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for contact and comfort. Emotions tell us what
we need.

o An engagement of the partner in a different way.
Fear organizes s less angry mote affiliative
stance. The partner in the example above puts

_ words to her emotional needs and changes her
part of the dance. New emotions prime new
responses/actions.

« A new view of the softening partner is offered
to his/her mate. The husband in the example
above sees his wife in a different light, as afraid
sather than dangerous, and is pulled toward her
by her expressions of vulnerability.

o A new compelling cycle is initiated. I the ex-
ample above, she reaches and he comforts. This
new connection offers an. antidote to negative
interactions and redefines the relationship as a
secure bond.

= A bonding event occurs in the session. This
bond then allows for open communication, flex-
ble problem solving, and resilient coping with
everyday issues. The partners resolve issues and

~ problems, and consolidate their ability to man-
age their life and their relationship (Stage Three
of EFT),

 There are shifts in both parmers’ sense of self.
Both can comfort and be comforted. Both are
defined as lovable and entitled to care in their
interaction, and as able to redefine and repair
their relationship.

For a therapist to be able to guide a couple
in the direction of such an event and help the
partners shape it, this therapist has to be willing
to engage emotionally. He/she has to learn to have
confidence in the process (the inherent pull of at
rachment needs and behaviors), and in clients’
abilities to reconfigure their emotional realities
when they have a secure base in therapy. Even so,
not every couple will be able to complete a soften-
ing. Some will improve their relationship, recluce
the spin of the negative cycle, artain a little more
emotional engagement, and decide to stop there.
The model suggests that although such improve-
ment is valid and significant, such couples will be
more vulnerable to relapse.

TERMINATION

I Stage Three of treatment, the therapist is fess
directive, and the partners themselves begin the
process of consotidating their new interactionsl
positions and finding new solutions o problem-

atic issues in a collaborative way. We emphasize
each partmer’s shifts in position. For example, we
frame a more passive and withdrawn husband as
now powerful and able to help his wife deal with
her attachment fears, while the wife is framed as
needing his support. We support constructive pat
terns of interaction and help the couple put together
a narrative capturing the change that has occurred
in therapy and the nature of the new relationship.
We stress the ways the couple has found to exic
from the problem cycle and create closeness and
safety. Any relapses are also discussed and normal-
ized. If these negative interactions occut, they are
shorter, are less alarming, and are processed dif
ferently, so they have less impact on the definition
of the relationship. The partmers’ goals for their
future together are also discussed, as are any fears
ahout rerminating the sessions. At this point, the
partners express more confidence in their rela-
tionship and are ready to leave therapy. We offer
couples the possibility of future booster sessions,
but this is placed in the context of future crises
triggered from outside the reladonship, rather than
any expectation that they will need such sessions
to deal with relationship problerns per se.

TREATMENT APPLICABILITY

EFT has been used with many different kinds of
couples facing many different kinds of issues. it
was developed in collaboration with clients in
agencies, university clinics, private practice, and a
hospital clinic in a major city where partners were
struggling with many problems in addition o re-
lationship distress. Many of these hospital clinic
couples’ relationships were in extreme distress.
Some of these partners were in individual therapy
as well as couple therapy and some were also on
medication to reduce the symptoms of PTSD or
other anxiety disorders, bipolar disorder, or chronic
physical illness. The EFT therapist will typically
link symproms such as depression to the couple’s
interactional cycle and attachment security. The
therapist focuses on how the emotional realities and
negative interactions of the partners create, main-
tain, or exacerbate such symptoms, and how symp-
toms in turn create, maintain, or exacerbate these
realities and interactions. In general, it seems that
placing “individual” problems in their relational
context enables a couple to find new perspectives
on and ways of dealing with such problems. As
one client, Doug, remarked, “1 am less edgy now
we are more together—but also, if I feel that edgi-
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ness coming, well, [ can go and ask her to touch
me, and it makes it more manageable. So | have
reduced my meds a bit, and that makes me feel
beter.”

As mentioned previously, EFT is used in clini-
cal practice with couples of diverse ages, classes,
backgrounds, and sexual orientations. The tradi-
tionality of a couple does not appear to have a nega-
tive impact on interventions (Johnson & Talitman,
1997). It seems to us that it is not the beliefs part-
ners hold, but how rigidly such beliefs are adhered
to, that can become problematic in therapy. Some
beliefs, particularly regarding the pathologizing of
dependency needs, are challenged in the course of
EFT. Women, for example, may be labeled as “sick,”
“Sramature,” “crazy,” or generally “inappropriate”
when they express their attachment needs in vivid
ways that their partners do not understand. The
ambivalence about closeness that women who have
been violated in past relationships express can also
be pathologized by frustrated partners. In terms of
sensitivity to gender issues, EFT appears to meet
the criteria for a gendersensitive intervention de-
fined by Knudson-Martin and Mahoney (1999):
The model focuses an connection and mutuality,
and validates both men’s and woman's need for a
sense of secure connectedness that also promotes
autonomy. The ability to share power and to trust,
rather than to coercively control the other, is in-
herent in the creation of a secure adult bond,

EET is used with gay and lesbian relation-
ships, and although there are special issues to be
taken into account, these relationships seem to us
to follow the same patterns and reflect the same
attachment realities as heterosexual refationships.
Special topics (e.g., partners’ having differing at-
titudes to coming out and the realities of HIV)
arise and have to be dealt with in sessions, but
the process of EFT is essentially the same with
these couples. We have not found lesbian part
ners to be particularly “fused” or gay male part
ners to be “disengaged,” and there is now research
suggesting that these stereotypes are inaccurate
{Green, Bettinger, & Zacks, 1996). An EFT thera-
pist would tend to see the extreme emotional reac
tivity that might be labeled as evidence of “fusion”
as reflecting atachment insecurity and the nega-
tive relationship dance maintaining that insecurity.

