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14 Abstract: The Embodied Cognitive Behavior Therapy (ECBT) approach for the treatment of

15  emotional disorders in clinical settings is presented. The model integrates cognitive behavioral

16  theory, neuroscience and embodied cognition. ECBT draws from evidence of bidirectional effects
17 between modes of bottom up (sensori-motor simulations giving rise to important basis of

18  knowledge) and top down (abstract mental representations of knowledge) processes in

19 psychotherapy. The paper first describes the dominance of the traditional mentalistic view of

20  cognition and its limitations. Evidence for the embodied model of cognition and emotion is

21  reviewed whilst highlighting its advantages as a complimentary process model to deepen and

22 broaden talking therapies. An overview is given of the switch (e.g., the technique of balancing)

23 between top-down and bottom-up orientation in the ECBT model as well as a clear description of
24 the method for emotional regulation, acceptance of unwanted emotions and emotional mastery.

25  ECBT builds on and extends the unconscious processes of the ‘Interpersonal Synchrony’ (IS) model
26  identified by Koole & Tschacher [1], to enhance the therapeutic alliance for emotional co-regulation.
27  Anew idea is proposed that both embraces and extends the IS model: embodiment techniques of
28  imitation and movement synchronization in the Emotional Field of our method be used in a

29  conscious way to speed up the calming effects of co-regulation and the client’s self-regulatory

30  capacity. The paper ends with an outline of the criteria needed to become an embodied therapist. A

31  case study is given highlighting these aspects.

32 Keywords: embodiment 1; CBT 2; interpersonal synchrony 3; therapeutic alliance 4; emotional
33 regulation 5; emotional field 6; emotional mastery 7

34

35

36

37 1. Introduction

38  The body in Cognitive Therapy
39 Cognitive Behavior Therapies (CBT) have been the dominant treatment paradigm since the

40  1950s [2]. Cognitive Therapy [3] developed from cognitive science, where knowledge of the world

© 2017 by the author(s). Distributed under a Creative Commons CC BY license.


http://dx.doi.org/10.20944/preprints201709.0065.v1
http://creativecommons.org/licenses/by/4.0/

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 15 September 2017 d0i:10.20944/preprints201709.0065.v1

20f21

41  occurs within a conceptual system that contains semantic information about a category. Knowledge
42 isbuilt up by links between categories [4]. According to the cognitivist tradition, this knowledge
43 supports and controls other cognitive functions such as language, thinking, perception and

44 memory. Thus, knowledge is abstracted from sensory/perceptual systems that originally encoded
45  them, therefore concepts take on an ‘amodal quality’. Perceptual information is lost or transduced
46  when the concept is “abstracted” from the sensory modalities that were originally involved in

47  perception [4]. Therefore, cognition is viewed as independent of the medium, independent of the
48  body, creating the mind-body divide (dual aspect theory) [5,6]. The implication of cognitivism is
49  that successful adaption in a dynamic physical and social world relies entirely on internal abstract
50  cognitive representations, and real-world action functions as a means of implementing internal

51  rules arrived at by pure cognition [4].

52 Whilst CBT remains a dominant paradigm and represents one of the most effective ‘evidence-
53 based’ approaches in reducing mental health disorders (e.g. anxiety, depression), there is also

54 variation and complexity across the various ‘cognitive’ models. Furthermore, the central tenet of
55 cognitive theory on which they are all based has been questioned [4]. The National Institute for

56  Health and Clinical Excellence (NICE) endorses CBT because of its strong research base, however
57  there are many disputes about the different methodologies used in randomized controlled trials
58  across the different cognitive therapies. Whilst the NICE guidelines support CBT, they do not

59  support the superiority of CBT over all other interventions [7].

60 The sandwich model of cognition is seen in Figure 1. It describes the classical view [8] which is
61  also reflected in the direction of effect as represented by the behavioral SORKC (Stimulus,

62  Organism, Reaction/ behavior, Contingency, Consequence) model that describes five determining
63  factors as a basis of learning processes. The sandwich model serves as an important basis for

64  behavioral therapy case conceptualization: a certain stimulus leads to a mental experience that

65  results in a felt emotion with accompanying body sensations and certain physical actions. For

66  example, when a loss of job (S) is interpreted as “terrible and awful with catastrophic consequences’
67  (cognition of the organism) leads to a collapsed body posture (R) and withdrawal and lack of help
68  seeking behavior to find a new job (K, C). The case conceptualization frame is important as it gives
69  the therapist solid experience in analyzing stimuli, the presence of automatic thoughts and

70 schemata as well as systematic logical errors in thinking which maintain negative emotional states
71 and problematic consequences. Cognitive therapy aims to teach clients to notice, and then change
72 negative thoughts which maintain the negative emotion and problematic behavioral outcomes.

