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 Wat is trauma? 

 

 Theorie 

Procesfocus: mentaliseren 

Attachment/relationele focus  

 

 Praktijk 
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What is trauma? 

 Experiences that are different from the 

anticipated “average expectable 

environment” (Cicchetti, 2005) 

 Different types 
Sexual abuse, physical abuse, emotional abuse, 

neglect, dysfunctional families/household dysfunction 

(parental mental illness, substance abuse, violence, 

incarceration), natural trauma, war, terrorism, … 

 Different definitions  
broad versus specific definitions 

Type I and Type II  

 



Types of Trauma 
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Allen, J.G. (2005). Coping with trauma: Hope through understanding (2nd 

Edition). Washington, DC: American Psychiatric Publishing. 



Number of deaths US troops in 2010 

… and increasing!!! 



Early adversity: isolated events or 

part of a risky environment?  

 Trauma does not occur in isolation 

“Risky families and environments”  

  (Repetti et al., 2002) 

“Pathogenic relational environments” 

(Cicchetti & Toth, 2005) 

 Broader historical and sociocultural 

context needs to be considered  
 



A risk factor for psychopathology? 

 Population attributable fractions: 

Affifi et al. US NCS-R: childhood adverse 

events 

o Psychiatric disorders: 22-32% (women) and 20-24% 

(men)  

o Suicide ideation/attempts: 16-50% (women) and 21-

33% (men)  

 

 



Dube et al. (2001, 2003): adverse childhood 

events are responsible for 

o 67% life time suicide attempts 

o 80% child/adolescent suicide attempts 

o 64% adult suicide attempts 

o 56% life time drug problems 

o 63% illicit drug use 

o 64% intravenous drug use 

 

 

 

 



Dose-response relationships?:* 

 

*Anda, R.F. et al. (2006). The enduring effects of abuse and related adverse experiences in childhood : A 

convergence of evidence from neurobiology and epidemiology. Eur Arch Psychiatry Clin Neurosci. 2006 

Apr;256(3):174-86.  



 Early adversity, and (chronic) trauma in 

particular, “programs” the Hypothalamic-

Pituitary-Adrenal (HPA) axis 

 Leading to increased vulnerability for both 

psychiatric and (functional) somatic problems 

 At multiple levels: 

Neuroendocrinological 

Immune system 

Neural (pain processing) systems 

Psychological capacities (attachment, 

autonomy/self-esteem, reflective capacities) 

What are the mechanisms involved? 



The Life Cycle Model of Stress 
Lupien, McEwen, Gunnar, & Heim, 2009 Nat Rev Neurosci. 10(6):434-45  



 Developing stress system is under 

considerable social control 

Secure attachment buffers the effect of stress 

in early development (“adaptive hypoactivity”) 

and plays a key role in resilience and 

vulnerability (Gunnar & Quevedo, 2007) 

Role of care and social support in general in 

explaining gene-environment transactions 

(Champagne et al., 2009; Meaney) 

 

Trauma involving attachment disruptions 

typically associated with worst outcomes 

 



But what is trauma? 

 Two features stand out: 

 

Trauma seems qualitatively different from other 

experiences: associated with  

 “disorder of consciousness” 

 

=> Mentalisatie- of procesfocus 

 

Enactments and intergenerational transmission 

 

=> Attachment/relationele of inhoudelijke focus 

 

 



The experience of trauma 
 Speaking about trauma typically includes 

the use of embodied metaphors 

Feeling frozen, being stuck in time 

Feeling overwhelmed, burried, blown away 

Drawn into a psychic hole or a black hole 

Running around in circles 

Feeling crushed, squeezed 

 These seem to be expressions of the 

(therapist‟s) mind that is frozen in the 

face of trauma 
Fonagy, P., & Target, M. (2008). Attachment, trauma, and psychoanalysis. Where psychoanalysis meets neuroscience. 

In E. J. Jurist, A. Slade & S. Bergner (Eds.), Mind to Mind. (pp. 15-49). New York: Other Press. 