‘What does the research on EFT tell us about
how interventions affect couples with different
presenting problems? Low sexual desire been found
to be difficult to influence significantly in a brief
number of sessions (MacPhee, Johnson, & van der
Veer, 1995); indeed, this presenting problem seems

to be generally difficult to affect in psychotherapy.
However, there is erapirical evidence that for other
problems that typically go hand in hand with dis-
rressed relationships, effects are positive. Depres-
sion, the “common cold” of mental health, seems
to be significantly influenced by EFT (Dessaulles,
1991; Gordon-Walker, 1994; see later discussion).
Marital discord is the most common life stressor
that precedes the onset of depression and a 25-fold
increased risk rate for depression has been reported
for those who are unhappily married (Weissman,
1987). Research also demonstrates that EFT works
well with couples experiencing chronic family stress
and grief—for examnple, chronic iliness in children
{(Gordon-Walker, Johnson, Manion, & Clothier,
1997).

Traumatized Partners

EFT has also been used extensively for couples where
one partner is suffering from PTSD resuldng from
physical illness and/or abuse, viclent crime, or child-
hood sexual abuse {Johnson & Williams-Keeler,
1998, Johnson, 2002). EFT appears to be particu-
larly appropriate for traumatized partners, perhaps
because it focuses on emotional responses and
attachment. PTSD is essentially about the regula-
ton of affective states, and “emotional attachment
is the primary protection against feetings of help-
lessness and meaninglessness” {McFarlane & van
des Kolk, 1996, p. 24). As Becker (1973) suggests,
“a deep sense of belonging” results in “the mming
of terror,” and such taming is a primary goal of
any therapy for PTSD.

Trauma increases the need for protective at
tachments, and at the same time undermines the
ability to crust and therefore to build such atach-
ments. If the EFT therapist can foster the develop-
ment of a more secure bond between the partners,
this not only improves the couple relationship but
also helps partmers to deal with the trauma and
mitigate its longterm effects. For instance, a hus-
band might say to his wife, “I want you to be able
to feel safe in my arms and to come to that safe
place when the ghosts come for you. 1 can help
you fight them off.” When his wife is able to reach
for him, she simultaneously builds her sense of
efficacy (“ can lean to trust again™), her bond with
her husband (“Here 1 can ask for comfort”) and
her ability to deal with trauma (T can lean on you.
You are my ally when the ghosts come for me”).

Trauma survivors have typically received some
individual thesapy before requesting couple therapy
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and may be referred by their individual therapists,
who recognize the need to address relationship
issues. Indeed, for someone who has experienced
a “violation of human connection” (Herman, 1992),
such as sexual or physical abuse in his/her family
of origin, the specific impact of such trawma mani-
fests itself in relationship issues; it is in this con-
- text that the effects of trauma must be addressed
and corrected. When EFT is used with traumatized
partners, an educational component on trauma and
the effects of trauma on attachment is added to the
usual Stage One interventions. This is often cru-
cial, especially for a survivor's partner, who often
has no real understanding of what the survivor is
dealing with and therefore cannot be expected to
respond empathically.

In general with these couples, cycles of de-
fense, distance, and distrust are more extrems, and
emational storms and crises must be expected. The
therapist has to pace the therapy carefully, contain-
ing emotions a survivor is unable to tolerate. Risks
must be sliced thin, and support from the thera-
pist must be consistent and reliable. The endpoint
of therapy may be different from that in therapy
with nontraumatized partners; for example, some
kinds of sexual contact may never become accept-
able for a survivor of sexual abuse. For a survivor
of either sexual or physical abuse, the other spouse
is at once the “source of and solution to terror”
(Main & Hesse, 1990, p. 163). Such partners then
often swing between extreme needs for closeness
and extreme fear of letting anyone close. This
ambivalence has to be expected and normalized
in therapy. The therapist also has to expect to be
tested, and in general has to monitor the alliance
on a constant basis, since it is always fragile. The
solutions survivors find to the recurring terror that

- stalks them are often extremely problematic. Such
solutions may include substance abuse, dissocia-
tion, and violence against self and others. The first
stage of therapy may then also include formulac
ing “safety rules” around key stressful moments
when trauma cues arise in the relationship (e.g.,
sexual contact), as well as developing general strat-
egies for dealing with fear and shame. Shame is
particularly problematic with survivors; confiding
in or showing themselves to valued others is of
ten very difficult for them. A negative modei of
self as unworthy, unlovable, deserving of abuse,
and even toxic is likely to come up, especially in
key moments of change (see transcript in Johnson
& Williams-Keeler, 1998). The first antdote to
such shame may be the validation of a therapist;

however, the most potent antidote is the support
and responsiveness of one's primary attachment
figure, one’s parmer. The EFT treatment of survi-
vors and their partners is dealt with extensively
elsewhere (Johnson, 2002).

