM IV (possibly in DSMV)



Complex Trauma- Key Features
 Chronic difficulties in identity, feelings of emptiness, 

lowered self esteem 

 Difficulty in maintaining interpersonal/family 
boundaries

 Difficulties in maintaining longer term intimate 
relationships; relationships can be chaotic  and 
harmful

 Difficulties in affect regulation/impulse control, and 
more utilizing of external tension reduction strategies 
such as self harming, binging/purging, alcohol use, etc 



Complex Trauma
 The full range of PTSD symptom cluster is not present
 Criterion A, exposure to a particular  event ….may not be 

satisfied 
 The re experiencing, avoidant features of PTSD may also 

not be present
 Borderline Personality Disorder (BPD) almost always co-

exists with Complex Trauma

 Note; Skills Training in Affective and Interpersonal 
Regulation with a Modified Prolonged Exposure Treatment 
Process. (group program for Complex Trauma)

A Clinician’s Guide to STAIR/MPE: Treatment for PTSD
Related to Childhood Abuse
Jill T. Levitt and Marylene Cloitre



Complex Trauma
 Similarities to Borderline Personality Disorder -

problems in Identity, Affect Regulation and 
Interpersonal relationships

 Noting this similarity may help to gain a different 
perspective with people who have been diagnosed with 
Borderline Personality Disorder



MINDFULNESS EXERCISE I
Mindfulness of the external world:

1. 5,4,3,2,1 exercises (5 senses or less)

2. Activity mindfulness – aware of body as it is carrying 
out activities (walking, going to gym, playing sport)

3. Noticing mindfulness – looking, listening, touching, 
tasting, smelling (drinking coffee/tea, eating, 
observing mindfully)



Maladaptive Distress Reduction Strategies

 Most people have “stumbled upon” distress 
reduction strategies

 Sometimes these are useful – they ALL work, at 
least in the short-term

 People go back to them over and over BECAUSE 
they work

 We need to ask:  “What is their purpose” – answer 
usually is that they reduce the pain

 Generally, maladaptive distress strategies won’t 
stop unless/until replaced by something just as 
effective



EXAMPLES OF MALADAPTIVE DISTRESS 
REDUCTION STRATEGIES

 Self-harming (cutting, burning, tattooing, 
piercing, over/under-eating)

 Suicidality

 Compulsive/addictive behaviours (alcohol, drugs, 
smoking, eating, pornography, sex, etc)

 Socially acceptable/under-the-radar strategies –
work(aholism), excessive social engagement, 
gossip, internet use, social media, watching 
tv/movies, etc

 Others?



Background to Mindfulness
 Origins in Theravada and Zen Buddhism

 Mindfulness streams in all major spiritual 
traditions – most developed in Buddhism

 Most mindfulness practise is not overtly 
therapeutic – personal and individual practice

 Mindfulness can be practised through: meditation, 
yoga, tai-chi etc

 Mindfulness can be practised through; walking, 
sitting, breathing, driving a car, riding a horse, 
anything that involves breath and life

 No need to adopt religious framework



Background (cont.)

 Mindfulness has only recently entered the professional 
domain

 Key seminal figure – Prof. Jon Kabat-Zinn, University of 
Massachusetts, MBSR Program

 Early work with chronic pain, BDP, Depression (Marsha 
Linahan – DBT; Kabat Zinn – pain, depression)

 Major current writers/researchers include Siegal, Teasdale, 
Kabat-Zinn, Williams, Bien, Linahan)

 Currently popularised in Australia by Acceptance 
Commitment Therapy (ACT) (Steven Hayes, Dr Russ 
Harris)

 Need to guard against professional “ownership” of 
Mindfulness concepts and practice (2250 year history)

 All Mindfulness writing and research promotes 
mindfulness  practice  by professionals on a daily basis as a 
core component



WHAT IS MINDFULNESS?
 What mindfulness is NOT?   MindLESSness!  