The experience of trauma 
 This leaves the trauma 

unintegrated,dissociated, and prone to acting 

out instead of reflected upon, and transmitted to 

the next generation 

 Central importance of shame (“toxic shame”): 

“blank experience” that prevents reflection 

And is likely to lead to re-traumatisation because 

of the “too-realness” of thoughts and feelings 

 Risk of re-traumatizing patients in our 

attempt to help them:  

how many clinicians can truly mirror in a marked 

way the traumatic experiences of their patients? 



Risk of re-victimization and 

intergenerational transmission 

 Associated with unhealthy behaviors 

(smoking, eating disorders, risky sexual 

behaviors) 

 Associated with self-mutilation 

 Associated with re-victimization and 

intergenerational transmission of trauma  



Resilience 



Resilience and Transformation 

 Human beings have a remarkable capacity 

to overcome and even thrive in the face of 

adversity 

 Resilience, post-traumatic growth, 

enrichment, transformation 

 Often leads to more enriched, more self-

conscious way of being, also expressed in 

gratitude and efforts to make the world a 

better place 



 Resilience and Transformation are equally: 

Embedded within attachment relationships 

Related to the capacity for mentalization: to 

be able to reflect upon the self and others, and 

to understand oneself and others 

Embedded within a historical and 

sociocultural context 

o Role of exemplars and role models 



Mentaliseerfocus 

 



Holding mind in mind 



Holding mind in mind in emotional states 



Psychologische equivalentie: 

Zekerheid over wat jezelf en anderen 

denken/voelen… 
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Teleologie – Quick Fix thinking 
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Blah blah blah 

blah blah blah 

blah blah blah 

blah…. 

 

Blah blah blah… 

Gnnnnarrrgh!   

Gnnaaaaargh

! 
 

 Naaarrrrrgh! 

Pretend Modus: “The Elephant in the 

Room” 

27 



Creëren van een coherente zelfrepresentatie door 

controle en manipulatie – Hyperactivering gehechtheid  

Attachment  

figure 

Self experienced 

as incoherent 

Alien part of self Self representation 

Self experienced 

as incoherent 

Externalization 

Door controle en manipulatie creëert de persoon een zekere 

mate van coherentie in de zelfstructuur = 

Externalisatie van het “alien self” 

Attachment  

figure 

Self experienced 

as coherent 
 



Self experienced 

as evil and hateful 

 Self-destructiveness and     

 Self-destructive relationships 

Projective identification is used to reduce the experience of unbearably painful emotional state of 

attack from within – externalisation becomes a matter of life and death and addictive bond and 

terror of loss of (abusing) object develops  

Perceived 

other 
  Unbearably painful 

emotional states: 

Self experienced 

as evil/hateful 

Torturing alien self Self representation 

Container Self experienced 

as hated and attacked 

Externalization 

Torturing alien self 

Addictive bond 
Self-harm state Victimized state 



Self experienced 

as evil and hateful 

 Externalisation & Violence Following Trauma 

Projective identification is used to reduce the experience of unbearably painful emotional state of 

attack from within – externalisation becomes a matter of life and death, the violent act protects 

against experience of intrusion and addictive bond and terror of loss of abused object can 

develop  

Perceived 

other 
  Unbearably painful 

emotional states: 

Self experienced 

as evil/hateful 

Torturing alien self Self representation 

Container Self experienced 

as hated and attacked 

Externalization 

Torturing alien self 

Addictive bond Self-harm state Violent state 

Self experienced 

as righteously vindicated 

Violent act 



Relationele focus 

 



How Attachment Works Emotionally 

DISTRESS/FEAR 

Exposure to Threat 

Proximity seeking 

Activation of attachment 

The interpersonal regulation of stress and arousal 

Down Regulation of  Emotions 



Good mentalizing skills are needed! 