The treatment of disorders such as PTSD or
even clinical depression can seem mtmidating to
a couple therapist who is already dealing with the
multilayered complex drama of a distressed rela-
tionship. Factors that help the EFT therapist here
are, first, the way the client is conceptualized and
the alliance is viewed; and, second, the map of close
relationships offered by attachment theory, Human-
istic theory views clients as active learners who have
an intrinsic capacity for growth and selfactualiza-
tion. The therapist then learns to trust that when
clients can be engaged with, in contact with, and
fuily present to their experience—including the ne-
glected emotions, felt meanings, and tacit knowing
inherent in that experience—they can be creative,
resourceful, and resilient. The dients’ evolving ex-
perience becomes a touchstone for the therapist, to
which he/she can return when confused or unsure
as to the best road to take at a particular moment in
therapy. The therapist can also use his/her own
feelings as a guide to decode clients’ responses and
dilemmas.

Depressed Partners

The map offered by attachmens theory also facili-
tates couple therapy with partners dealing with
multiple problems as well as telationship distress.
Let us take depression as an example. As noted
earfier, couple therapy is emerging as a potent in-
tervention for depressed partners who are marieally
distressed (Anderson et al,, 1999). Couple and
family therapy is emerging as the logical treatment
of choice in all recent interpersonal approaches o
depression (Teichman & Teichman, 1990). Re-
search supports this focus: A partner’s support and
compasstor: predict more rapid tecovery from
depression (McLeod, Kessler, & Landis, 1992),
whereas a partner's criticism is refated o more fre-
quent relapse (Coiro & Gottesman, 1996}
Attachment theory views depression as an
integral part of separation distress that arises after
protest and clinging/seeking behaviors have not
elicited responsiveness from an atrachment figure.
Research has found that the more insecure part
ners see themselves to be and the less close they
feel to their mates, the more relationship distress
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seems to elicit depressive symptoms (Davila &
Bradbury, 1999; Beach, Nelson, & Q'Leary, 1988).
Depressed individuals describe themselves as anx-
ious and fearful in their attachmens relationships
" (Hammen et al. 1995) Attachment theory also
suggests that a person s model of self is constantly
constructed in interactions with others, so prob-
lematic relationships result in a senge of self as
unlovable and unworthy. The depression literature
has identified the key aspects of depression as fol-
lows: {1) untesolved loss and lack of connecton
with others; and (2) anger directed toward the self
in selfcriticism, together with a sense of failure and
unworthiness, as well as a sense of hopelessness
{a sense of the self as having been defeated and
disempowered). These aspects of depression-self
criticismn and anxious dependency—ate often highly
intertwined. Many of those who cannot find a way
to connect safely with a partner, for exampte, and
are engulfed with loss, also despise themselves for
needing others and contemptuously label them-
selves as weak. In experiential models of treatment
for depression, clients are supported to find their
voices and use their emotions as a guide to what
their goals are, whether it is more secure connect
edness with others or 4 more accepting engagement
with themselves {Greenberg, Watson, & Goldman,
1998).

So when an EFT therapist sees a depressed
partner who is nagging, seeking reassurance, and
trying to control the other’s behavior—all behav-
iors that have been found to characterize depressed
partmers’ interactions with their mates—the thera-
pist will view this as attachment protest. This per-
spective also predicts that depressive symptoms will
arise at times of crisis and transition, such as after
the birth of a child, when actachment needs be-
come particularly poignant and partners are not
able to support each other to create a safe haven
and a secuze base (Whiffens & Johnson, 1998). An
EFT therapist assumes that even if a partner comes
to a relationship with a particular vulnerability to
depression ot insecurity, new kinds of emotional
engagement with his/her emotional experience and
with the mate can break old patterns and create
new realities and relationships.

How may the process of change in EFT spe-
cifically affect a partner’s depression! In the first
stage of therapy, depressive responses are placed
in the context of interactional cycles and unimer
attachment needs. The parmers then become al-
lies against the negative cycle and the effects of this
cycle, including the dark cloud of depression. Legiti-

mizing depressive responses as natural and arising
from a sense of deprivation or invalidation in an
attachment relationship tends to balance the de-
pressed parmer’s tendency to feel shameful about
the struggle with depression. In the second stage of
therapy, the experience of depression evolves into
explicit components such as grief and longing, which
evokes reaching for the mate, or anger, which evolkes

" an assertion of needs or shame that can be explored

and restructured in the session. The process of
therapy directly addresses the sense of helplessness
that many partners feel by offering them an experi-
ence of mastery over their own emotional states and
their relasionship dance. New positive interactions
then offer the depressed partner an antidote to iso-
lation and feedback from an attachment figuze as
to the lovable and worthy nature of the self.