73 Cognitive therapy is a ‘top-down’ approach that critically assumes that the content of thoughts is
74 the key causal variable in maintaining and exacerbating negative mood. Therefore, intervention

75  requires changing cognitions or the degree of belief of the client’s thoughts [4]. Barsalou suggests

76  thatin the sandwich model the body is viewed as an ‘output unit’ [8].
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78 Figure 1. The sandwich model of cognition.
79  Limitations of cognitivism
80 Terms such as ‘cognition” and ‘information processing’ are used interchangeably by cognitive

81  therapists but they are not the same. By not clearly defining ‘cognition’ the role of emotion and

82  body memory is not easily located only as cognitive systems [9]. Furthermore, motivational systems
83  and attachment processes reflecting various developmental needs and stages are not engaged well
84 by CBT approaches. Neuroscience with its activation of brain systems such as mirror neurons

85  responsible for emotional attunement is confronting CBT with some major processing systems that
86  cannot be classified as just ‘cognitive’ [9]. Furthermore, according to significant findings in

87  embodiment research [10-12] the reverse direction of effect also applies in the sandwich model. For
88  example, treatment that successfully reduces negative mood states also reduces the frequency,

89  intensity and degree of belief of negative thoughts and schemas [13]. The bi-directionality principle
90  of embodiment theory suggests that movement and body interaction comprise of basic level of

91  sense-making with afferent feedback loops to phenomenal, emotional and cognitive levels [14, 15].
92 Finally, there are theoretical reasons to question the cognitive paradigm that views cognition as a
93 processing of abstract symbols according to rules in a central processor like a computer that

94  transforms inputs into outputs. In this view, it remains unclear how cognition interfaces with

95  perception and action [16, 17].

96 2. The embodied model of cognition and emotion
97 Embodied approaches are based on the sensorimotor coupling between an organism and their
98  environment [14] and have been evolving over the past 20 years. Embodied theory takes the
99  position that cognitive processes are not possible without the direct participation of the body
100 because it has direct influences on cognitive, motivational and emotional processes through its
101 posture, facial expressions, gestures and direction of movement [18]. Figure 2 below shows that

102 embodied cognition approach views cognition as being embedded in and influenced by the body
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105 Figure 2. Embodied cognition.
106
107 Although there are different versions of embodiment theory from the moderate end [19, 20] to

108  the radical end [21] of the continuum- all embodiment approaches have at their starting point the
109  idea that psychological processes are influenced by body morphology, sensory systems, motor

110 systems and emotions [22]. Emotions are viewed not just as categories we think about, but involve
111 bodily changes that have strong effects on cognition and action [23]. Barsalou [24], after reviewing a
112 large number of studies, concluded that knowledge involves the activation of a ‘simulation process’
113 as if interacting with the world. Thus, via simulation, knowledge is viewed to be stored as re-

114 enactments of perceptual, motor and introspective states acquired during interaction with objects,
115  people and our own bodies. A simulation can generate a ‘feeling tone” as well as partial or complete
116  reactivation of an emotion and body sensations that became associated with the concept and its

117  modal reenactment in the past [4].

118 Fuchs [5] identifies three cycles of embodiment as: a) self-regulation involving a basic affective
119 sense of self; b) sensorimotor coupling between a person and their environment; and c)

120 intersubjective interaction or ‘intercorporeality’ involving intentional cooperation, joint attention
121 and verbal communication. Gallese’s [25, 26] important research on mirror neurons supports the
122 relationship between perception and action in social cognition through a tight functional coupling
123 or interpersonal synchrony between actions produced by the self and actions perceived in others.

124 This also applies to emotional coupling and body resonance.

125 To summarize embodied cognition qualifies as a ‘bottom up” process and suggests that: a)
126  cognition and emotion can also be based on physical states and action; b) cognition is modal; ¢)
127  cognition and emotion can be based on simulation. Evidence drawn from a number of studies of

128  behavioral, neurophysiological, neuroimaging and lesion studies [6, 14, 27] support the idea that
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129 cognition and emotion is dependent on the body and its interaction with the world.

130

131 3. A unifying perspective for clinical psychology: integration of bottom up and top down modes
132 Psychotherapy to date has been predominantly a talking therapy relying on cortical ‘top-down’
133 mechanisms. Top-down oriented psychotherapies such as CBT have the following characteristics
134 [18]:

135 e Seek lingual expression for an experience, provides interpretation and re-interpretation of
136 experiences.

137 o Identifies and examines belief sets, compares, relativizes and communicates what is

138 experienced.

139 e Elaborates problem solutions, targets, plans and interim steps, the timing of these.

140 e Has a time frame perspective covering the time span of past experiences into future

141 experiences.

142

143 Bottom-up therapies using embodiment mechanisms takes the opposite course with the following
144 characteristics [18]:

145 e Focus is placed on sensory and physical perceptions and impulses, movements of the whole
146 body and parts of the body in space.