Examples of mindlessness are:

Breaking things, spilling things, clumsiness, accidents 
because of carelessness, inattention or thinking about 
something else

 Failing to notice subtle or not-so-subtle feelings of physical 
discomfort, pain, tension etc

 Forgetting someone’s name as soon as you hear it

 Listening to someone with one ear while doing something 
else at the same time

Getting so focussed on goals thatyouI lose touch with what 
you are doing right now

Getting lost in your thoughts and feelings



Examples of Mindlessness (continued)

Being preoccupied with the future or the past

Eating without being aware of eating

Having periods of time where you have difficulty 
remembering the detail of what happened (not dissociative 
state) – running on automatic

Reacting emotionally in certain ways – feeling like an 
emotion just “came out of nowhere”

Daydreaming or thinking of other things when doing 
chores

Doing several things at once rather than focussing on one 
thing at a time



Empirical Basis for Mindfulness
• Fairly recent (earliest treatment research: 1992 –

Kabat-Zinn et al)

• Areas researched; anxiety, major depresssion, chronic 
pain, fibromyalgia, eating disorders, cancer, psoriasis, 
mood disorders

• Clinician burnout is reduced when mindfulness is 
practiced (Krasner, et al, 2009)

• Mindfulness & neuroplasticity (“The Mindful Brain”, 
Siegal, 2007); 

• DBT/STAIR – BPD, Complex Trauma, PTSD (M. 
Linahan, J.T.Levitt; M Cloitre, 2005, 2007, 2009)



Working Definitions of Mindfulness 
 “The awareness that emerges through paying attention 

on purpose, in the present moment, and 
nonjudgmentally to the unfolding of experience 
moment to moment” (Kabat-Zinn, 2003)

 “The non-judgmental observation of the ongoing 
stream of internal and external stimuli as they arise.” 
(Baer, 2003)

 “Keeping one’s complete attention to the experience on 
a moment to moment basis” (Martlett & Kristeller, 
1999)



Schools/Frameworks of Mindfulness Practice & 
Research

 ACT – Acceptance & Commitment Therapy (borrows 
very heavily from CBT) (S. Hayes)

 DBT – Dialectical Behavioural Therapy (also borrows 
heavily from CBT and some borrowing from EMDR)  
(Marsha Linehan)

 MBCT – Mindfulness Based Cognitive Therapy (Zindel
V. Segal, J. Mark G. Williams, John D. Teasdale)

 MBSR – Mindfulness Based Stress Reduction – Grand-
daddy of them all (Jon Kabat-Zinn)

 EMDR – not explicitly claimed as Mindfulness but 
shares many elements

 American Assn for CBT accepts MBCT and ACT as sub-
modalities of CBT (although they are quite different )



How is Mindfulness different from CBT?

 CBT talks about positive and negative cognitions 
and is based on changes from negative 
cognitions/feelings (eg. I am a loser, I am going 
to die, feelings of anger, sadness, hurt, loneliness 
etc) to positive cognitions/feelings (I can do this, 
I will survive this because I am strong, feelings 
of hopefulness, contentment, joy, happiness etc)

 In mindfulness “acceptance of things as they are”  
even experiences that are painful, difficult and 
uncomfortable, is seen as the prerequisite for 
change



How Is Mindfulness Different From CBT? Slide 2

 Mindfulness proposes that developing a different and non-
adversarial and even curious relationship with our thoughts and 
feelings (eg. Hmm… I am feeling angry, what thoughts am I 
having at this time, what am I feeling in my body, what new 
thoughts are now coming along, what other thoughts, feelings 
and bodily states are accompanying this feeling?) and  not 
explicitly attempting a specific change in thoughts and feelings, 
suggests to patients that this new and  interested but non-
judgmental (thus no negative or positive connotations) 
relationship to thoughts, feelings and bodily states will almost 
inevitably create a shift

 The life struggle/experience becomes different  and our 
relationship to painful feelings and physical and emotional 
discomfort is different



How Are Mindfulness & Relaxation Therapy Different?
 Relaxation, distraction/diversion techniques all have a specific 

goal – reduction in current distress levels

 Relaxation strategies involve:

1. Use of the imagination to go out of the present experience (eg. 
guided visualisations) 

2. Introducing something new through imagination into the 
present (eg. breathing in peace/calmness)

3. Manipulating muscle tension and/or breathing to create a more 
relaxed state

4. Removing yourself physically from a distressing situation

5. Introducing different thoughts to induce a distraction from 
discomfort

EXERCISE:  RELAXATION EXERCISE – “Breathing In Peace”



KEY CONCEPTS IN MINDFULNESS
 Awareness – noticing as things occur

 Non-judgmental stance – not seeing things as right or wrong, 
good or bad, negative or positive;  moving towards noticing 
comfort, discomfort, pain, pleasure, difficulty, ease without 
proscribing any 