For instance, when Mary stepped out of her
career and had a baby, she was “dismayed” a year

later to find her new life “disappointing” and

“lonely.” Her physician diagnosed her as clinically
depressed and referred her for couple therapy. She
accused her partner, David, of only caring about his
waork, while he would state that he did not under-
stand what she wanted from him and he was work-
ing for their future. David withdrew more and more,
and began sleeping downstairs so as not t© wake
the baby. Mary became more critical of him and
more overwhelmed and depressed. She alse felt like
2 “bad mother” and decided that “David doesn't
zeally care about me. [ was a fool to marry him.” As
therapy evolved, Mary began to formulate her sense
of abandonment, and David began to acknowledge
his sense of failure and need to “hide” from his wife.
After 10 sessions of EFT, this couple no longer
scored as distressed on the Dyadic Adjustrent Scale,
More specifically, Mary's score rose from 80 at the
beginning to 102 at the end of therapy. Mary's
physicien independendy reported that she was no
longer depressed, and the couple displayed new
cycles of emotional engagement and responsiveness.
These parters experienced themselves as coping
with stress more effecvely, and a lyear followup
these results rernained stable. Since a partmer’s crig
cism and lack of supportiveness predict relapse into
depression, and secure attachment is a protective
factor against stress and depression, we assurne that
cycles of positive bonding interactions would help
prevent a recurrence of Mary's depressive symptoms.
If we were to take snapshots of key moments in
David’'s reehgagement in the reladonship and of
Mary's move to a softer position, what wouid these
snapshots look like?
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David

“] dor't want to run away from you. I just saw
your anger, not that you needed me.”

“I want to support you and be dose, but T need
some help here. I need some recognition whexn
[ try, fike when | look after the baby.”

“If you are fierce all the time, it makes it hard
for me to hold and support you. I feel like
'm a disappointment. So 1 hide out and work
harder at my job.”

“I want to feel like I can take care of you and
the baby. 1 want you to trust me a litte and
help me learn how to do it.”

Mary

Yo afraid that [ will start to count on you, and
off you will go again. I was let down in my
first martiage, and now in this one to. I'm
afraid to hope.”

“Maybe | am fierce sometimes. [ don't even
know that you are hearing me. It's hard for
me to admit that [ need your support.”

“T mead to know that | am important o you, and
that we can learn o be partners and parents
together.”

“T want to know that [ can lean on you, and
that you will put me and the baby first some-
times. 1 need you o hold me when I get over-
whelmed and scared.”

Violence in Relationships

Although violence is a contraindication for EFT
and for couple therapy in general, couple therapy
may be considered if violence and/or emotional
abuse is relatively infrequent and mild; if the abused
partner is not intimidated and desires couple
therapy; and if the perpetrator takes responsibility
for the abuse. The therapist will then wlk to the
couple about a set of safety procedures for them to
enact if stress becomes too high in the relationship
and increases the risk of abusive responses. The
position taken by such authors as Goldner (1999)—
namely, that perpetrators must be morelly chal-
Jenged but not reduced to this singular shameful
aspect of their behavior, their abustveness—fits well
with the stance raken in EFT. So, for example, 2
man who has become obsessed with his wife's
weight, and frequently becomes contemptucus and
controlling, is challenged when he minimizes his
wife’s outrage and hurt at his behavior. However,
he is also listened to and supported when he is
able to talk about the desperation and attachment

panic that precede his jibes and hostile cridcisms.
The therapist supports his wife to express her pain
and her need to withdraw from him, and facilitates
her asserting her limits and insisting on respect
from her husband. The husband is encouraged to
touch and confide his sense of helplessness, rather
than regulating this emotional state by becoming
cofitrolling with his wife.

The couple is supported to identify particu-
lar cues and events that prime this husband’s in-
securities and lead him into the initiation of abuse,
25 well as key responses that prime the beginnings
of trust and positive engagement. Rather than be-
ing taught to contain his rage per se, such a client
is helped to interact from the level of longing and
vulnerability. When he can express his sense of
helplessness and lack of control in the relationship,
he becomes less volatile and safer for his wife to
engage with. It is interesting to note that we do
not teach assertiveness in EFT, and yet clients like
the wife in this couple become more assertive. How
do we understand this? First, her emotional real-
ity is accepted, validated, and made vivid and tan-
gible. The therapist helps her tell her hushand that
she is burned out with “fighting for her life” and
that he is becoming “the enemy.” Once this wife
can organize and articulate her hure and anger, the
action impulse inherent in these emotions, which
is to protest and insist on her right to protect her-
self, naturally arises. She is able to tell him that
she will not meet his expectations about her physi-

* cal appearance, and he is able to piece together how

he uses her concern about her appearance as a sign
that she cares about his approval and still loves
him. This couple illustrates the work of Dutton
(1995), which suggests that the abusive behaviors
of many abusive partners are directly related to their
inability to create a sense of secure attachment and
their associated sense of helplessness in their sig-
nificant relationships.

Having discussed the use of EFT with differ-
ent kinds of couples and problems, et us now leok
a lie more closely at a typical distressed couple
going through the therapy process.

