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None



Discuss the foundation of trauma therapy

◦ EDS & PTSD symptom stabilization through safety
and containment.





Discuss therapeutic tools for cultivating
safety and containment
Discuss options for exploring trauma impact
in the present moment
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Backholm K., Isomaa R., & Birgegard A. (2013) The prevalence and impact of trauma history
in eating disorder patients. European Journal of Psychotraumatology, 4 (1).
https://www.tandfonline.com/doi/full/10.3402/ejpt.v4i0.22482



The vast majority of women and men with anorexia nervosa, bulimia
nervosa (BN), and binge eating disorder (BED) reported a history of
interpersonal trauma. Rates of PTSD were significantly higher among
women and men with BN and BED. Subthreshold PTSD was more
prevalent than threshold PTSD among women with BN and women and
men with BED.




BN and BED are associated with childhood abuse, whereas AN shows
mixed results. Individuals with similar trauma should be monitored for
early recognition of EDs.




Mitchell K.S., Mazzeo S. E., Schlesinger M.R., Brewerton T.D., & Smith B.N. (2012).
Comorbidity of partial and subthreshhold ptsd among men and women with eating
disorders in the national comorbidity survey – replication study. International Journal of
Eating Disorders, 45 (3) 307-315.

Caslini M., Bartoli F., Crocamo C., Dakanalis A., Clerici M., Carra G. (2016). Disentangling
the association between child abuse and eating disorders. Psychosomatic Medicine
Journal of Biobehavioral Medicine, 78 (1) 79-90.

Attachment insecurity, characterized by affect dysregulation and
interpersonal sensitivities may help to explain why eating disorder
symptoms may be one consequence of childhood maltreatment in a
clinical sample.


Tasca G.A., Ritchie K., Zachariades F., Proulx G., Tinneer A., Balfour L., Demidenko N.,
Hayden G., Wong A., & Bissada A. (2013). Attachment insecurity mediates the
relationship between childhood trauma and eating disorder psychopathology in a clinical
sample: a structural equation model. Child Abuse & Neglect The International Journal,
37 (11) 926-933.
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Despite noteworthy clinical suggestions, the scarcity thus far of the studies in
the literature, and their methodological limitations, do not allow clear
conclusions to be drawn with regard to EMDR's efficacy. Conclusions: EMDR
appears to be a promising approach, but further scientific evidence in
support of its efficacy is required.




Building evidence that DBT‐PTSD has promise for reducing severe and
chronic PTSD after childhood sexual abuse.









Ben-Porath D. D., Federici A., Wisniewski L., & Warren M. (2014). Dialectical behavior therapy:
does it bring about affect regulationin individuals with eating disorders? Journal of
Contemporary Psychotherapy, 44, 245-251.
Lynch T.R., Gray K.L.H., Hempel R.J., Titley M, Chen E.Y., & O’Mahen H.A. (2013). Radically opendialectical behavior therapy for adult anorexia nervosa: feasibility and outcomes from and
inpatient program. BMC Psychiatry, 13, article number 293
Federici A. & Wisniewski L. (2013). An intensive DBT program for patients with multidiagnostic
eating disorder presentations: a case series analysis. Internaltional Journal of Eating Disorders,
46 (4) 322-331

Lacking research on Cognitive Processing Therapy & Somatic Experiencing
specifically with eating disorders

Focus stabilization efforts on
◦
◦
◦
◦



Steil R., Dyer A., Priebe K., Kleindienst N., & Bohus M. (2011). Dialectical behavior therapy for
posttramatic stress disorder related to childhood sexual abuse: a pilot study of an intensive
residential treatment program. Journal of Traumatic Stress, 24 (1) 102-106.