Narrative competence  
   (Jeremy Holmes) 

Psychological equivalent of immunological 

competence 

Collaborative and coherent discourse (e.g., as 

in secure/autonomous AAI narratives) 

Evident in story telling, story listening, story-

understanding; story making and story 

breaking 

 



 Attachment security 

Security of internal mental exploration, 

even faced with adversity 

Ability to ask others for help = relationship-

recruiting  

Associated with so-called “broaden and 

build” cycles associated with attachment 

security (Frederickson, 2001) 

 

 



Attachment Disorganisation in Maltreatment 

DISTRESS/FEAR 

Exposure to maltreatment 

Proximity seeking 

Activation of attachment 

The „hyperactivation‟ of the attachment system 

“Traumatic bonding” 

Adverse Emotional Experience 



 Illustratie: splitting en oscillatie 
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Slachtoffer 

Vervolger 

Vervolger 

Slachtoffer 

Angst, wantrouwen, haat 

Angst, wantrouwen, haat 

Zelf-representatie Ander representatie 
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Slachtoffer Achtervolger 
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 Anxious-preoccupied attachment 

Hyperactivation of the attachment system, 

particularly under stress 

Overly trusting/claiming versus distrusting/rejecting 

Inability to (co-)regulate stress 

Inability to form a coherent narrative about one‟s 

own past 

No “broaden and build”: stagnation, regression 

Lack of resilience in the faces of adversity due to: 

o Lack of security of internal exploration 

o Lack of ability to rely on others in adaptive ways (cycles 

of clinging versus dismissing others/help) 

 



Deactivating attachment 

strategies 

 Compulsive autonomy/denial 

 But collapses under increasing stress 

 Is then similar to anxious/preoccupied 

attachment 

 



Disorganized attachment 

 Particularly maladaptive mix of 

hyperactivating and deactivating strategies 

 Leading to hypermentalization-

hypomentalization cycles 



Vertaling naar behandeling 

 POT: Plain Old Therapy? (Jon Allen) 

 Dubbele focus 

Proces/Mentaliseerfocus: "whatever it takes" 

 

Inhoudelijke/representationele focus (zeker 

bij Type II trauma vereist) 

 



Evidence base 

 PTSD 

 BPD 

 

 Brief PT 

 Longer-term PT 

Leichsenring, F., Luyten, P., Hilsenroth, M. J., Abbass, A., Barber, J. P., Keefe, J. R., Leweke, F., 

Rabung, S., & Steinert, C. (2015). Psychodynamic therapy meets evidence-based medicine: A 

systematic review using update criteria. The Lancet Psychiatry, 2(7), 648-660. 

 

http://www.vvpt.be/#/wetenschappelijke-basis/ 

 
  

http://www.vvpt.be/
http://www.vvpt.be/
http://www.vvpt.be/
http://www.vvpt.be/


Characteristics of mentalising 

 Central concept is that internal states (emotions, 

thoughts, etc) are opaque 

 We make inferences about them 

 But inferences are prone to error 

 Overarching principal is to take the 

 “inquisitive stance” 

= 

Interpersonal behaviour characterised by an expectation 

that one’s mind may be influenced, surprised, 

changed and enlightened by learning about another’s 

mind 



The basic stance… 



Basic techniques 

 Stop and Stand 

 Stop and Rewind to point before mentalizing was lost 

 Stop, Listen, and Explore a point when mentalizing 

was taking place – system restore! 



The simple idea behind MBT 

 Failure of mentalization in attachment 

associated contexts is key aspect of 

psychopathology 

 collapse of subjectivity associated with 

  intolerable mental pain 

  amplified experience of negative emotions 

  cognitive dyscontrol/overcontrol 

 A psychotherapeutic approach focusing on 

sensitively and gently expanding and clarifying 

the patient‟s representations of mental states 



Interventions: principles 

 Simple 

 Affect focused 

 Focus on patients mind (not on behaviour) 

 Relate to current event or activity (evidence 

based or in working memory) 

 De-emphasise unconscious concerns in favour 

of near-conscious or conscious content 



Interventions: Spectrum 

Supportive/empathic 

Clarification, elaboration, challenge 

Basic mentalizing 

Mentalizing the transference 
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Representational focus 
 Affect recognition 

 Affect amplification 

 Affect differentiation 

 Relating affect to interpersonal 

relationships and the IPAF in particular 

 Pointing out the “emotional cost” of the 

defensive function of this configuration 

 

= fostering development of second-order 

representations and mentalized affectivity 



Strategies for exploring IPAF 

50 



Oefening 

 



“While the content of an individual’s 

life history or a society cannot 

change, it can be reconstructed 

and told in a different way” 

Mary Main 

 