CASE ILLUSTRATION

Brad and Ann told one of us (SM]) that their 30-
year-oid relationship was now stuck in “constant
bickering.” This husband and wife were in their
late 50s, and their five children had now alt left
home. Brad had recendy retired from a senior
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administrative position, but Ann continued to work
as 2 financial analyst. Brad had experienced bouts
of depression all through his life, but these were
now “well contained” by medication. Both ident-
fied considerable anger at each other and a sense
of uncertainty as to how important they now were
in each other's lives. Ann had begun to take regu-
lar trips away from home to visit her adult chil-
dren and spent long hours working, especially since
she had just received a significant promotion. In

the first session, Brad tended to speak quiedy and ~

to make efforts to be “reasonable,” whereas Ann
was very quick, very assertive, and at times very
sharp with him. They stated that they had begun
recently to have strident argurments about their very
different perspectives on the history of the relation-
ship. Ann commented that she now understood
that this relationship had been “a lie,” and that
Brad had felt trapped into marriage because she
had gotten pregnant. Brad agreed that he had fele
trapped at first and had been “resistant” to the level
of involvement that Ann wanted, but that he had
grown to love his wife very much. He stated that
he now felt very desolate about their recent fighss,
where they would “demean and wound each other”
and then not speak to each other for days. He
added that he would like to have married some-
one who was “gentler and more open.” Ann te-
sponded by becoming very indignant and summing
up the history of the relationship as a story of her
moving from being “docile” and pursuing Brad for
closeness for many yeats, to finally learning to assert
herself and find happiness in her own career.

This couple was typical of many middle<lass
marriages in which the man's career is winding
down just as the woman’s cazeer is taking off. Ann
stated that she had supported Brad in his long fight
with depression (and he agreed with this), but that
she had gotten to the point of feeling drained and
resentful. Brad experienced that she had withdrawn
from him in recent years. She replied that he had
not been available to her for most of their mar
riage, especially when the children were young and
she needed his support. This couple were both
fervent Catholics, but also fought over points of
their religious faith. When Ann also pointed out
that Brad had not supported her after a recent
minor operation, he replied that this was because
she was just too difficult and too angry to take care
of. Ann ended the first session by pushing out her
<hin and stating in a determined voice, “This has
to change, or we have to split.”

This couple’s interactional cycle appeared in
the session to be critical attack on Ann's past, fol-

fowed by defense and withdrawal on Brad's part.
Both would then withdraw for several days until
the cycle began again, Ann was also spending less
and less time at home, as she and Brad became
ever more alienated from each other. They still had
occasional moments where they could discuss ideas
or enjoy an activity, but they were increasingly

spending time apart and had not made love for

over a year. Ann agreed with Brad that she was
indeed “fudgmental” and added that she had very
high standards for herself and others. She also
noted that he tock no responsibility for his passiv-
ity and past withdrawal into depression. With some
support from the therapist, Brad was able to ex
press his sense of “panic” when he tried to show
Ann affection but was “rebuffed again and again.”
Ann replied that he had always pursued her “just
for sex” and that she was not interested. When
asked whether she had ever felt supported and
taken care of by Brad, she said that he was “too
immature” to do that, and anyway, she took care
of herself. At such times, Brad would become si-
lent; when the therapist probed, he admitted that
he felt upset by Ann’s “constant disapproval” and
his sense of failure and powerlessness around her.

I his individual session, Brad elaborated on
how he flt unsure of his importance to his wife,
and how she had rurned o her fiiends in the last
few vears rather than to him. He felt “dominated”
by her but afraid to assert himself, fearing that she
would then leave him. He admitted to being
surprised when she expressed distress in the first
sessions, but he had remained cautious, since he
generally did not see her as vulnerable but as “dan-
gerous.” In her individual session, Ann admitted
that she was “on guard” in the relationship and had
“taken over” in the face of Brad's depression. She
felt that she had fought in the beginning of the re-
lationship to show she wasn't 2 “dumb housewife
married o the inteliectual,” and that she saw Brad
as “weak” and an “emotional cripple.” More sadly,
she added, “He can’t take care of me.” She agreed
that she was very angry with him and did not al-
ways understand how enraged she fele. She knew
she could be “rigid,” especiaily around “broken
tules.” As the therapist reflected the cycle and noted
how it left both of them defeated and alone, and
also probed for the emotions underlying the steps
in the dance, Brad was able to agree that he did not
respond to his wife; instead, he went “sdll like a
stone” because he was so afraid of her judgments.
She then became angrier and more contemptuous.

This hushand and wife were 2 highly educated
couple from a strict, religious, conservative back-
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ground, The building of an alliance was not an easy
process. They guestioned the process, the model,
and the way therapy was done; the therapist had o
struggle to stay as transparent, genuine, and
nondefensive as possible. Respectful curiosity and
requests for help in connecting with each partnet’s
experience did gradually create ans alliance. They
began to see events that had happened in the rela-
tionship from each other’s point of view, and w©
admit that both of them were afraid of losing their
marriage. They began to spend more time together
and to frame the cycle as holding them both hos-
tage. Brad became noticeably more open and began
1o express his hurts and fears. After six sessions,
deescatation seemed t have been achieved.

The process then seemed to maove naturally
into Brad’s becoming more involved and beginning
to talk abour feeling “discarded” 2s Ann moved
‘more and more into her career. Brad’s friendship
with a female cousin who was in 2 personal crisis
and calling on his support also became an issue.
Ann did not believe that this relationship was a
potential affair, but became enraged when Brad
went to spend an hour with this cousin. The most
notable tift in the alliance occurred when the thera-
pist tried to modutate Ann’s rage by commenting
that it was as if Ann wanted Brad to go to confes-
sion and admit his “sin” in this matter. She agreed
that this would be appropriate, but added that she
resented the therapist’s light tone. The therapist
admitted to being confused about the nature of
Brad's offense, and Ann was unable to explain her
sense of outrage. Step by step, with the therapist
evoking and heightening underlying emotions,
Brad moved into a more present and assertive
stance. Brad moved toward increased engagement
in this series of statements:

“I¢s hard to be warm to you when you don’t
give me any respect.”