Building evidence suggests that DBT & RO-DBT is effective in treating those
with eating disorders




Balbo, M., Zaccagnino, M., Cussino, M., & Civiiotti, C. (2017). Eye Movement Desensitization and
Reprocessing (EMDR) and eating disorders: A systematic review. Clinical Neuropsychiatry: Journal
of Treatment Evaluation, 14(5), 321–329

Behavior change
Psychoeducation
Skill building
Provide frameworks for discussing current impact
of trauma history

Pacing: slow & steady wins the race
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Stage 1: Safety & Containment
◦ Psychoeducation
◦ Skill building

 Quieting the amygdala

◦ Symptom management (PTSD & EDS)



Stage 2: Processing
◦ Cognitive
◦ Emotional



Stage 3: Reclaiming life and meaning
◦ Reconciliation of the world’s ‘ugly’ truths
◦ Choosing to thrive despite uncertainties
◦ Growth

Briere J. & Scott C. (2006) Principles of trauma therapy a guide to
symptoms, evaluation, and treatment. Sage Publications, Inc.



Affirming without explicit details or memories
◦ Example: There is a big difference between “I was
molested by uncle between the ages of 8-12yo & it
continues to effects me now in the following
ways…..” versus “I can remember laying in bed at
night, my body tense, waiting and listening for the
sound of his foot steps on the stairs.”



Focus on discussing the ways someone’s
history impacts the way they currently think
about themselves, others, & the world as well
as how it impacts their behavior.

5

6/23/2020



The range of experiential intensity that is
tolerable for each part of you & within which
you can learn, have an inner sense of safety,
and be engaged in life.

◦ Determined by temperament, level of physiological
reactivity, & experiences
◦ Consistently achieved through awareness of &
regulation of physiological & emotional arousal
 Auto and relational regulation

◦ Once the parameters of one’s WOT are understood,
the goal transitions to ‘widening’ the window.

Boon S., Steele K., & Van Der Hart O. (2011) Coping with trauma related dissociation:
Skills training for patients and therapists. Norton & Company, Inc.
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How does this model apply specifically to
eating disorders?

◦ Eating disorder behaviors are an attempt to get
back in the window……but it doesn’t last.
◦ The WOT becomes smaller and smaller over time as
a result of using behaviors in response to the
smallest emotion (addictive behavior).
◦ Given this, it makes sense why our clients want to
hold onto behaviors.
 We have to make a good argument about replacing
their behaviors.



Hyperarousal

 leads to lack of reflection

◦ Tactics to decrease stimulation:






Distraction versus avoidance
Containment
Express emotion appropriately
Reassure & soothe
Grounding (for distraction)
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Hypoarousal

 Avoidance that maintains dissociation and prevents
healing

◦ Tactics to increase sensory stimulation:

 Previously discussed skills still appropriate, particularly
Grounding (for engagement)
 Physical & mental activity
 Use heat (beverage, shower, etc.)
 Use cold (hold ice or other cold object)
 Use tactile sensation (ex: put feet in the grass)



Awareness building



Emotion regulation skills

◦ Body scans
◦ Pulse exercise
◦ Non-judgmental curiosity

◦ Identify & manage vulnerabilities
 ABC PLEASE

◦ Consistent self-care



Distress tolerance skills
◦ Soothing & Grounding
 TIPP
 5 senses

 Comfort pack

◦ Distract

 ACCEPTS
 IMPROVE the moment
McKay M., Wood J.C., & Brantley J (2019) The
Dialectical Behavior Therapy Skills Workbook. New
Harbinger Publications, Inc.
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Literal containment box
Sandwiching skill groups around processing
groups

◦ Consider how meal times impact process groups &
vice versa






Safe space meditation
Containment rituals at the beginning & end of
process oriented groups

Trauma reenactment can increase awareness
of thoughts as well as insight into the
residual impacts of trauma

◦ Miller D. & Guidry L. (2001) Addictions and Trauma
Recovery. W. W. Norton & Co.
 Side note: I view TRM as loosely similar to Internal Family
Systems, at least in that both models seek to increase
internal awareness & explore function of
thoughts/feelings/behaviors
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Internalized Victim Role
◦ Hopelessness
◦ Disempowered
◦ Defective



Internalized Abuser Role
◦
◦
◦
◦



Harsh and critical
Punitive
Rigid
Unsympathetic

Internalized Non-Protecting Bystander Role
◦ Minimizer
◦ Focuses on other’s needs (AKA: people pleasing)
◦ Peace Keeper