 Acceptance – allowing current experience to be and do what it 
does – acceptance doesn’t necessitate liking/enjoying 

 Observing Self (metacognition) – being able to think, feel, act 
and notice thoughts, feelings, physical sensations and actions 
concurrently (notion of curiosity about self and world)

 Can be applied to various domains – external world, internal 
(thoughts, feelings, physical sensations) and relationships (inter)

 2 areas – distress tolerance and self-soothing.  These are different 
and distress tolerance is most difficult 



Areas that Mindfulness can be Applied to in Clinical Practice
 Anxiety diagnoses – OCD,  Anxiety Disorders, BPD, PTSD etc - anxiety takes us 

into the future, mindfulness allows to look at the future from the present, rather 
than feeling like we are actually there in the future.  It also can assist in 
habituating to the present experience that is being avoided.

 PTSD – clients go into both the future (anxiety and avoidance) and the past 
(intrusive memories, f/backs, n/mares) and the experience of the present is 
often through hyperarousal (fear response, hypervigilance, emotional 
“flooding”) and difficulty in self-regulating affect.  The present is actually 
difficult for patients with PTSD to experience and notice (seeming dissociative 
state – not true dissociation)

 Grief & Loss – clients sometimes fear fully experiencing the depth of their 
sadness and pain.  Mindfulness can offer a safer way to experience what they are 
experiencing

 Depression – “flat affect” can actually be the masking of feelings that are being 
avoided because of the fear that they will be unbearable (sadness, hurt, pain, 
loneliness, anger etc)

 Physical Pain Management – this was where Kabat-Zinn began his work with 
chronic pain

 Relationship issues – empathy can be enhanced through dialogic mindfulness

 Eating/Body Image disorders (growing evidence base – MBSR)



MINDFULNESS & NEUROPLASTICITY
 In the past the brain was considered “fixed” – now know that it 

continues to change throughout life (Siegal; Cozolino)

 Recent MRI studies indicate that mindfulness and meditation practice 
can change/heal the neural pathways in the brain (Siegal et al, 2007, 
2009)

 Distressed (anxiety, depression) people have more activity in right 
prefrontal cortex of the brain

 Mindfulness activity increases activity in the left prefrontal cortex –
this change can occur in as little as 8 weeks of formal daily mindfulness 
practice (Siegal, 2009)

 Left prefrontal activity correlates with improved mood and more 
engagement in activities

 Empathy/compassion is activated by mindfulness which stimulates 
neural integration (emerging research: Lutz et al, 2004)

 This change may also correlate with a strengthened immune response

 Increasing body of neuroscience to support empirical basis of efficacy 
of mindfulness practice in patients – not a placebo effect



“Inner and interpersonal attunement stimulate the 
neuronal activity that links differenetiated areas to 
one another, which in turn promotes the 
neurogenesis, synaptogenesis and myelinogenesis 
that creates a more integrated set of neural 
circuitry.  This is how integrated firing in the 
moment becomes strengthened integrated neural 
circuits in the long run: how intentionally created 
states become long-term traits.”

Siegal, 2009



Mindfulness Exercise II
Mindfulness of the Breath

 This is the core mindfulness exercise – all other strategies come 
back to the breath

 Breathing is something we don’t usually bring into awareness

 It is something we carry with us everywhere

 It doesn’t matter if thoughts and feelings intrude, when they do, 
bring your focus back to your breath

 The purpose is simply noticing, accepting and being curious 
about your breath

 You are not attempting to breathe in any particular way



Mindfulness Strategies
 Breath - internal

 Body/external  – senses (touch, smell, sight, hearing, 
sight)

 Physical world - external

 Body - internal

 Thoughts - internal

 Feelings/emotions – internal

 Dialogic – internal and external (self & other)



Therapeutic Relationship
 Plays a key role in distress regulation

 Worker enters into client’s system

 Workers need to have strategies to deal with their 
own difficult emotions

 Needs to be “safe enough” for client to start to take 
some risks and try new things

 Worker needs to be “fully present” with client –
both doing and being

 Need to be aware of the “between” that is 
constantly occurring between worker and client –
“Dialogical Mindfulness”



Dialogical Mindfulness/Inter-Being
 Paying attention in relationship

 Examples of NOT paying attention:  missing vital cues, 
projecting your own feelings onto another, fighting or fleeing a 
difficult situation with somebody else, forgetting what the other 
has just said, etc.