“] can’t win here—you are so angry, like you want
to tear me apart. It does intmidate me. I'm
hutt t00. I am not going to plead and plead
and spend my life being judged.”

“You are right; | wasn’t there for you when the
kids were smali~I got lost in my depression.”

“1 have been a wimp, but when you get prickly,
well, Ljust freeze—I know 'm a target. [ know
1 will lose. I don't want to be controlled, so [
do shut you out.”

“1 feel like a sinner and you are like Jehovah. If
I tell you U'ne hurting, you will see me as just
weak. So 1 button up and go off to where it’s
safe. But | am getting angry now.”

“You override me—1 have to take a stand. { feel
like dirt when you scream at me. I'm tired of
being intimidated. I can never pass the test.”

“I want to be able to express myself, not with-
draw all the time. | won't be constandy tested.”

“Just sometimes, here, [ see that you are hurt too,
not just angry. 1 want to be there for you. |
want to be with you. T want you to respect me.”

At this point, just as Ann seemed to be be-
coming more curious about her parmer and less
openly hostile, a crisis occurred. Ann watked into
the next session and announced the marriage was
over. She stated that she now felt that Brad's friend-
ship with his cousin was “morally wrong,” and toid
him, “You are not going to hurt me ever again.”
A particular event had occurred where Brad had
strugeled out into a winter snowstorm after a fam-
ily supper, o help his cousin, who had stursbled
on the path, into the house. As Brad tried to reas-
sure his wife that this was polite consideration on
his part, she became more and more enraged. He
stated that he loved Ann and that his cousin was .
not important to him. He apologized if he had hurt
her by being solicitous of his cousin. Ann replied
by saying she felt she was “going crazy” and accus-
ing him of not “seeing my pain at all.” The thera-
pist tried to frame her sensitivity to her husband’s
kindness to his cousin as her hurt at not receiving
his attention and support herself, but Ann rejected
this and became even more angry, stating that she
was “humiliated” and was moving out of her and
Brad's bedroom. Just as Brad was reengaging and
the opportunity for more mutuality and connection
presented itself, Ann withdrew into rage. We were
ar an impasse.

In the foliowing session, the therapist began
to expand Ann’s rage with reflection, evocative re-
sponding, and heightening. Ann began to speak of
how she felt “hysterical” and “off balance,” and had
hegun to avoid Brad altogether by sleeping in the
hasement. The therapist decided to “unpack”—that
is, expand or deconstruct—the incident at the sup-
per. As Ann described again the snowy evening
incident, the therapist suddenly heard echoes of the
emotions Ann had touched on very briefly in the
first sessions, when she had described undergoing
her recent operation. As the therapist focused on
this, Ann revealed that there had been a moment
during this procedure when she had suddenly felt
helplessness, realizing that she could die if things
went wrong. As the therapist probed for what had
happened when she had returned home, Ann
shouted in rage that Brad had greeted her with 2
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statemnent that he was glad she was hotne, since he
could now go to bed. He had then taken his sleep-
ing pill and gone to steep. He had left the next day
for a long wmip. The therapist realized thac this inci-
dent had besn an anachment injury for Ann. The
incident at the supper was significant in thar she
watched Brad give caring—caring that she suddenly
hecamse aware she had needed but could not ask for
on the night of the operation—to someone else. As
the therapist linked the emotions of “helplessness”
and “lonely abandonment” to both incidents, Ann
broke down into sobs and grief. These incidents had
hecome particulatly salient when the therapist had
begun to frame Brad as accessible and encourage
her o consider risking with hirn in therapy sessions.

Let us look at part of the process that foliowed.

Ann: 1 don’t think [ can do this. It's like I'm in
shock. [ feel brokenwout of control. I am so
anxious, | went and got some anxiety pills from
my doctor.

SM}: It's hard for you to touch this place where
you feel vuinerable and need Brad—and remem-
ber how abandoned and alone you felt. Is that
it 7 {She nods.) You feel broken. [Reflection.
Heightening.}

Arni: 1 guess. I see him trying to be solicitous (he
rods), but I can’t respond.

Brap: Ity to comfort her, but her flashes of an-
ger throw me off halance too. I have never seen
her be vulnerable before, 1 can't quite figure it
out.

SMJ: (To Brad) It's hard for you to really see her
hurt, her fears. You are used to seeing her as so
strong and so in control! (Brad neds emphatically.)
{Validation.]

Bran: T'd like to comfort her. 'd like to nurture
her. (Therapist gestures to him to tell her this. He
does. Ann turns away from him.) [Shaping inter-
action with rask.]

SM]: {Seftly) What is happening, Ann, as Brad
says that he'd like to comfort you? [Evocative
responding.]

ANu: Fragile. (Very soft voice, holds herself with her
arms.)

SMJ: When you hear him offer comfort, you feel
fragile—hroken? It's hard to let him in, to feel
that need? You decided never again—after the op-
eration] [Evocative responding. Interpretation.]

Ann: (Angrily) Right. Ir's humiliating.