Behaviors seen as reenactments of past abuse
could be:
◦
◦
◦
◦
◦
◦
◦
◦
◦
◦
◦
◦

Eating disorder symptoms
Alcohol or drug abuse
Self harm behavior
Loss of spirituality/faith
Sexual acting out
Self degrading thoughts
Suicidal thoughts
Abusive relationships
Risk taking behavior
Poor boundaries
Difficulty in relationships
Body/somatic complaints
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Empowered Self

◦ Identify choices
◦ Identify how the present is different from the past



Compassionate Self

◦ Introduce ego states (child, adolescent, adult)
◦ Imagine speaking to a child
 Soliciting cognitive dissonance



Advocate Self

◦ Exploring anger
◦ Seeking justice in everyday life
◦ Assertiveness skills
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Peggy: 42yo heterosexual married Caucasian female
presenting to treatment with Anorexia, purging subtype
(without binges), PTSD, SA, MDD, & GAD. Peggy was
verbally, emotionally, physically, & sexually abused by her
father her entire childhood. Part of the abuse included
withholding food & water. She reports her mother was
also abused by him & that her mom was angry with Peggy
for ‘replacing’ her sexually. While Peggy’s parents live out
of state & she doesn’t characterize her in-person
interaction with her father as currently abusive, they call
unexpectedly & visit uninvited, including showing up at
Peggy’s kids’ extracurricular events. In treatment, Peggy
struggles with flashbacks at meal times, states that she
‘feels her father in the room’, & reports intense urges to
self-harm/punish herself often, particularly surrounding
meal times.

Abby: 24yo homosexual single Jewish female presenting to
treatment with AN-R & MDD. While she does not meet criteria
for PTSD, she reports trauma history including verbal &
emotional abuse from her sister, emotional neglect from her
parents, chronically ‘overly critical’ feedback from her mother, &
she was the primary care taker at 17yo for her mother while she
died of cancer. Abby reports diet-culture messages & pressure
from an early age due to family history of obesity. She describes
her sister & mother as over-weight. Abby recalls an early
internal drive to be nothing like her mother & sister, including
how they looked physically. She struggles with perfectionism &
presents with anxious/avoidance attachment, with an overt
emphasis on avoidance of attachment. She states that she is
aware that she is emotionally numb and while she doesn’t fear
emotions, she prefers & feels comfortable in feeling
disconnected. Abby follows a bland vegan diet. She reports a
sense of pride & moral superiority in being able to restrict food.
The main reason she sought treatment was to help her manage
suicidal thoughts but she has noticed that her eating is
negatively impacting her performance in graduate school.
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Elizabeth: 20yo bisexual single Caucasian female presenting to
treatment for AN-B/P, PTSD, SA, GAD, & MDD. Elizabeth was
molested by male family friends at ages 3-5yo & at 10yo. She
was also bullied for ‘being fat’ from 8-12yo. At 14yo she was
groomed by a 21yo male that resulted in daily sexual assault for
6 months. Upon reporting to the police, Elizabeth states that her
parents blamed her for not knowing better & refused to go
support her when she testified in court. Since that time Elizabeth
has oscillated between sexual anorexia and highly risky sexual
acting out, leading to further sexual trauma including being
raped by a group of men at 19yo. She reports dieting behavior
as early as 11yo but her parents weren’t aware of a problem until
she lost a significant amount of weight at 17yo, which is when
she began her restricting, bingeing, & purging pattern. Elizabeth
was not interested in recovery throughout high school but now
that she is in college & living on her own she views both her
eating behavior, binge drinking, and sexual acting out behavior
as unmanageable & shameful. She states that she hates her
insatiable hunger for food, pleasure, & connection to others. She
feels her value comes from her physical appearance & sex appeal
which has been a barrier to weight restoration.

Present versus past focus
Appropriate distraction versus avoidance

◦ Expanding pockets of time during which trauma
history is actively discussed/thought about



Creating a foundation of safety
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Choice
Egalitarian relationship

EMDR
Cognitive Processing
Somatic Experiencing
TF-CBT

14

6/23/2020



EJ Hackett, EdS, LCMHC

◦ Emilyjean.hackett@gmail.com
◦ Ej.hackett@tannerclinic.com
◦ Cell: 801-821-8583
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