 4 objects of clinician awareness when using mindfulness in 
relationships:

1. What is going on in the external world around you and the 
other person at the present moment?

2. Your own body sensations, thoughts and feelings

3. The other person’s words, body language, facial expressions, 
tone of voice, etc

4. Your felt sense of connection and disconnection with the other 
person in the moment to moment unfolding of the interaction



Dialogic Mindfulness

 This is the mindfulness that occurs in the interaction between 2 
people – a recognizing and awareness of the moment-by-moment 
experience of 2 people in relationship – can occur in professional 
relationships as well

 Patient has a sense of “feeling felt” – there is a “we” or “I-thou” 
presence in the clinician’s room

 The intersubjectivespace between both parties is acknowledged and 
brought into awareness

 A term for this  is “Inter-Being”

 A clinician can help bring this into awareness for a patient, while at 
the same time recognizing for him/herself the thoughts, feelings 
and body sensations that are occurring in each moment of the 
interaction



Dialogic Mindfulness/Inter-Being - an example

 Making these elements explicit through language 
can be enormously therapeutically powerful.  Eg.  
“As you talk about your losses/pain/fear etc and I 
see the tears in your eyes and as I am noticing the 
pain in your voice, I am aware that this is a very 
important moment between us, a really significant 
part of our human-to-human contact and 
relationship.  What is it like for you at this very 
moment, as you and I share your pain and distress 
here and now in this room?”



MINDFULNESS EXERCISE III

FULL BODY AWARENESS/BODY SCAN



SUDS –Sudden Units of Distress Scale

 Useful as a distress thermometer

 Can be used to rate internal levels of fear, anxiety, 
discomfort, distress, etc

 Very useful for patients to learn how to rate their 
internal levels of distress and the changes and 
differences that occur on a moment-to-moment 
basis and throughout a period of time.  People 
often think their distress is monolithic, eg. “I have 
been in complete pain all week” whereas it is 
constantly shifting and changing



Application of Mindfulness To Anxiety

 Mindfulness assists anxious patients (and of course clinicians too) to do a 
number of things:

 Activation of “observing self” (Hayes et al) – notice feelings, thoughts, 
sensations non-judgmentally and with curiosity 

 Early recognition of anxiety and fear (this is more desirable – as patients 
start to recognize early signs they are more able to bring themselves into 
the present and have more choices about how they enact/activate their 
feeling states) – patients learn that feelings unattended don’t go away

 De-escalate when arousal occurs, or when it is threatening 

 Self-regulate affect  and increase affect tolerance– by observing thoughts, 
feelings/emotions and body states in the present they are able to develop a 
different and non-adversarial relationship with their present experience, 
memories of the past and fears about the future

 Patients can imagine the possibility of safely having a distressing memory 
or a fear of a future event - rather than becoming “trapped” in the memory 
or fear, it becomes possible to experience it as a visit to the past or the 
future while being aware of it occurring in the present



Mindfulness and Depression

 Depressed clients tend to be located in the past – ruminating  
about past hurts, painful events, etc

 Depressed clients can appear “flat”, un-feeling – this can be 
understood as a way of keeping distant from the difficult 
feelings they may be experiencing

 Mindfulness encourages depressed clients to develop a 
different relationship with their sadness, hurt, pain or any 
other feelings they are avoiding– noticing, becoming aware of, 
accepting and “sitting with”, rather than trying to “get rid of”

 Mindfulness  fosters a centering and also a de-centering to the 
physical and emotional experience- the “observing self” can 
notice the feeling even as the person is experiencing it



MINDFULNESS & TRAUMA/PTSD

 Characteristic of PTSD is avoidance of trauma memories due to 
fear of being catapulted into past (and paralleled by unwelcome 
and unplanned intrusions of memories)

 Mindfulness assist patients to develop a set of present tense 
anchoring skills to de-escalate/self-regulate when trauma 
memory network is activated (differentiated from relaxation or 
distraction skills, which can often reinforce avoidance)

 Increases tolerance of painful affect

 Mindfulness can be incorporated into exposure therapy (which 
has strongest empirical evidence for efficacy with PTSD) –
trauma memories are noticed and observed as a complex of 
thoughts, feelings and body states triggered by past events but 
occurring in the present moment

 Patients are able to notice their moment-by-moment experience 
of the present when the trauma network is not being activated; 
awareness of when PTSD is not occurring