SMJ: You feel small—somehow ashamed to feel so
vulnerable? Am [ getting itf You had steeled
yourself for years, and then your walls shattered—

and he wasn't there. (Ann nods and cries.)

Bram: 1am oying. | mied to show you last night
that [ see how Pve let you down in the past and
that night after the operation. I never saw you
as needing me.

SMJ: What is it like for you to know that Ann
needs you and wraps her anger around herself
so you won't see how she needs? (Evocative re-
sponding. Interpretation)

Bran: I don't want her to hurt—but to know ] am
important to her, that's a relief, Makes me feel
whole again. I see her differently.

SMJ: Can you teil her, “I see you're hurting. 1 see
how I've hurt you. [ want to comfort you. [ want
to be needed”? [Shaping interaction. Heighten-
ing message.]

Ann: (In an angry voice) Now you see me-—now-—
do you! After all these years! (She weeps.)

Brap: (Very softly) 1 know. Why should you be-
lieve me! | guess | let you down lots, and in- .
stead of thinking of my cousin, 1 should have
been thinking of you—aking care of your hurt.
I know how much 1 have hurt you. I guess the
party incident was just the last straw.

SM]: Can you hear him, Ann? Telling you he does
see and care about your pain! Is there another
voice besides the one that says, “Don’t let him
in—don’t give him a chance to shatter you again”?
fReflection of process. Evocative tesponding.]

Ann: | feel hopeless. (She weeps. Her voice goes dead
and low.} I'm invisible if | don't shout. I'd rather
be angry—hostile.

SMJ: Can you tell him, “P've felt invisible, so now
I dare not hope that you will really want and
hold me—and be there when 1 need you. It's hard
to let my guard down and put myself in your
hands”? {She nods.} “Especially when I touch that
night, at the supper—when you leapt up to take
care of her"? [Reflection. Validation. Interpreta-
tion. Heightening.]

Ann: I'm not ready yet.

This process continued for three more ses-
sions. The therapist framed the partners’ responses
in terms of attachment needs and fears, and in
terms of the cycle of angry protest and defensive
withdrawal that kept them apart. Ann began to be
less volatle; she started to stand back and reflect
on the attachrnent injury at the party and the long-

term: patterns in their relationship. She said, “We

box each other into narrow comners.” She began
to talk about the “wound” of watching him offer
caring to his cousin, and described how when it
was wouched, she went into “free fall.” Brad stated
that he now saw his wife in a different light and
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felr stronger around her. He said, “We are com-
municating for the first time in our lives.” As the
injury of the abandonment after the operation and
the party incident began to heal, he became more
confident and commented, “I am learming how to
lead in the dance.” Ann began to express the at-
tachment fears that most partners express when
approaching more mutual connectedness at the end
of Stage Two in EFT. She talked about how it was
hard to “let go of the reins” and to admit that he
could hurt her. He reassured and validated her,
and asked her to take the risk of leaning on him.
This, process, having addressed the atachment
injury in the relationship, then took on the par
tern of a softening event: Ann risked more and
spoke of her attachment needs, and Brad stayed
available and responsive. They began to hold each
other, make love, and be “tender” with each other.
The spouses then moved into the third and last
stage of therapy, resolving differences about their
children and dealing with time management issues
related to Ann’s career and Brad's retirement needs.
They were able 1o deal with the transition to Brad's
retirement in a more cooperative way. The thera-
pist helped them formulate 2 concise narrative
about their relationship, their problems, and how
they had repaired their bond. Ann said, “We have
fallen, in love again-—and it feels a bit perilous—-but
I like it.”

At the end of therapy, Ann and Brad reported
that they stili had “blowups” but were able to end
thern and reconnect much faster. They also de-
seribed and demonstrared positive cycles of mutaal
comfort and reassurance. These cycles define the
relationship as a safe haven and a secure base for
both partners. As individuals, both Brad and Ann
learned new ways to deal with their emotions and
had expanded their model of self in the relation-
ship, as well as their view of each other. Ann de-
scribed herself as less of an “iron lady” and saw
Brad as warmer and more open. Brad commented
that it had taken him “forever o mature”—to “step
out of his depression” and be able to take care of
his wife. He told her that he was glad she had
stayed with him and worked things out. The re
pair of this relationship was complicated by alii
ance issues and by the attachment injury that arose
in Stage Two of the process of change. Neverthe-
less, this process followed the classic pattern of
change in EFT and illustrated the research find-
ing that the initial level of distress is less predic-
tive of outcome than the quality of the partmers’
engagement in the repait process and the female

partner’s faith that her parter cares about her and
her needs and fears.

BECOMING AN EFT THERAPIST

What are some of the challenges that face the
novice EFT therapist! We presurne that all couple
therapists struggle with integrating the individual

~and the system, the “within” and the “becween”

dimensions of couple relationships. We alse pre-
summe that most couple therapists struggle with
leading and following their clients. Furthermore,

rost couple therapists struggle to foster not only
new behaviors but also new meaning shifts

(Sprenkle, Blow, & Dickey, 1999). However, the

EFT therapist assumes that each parmer's emo-
tional engagement with inner experience and with

the other partner is necessary to render new re-
sponses and new perspectives powerful enough
to affect the complex drama of marical distress.

The novice therapist has to learn to stay focused
on and to trust emotion, even when & client does

not (Palmer & Johnson, 2002). Our experience

has been that clients do not disintegrate or lose
control when they access the emotional experience

in the safety of the therapy session; however,

novice therapists may, in their own anxiety,

dampen key emotional experiences or avoid them
altogether, We find that novice therapists are re-
assured by being given techniques such as ground-
ing 1o enable them to help clients {e.g., trauma
survivors) regulate their emotions in therapy, on

the rare occasions this becomes necessary (see

Johnson & Williams-Keeler, 1998, for an ex
ample). In the same way, novice therapists who

are distrustful of attachment needs may find them-

selves subtly criticizing a partnet’s fragilicy. The

cultural myths about attachment are that “needy”

people have to “grow up,” and that indulging
their neediness will elicit a neverending list of
demands. On the contrary, it seems that when

attachment needs and anxieties are dented or i

vatidated, they become distorted and exaggerated. -
Supervision or peer support groups that provide

such therapists with a safe base can help them

explore their own perspectives on emotional ex-

perience and attachment needs and desires.

A novice therapist also has to learn not to get
lost in pragmatic issues and the content of interac
tions, but instead to focus on the process of inter-
action: and the way inner experience evolves in that
interaction. The therapist has to stay with the cli
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ent rather than the model, and not try to push
partners through steps when they are not ready for
them. Sometimes it is when a therapist just stays
with a client in his/her inability to move or change
that new avenues open up. For example, when one
frightened man was able to explicitly formulate his
fear of commitment, and the therapist stood be-
side him in thar fear, he was then able to become
aware of the small voice telling him that all women
would leave him, just as his first love had done
on the eve of their wedding. As he grieved for this
hurt and registered the helplessness he sdll fele with
any woman who began to matter to him, his pare-
ner was able to comfort him. He then began to
discover that he could address his fears with his
present partner, and they began to subside. This
process differed from a previous session, when the
novice therapist had pushed the client to make a
list of risks he was willing to take and when he
would take them, only to find that he became even
more withdrawn after this session.

Novice therapists may also have problems
at first moving from intrapersonal to interpersonal
levels. Therapists can get caught in the vagaries
of inner experience and forget to use this experi-
ence to foster new steps in the dance. The pur
pose of expanding emotional experiences in EFT
is to shape new interactions. The therapist has
then to move into the “Can vou tell him/her?”
mode on a regular basis. Inexperienced therapists
can also become caught in supporting one past-
ner at the expense of the other. It is particularly
important, for example, when one partner is mov-
ing and taking new risks, to validate the mate’s
initial mistrust of this, sense of disorientation, and
inability to immediately respond to this new risk-
taking behavior. When the caveats sbove are at-
tended to, recent research (Denton et al., 2000}
suggests that novice therapists can be effective
using this model.

EFT AS A MODEL
OF INTERVENTION FOR
THE NEW MILLENNIUM

One of the clear strengths of the EFT model in
the present social context is that its interventions
are clearly delineated, but it still places these inter-
ventions in the context of the client’s process and
responses. [t is not an invariant, mechanical set of
techniques, It can address general patterns found
across many relationships, as well as the unique-

ness of a particular couple's relationship. The need
for efficient brief interventions also requires inter-
ventions to be on target. [t requires that they reach
the heart of the process of relationship repair. EFT
formulations and interventions are consonant with
recent research on the nature of distress and satis-
faction in close relationships, and with the ever
expanding research on the nature of adult fove and

_attachment relationships. In the present climate,

it is also particularly pertinent that EFT interven-
tions have been empirically validated and found
to be effective with a large majority of distressed
couples. Results seem to be relatively stable and
resistant to relapse. This model appears, then, to
be able to reach different kinds of couples in a brief
format and o create clinically significant and last-
ing change.

A recent decade review of the field (Johnson
& Lebhow, 2000) points out that the utilization
of couple interventions has increased enormously
in the last decade, and that couple therapy is used
mere and more as a resource to augment the men-
tal heaith of individual partners, particularly these
who may be suffering from such problems as de-
pression ot PTSD. These two individual problems
seem to be particularly associated with distress in’
close relationships (Whisman, 1999). As a client
rerarked, “Trying to deal with my depression
without addressing my unhappy relationship with
my wife is like pushing against both sides of
the door. I never get anywhere.” For individual
changes to endure, they must also be supported
in the client's natural environment (Gurman,
2001). EFT fits well into the emerging picture of
couple therapy as a modality that can address and
significantly affect “individual” problems, which
are now more and more viewed in their interper-
sonal context.

EFT also seerns to fit with the need for the
field of couple therapy to develop conceptual co-
herence. We need conceprually clear treatment
models that are linked not only o theories of close
relationships, but also to pragmatic “if this . . . then
that” interventions. Research into the process of
change in this model offers a map of pivotal steps
and change events to guide the couple therapist as
he/she crafts specific interventions to help patt
ners move toward achieving a more secure bond.
One coherent theme that is emerging in the couple
and family therapy field is a renewed respect for,
and collaboration with, our clients. We learned and
continue to learn how to do EFT from our clients.
To echo Bowlby's (1980} words in the final vol-
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ume of his atachment trilogy, we must therefore
thank our clients, who have worked so hard to
educate us.
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