Compulsive & Addictive Behaviours

 Compulsive and addictive behaviours can be seen as misdirected 
attempts at mindfulness, but are actually distraction strategies

 It is useful to establish the purpose of the behaviour/s – all human 
behaviour has a purpose and compulsive/addictive behaviour has 
rewards – otherwise it wouldn’t be repeated

 Common comment is: “I do it because it take me away from what I am 
feeling”

 Based on a fear that difficult feeling states are dangerous or intolerable

 By increasing tolerance of difficult feeling states and providing self-

soothing skills, patients can be less likely to have to “exit” those states 

prematurely and dangerously

 Compulsive and addictive behaviours are more likely to decrease when 
the purpose they serve can be answered by something more healthy



STAIR/MPE
Skills Training in Affective and Interpersonal Regulation
 Provides a model for working with women who have experienced 

childhood abuse
 It is a two phase model of intervention; the first phase relating to skills 

training in affect regulation and interpersonal skills. The second phase 
relating to a modified cognitive behavioural exposure trauma model of 
intervention.

 In phase one as well as skills training the interpersonal schema 
resulting from the childhood trauma are elucidated eg “to be attached 
is to be abused” and new schema are developed

 The skills to assist in affect regulation include;
- Stress reduction, breathing retraining 
- Self monitoring, 
- Identifying and labeling  feelings,
- Connecting feelings, thoughts behaviours
- Distress tolerance

A Clinician’s Guide to STAIR/MPE: Treatment for PTSD Related to Childhood Abuse,  Jill T. Levitt and 
Marylene Cloitre, Cognitive and Behavioral Practice 12, 40–52, 2005



PRACTICE FRAMEWORK
 Awareness & identification of feelings

 Exploration of feelings

 Processing of feelings

 Exploration of feelings within relationships



Some Concrete Skills
 Specificity – eg. “When you say ‘I’m just not coping’ can you tell 

me more about what that means? What is going on for you at 
those times?  What are you thinking or what is happening 
inside?”

 Immediacy – eg. “As you sit there with tears in your eyes, 
something is happening – can you tell me what is going on right 
now?”; “if that feeling in your body had a voice what would it 
say?”

 Paralinguistics – adopt appropriate body language, voice 
tone/pitch, eye contact, etc

 Monitor arousal levels – using SUDS and observation.  When 
necessary put on the brake – containment and feedback 
(reflection of content/feeling) skills

 Check tense – if client moves into present tense then may be 
experiencing traumatic memory



Awareness & Identification
 Client is assisted to identify feelings (sometimes entry 

point is thoughts or body sensations)

 Counsellor acknowledges feelings and their attached 
thoughts, beliefs, memories, connections to 
relationship

 Explores intensity of feelings (SUDS)

 Naming feelings reduces arousal



Processing of Feelings
 Cognitive processing – exploration of cognitive and 

interpersonal schemas

 Focus on thoughts, beliefs around feelings

 Counsellor doesn’t give conclusions or assumptions –
asks curious, leading questions



Exploration of Feelings
 Client explores complexity of feelings – (layering –

primary or secondary)

 Counsellor listens to intonation, paralinguistic cues, 
discrepancies between what is said and emobodiment

 Counsellor notes and asks questions around this



Exploration of Relationships
 Through cognitive and systemic processing client 

moves towards an empathic understanding of others’ 
experiences

 Counsellor, as part of client’s system now, enquires 
about interactions in client’s broader system, its 
emotional culture and the meanings to the client of 
those interactions



Skills Practice:  Mindfulness on Our Work
 Individually sit and think mindfully about:    a 

client you are working/stuck with - notice what 
happens in your thoughts, feelings and body when 
thinking about this client, then think about what 
are some of the things we have covered today that 
you could apply to working with this client?

 In pairs interview each other about:   thoughts, 
feelings, body sensations when thinking right now 
about application of today’s material to your work 
(think about specific patients, colleagues, family 
members, friends)



COUNSELLOR-CLIENT RELATIONSHIP
“By offering unconditional caring, acceptance, mindful
awareness and attunement, the compassionate
clinician becomes the antithesis of, if not the antidote
to, the client’s initial traumatisation, providing input
for changes in the survivor’s perception and response
systems. The therapeutic relationship itself becomes a
nonverbal cognitive therapy instrument, heightening
awareness of the disparity between then and now.”

John Briere, 2011



FEEDBACK & FINISH
This weekend practice mindfulness for at least 30 

minutes each day.