147 e The client is asked to focus their attention and observe body processes to gain access to the
148 roots of their emotional experience, to their automatic impulses and pre-lingual processes.
149 e Sensory motor input is induced by probing, tensing, moving, conscious breathing patterns in
150 order to place automated processes and categorizations of the client into their conscious

151 awareness.

152 e  Time perspective focuses on the ‘here and now’, thus providing a chance of escaping the

153 ‘memory trance’, resisting automatisms and trying out alternatives.
154
155 Taking into consideration the bidirectional effects that body influences the mind and emotions

156  (bottom up) and also that the mind and language influences emotions and body (top-down) one
157  can conceptualize a unifying perspective for psychology that integrates the two modes. From this
158  perspective, there is a circular and reciprocal influence of subjective, intersubjective and

159  physiological factors on each other. To quote Fuchs [5], “The brain both reflects and causes

160  alterations in the relationships with the body, the self and the world.”

161 Starting from the classical CBT perspective, Gjelsvik et al. [4] and Watkins [28] suggest that an
162  integrated model of bottom up and top down modes is important to consider when working with
163 emotional disorders. Top-down language based treatments they suggest, can over-rely on over-
164  abstract processing and can fail to move vertically down the hierarchy from abstract to more

165  sensory-perceptual modes of cognition. This can result in a horizontal move across the same level of
166  hierarchy to remain in the conceptual realm, potentially weakening top-down control of emotion
167  vialanguage. Instead what can take place is a strengthening of maladaptive networks of abstract
168  ideas about the self and the world. The result can be that clients, in their attempts to avoid retrieval
169 of specific episodic information leading to high emotional disturbance, instead ruminate becoming
170 over abstract in their thinking. The final consequence of over abstraction is difficulty in retrieving

171  specific autobiographical memories [4].
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An over-reliance on abstract, language-based processing to reduce negative affect can
sometimes backfire if there is a discrepancy between the current state of sadness and the
expectation to be happy. Thus, checking the degree of discrepancy and finding a mismatch can
increase distress and discrepancy, so that the goal of being happy and feeling better is further away
from reality [4, 28]. For example, experimental studies manipulated the subject’s level of abstraction
in an intervention during a failure task and demonstrated that concrete experiential self-focus (e.g.
How the body feels relating to the experience) increased memory specificity, enhanced social
problem solving and reduced emotional disturbance in depressed subjects compared to those that
processed a failure task in a more abstract way (e.g., thinking about causes, meanings,
consequences of the experience) [29, 30].

Research by Gross and John [31] and Joorman and Gotlib [32], showed that subjects who
consciously expressed positive emotion with their facial expressions and body were able to
counteract attentional focus on negative stimuli and their appraisal associated with depression.
Subjects were more able to perform adaptive, mood improving cognitive reappraisals of ambiguous
situations and challenges from consciously expressed positive emotion. This is a powerful example
of an intervention that explicitly tried to change the level at which the negative material was
processed, rather than trying to change the content of such material. In other words, without first
changing the structure of thinking, but instead engaging the client in bottom up processes, the
client’s attention to the body in relation to the event can generate a new felt experience and
decentralize the client from their thinking. In essence, the body can give rise to newer ways of
thinking without the direct challenge of thought content as the client’s body has changed the way
they relate to problem from the inside.

Having stated this, top down therapies such as CBT have demonstrated evidence for reducing
the pathology of clinical emotional disorders. Top down therapies not only change the client’s
implicit relational patterns, thoughts and behavior, but also recent studies show that changes occur
in the functions and structures of their brains [5]. It would be therefore be wise to continue to
embrace the effective top-down options of treatment. However, embodiment techniques offer
simple and significant effects and a new understanding that explicitly changes the level at which
negative material is processed.

Therefore, it would be prudent to integrate the two approaches as embodiment techniques
have value in extending existing psychotherapeutic models that were derived from and rely mostly
on narrower abstract information processing models of cognition. A satisfactory account of
psychological interventions going into the future would be wise to consider both the embodiment
perspective and the role of abstract conceptual thought to better understand the interplay between
modal, analogical representations that actively utilize the perceptual, somatosensory, and motor
resources and conceptual resources such as language like symbols. There have been some attempts
to integrate the two approaches. For example, mindfulness based cognitive therapy (MBCT) [33]
has the client shift from abstract language based intervention to a concrete, embodied and
experiential mode of processing. Results showed that MCBT significantly reduced risk of relapse of
depression in the most vulnerable clients by 43% even though they did not find an overall effect of
MBCT compared to controls. In this line of research lots of findings suggest that embodiment can be

complementary to CBT [33]. But what exactly are embodiment techniques?

d0i:10.20944/preprints201709.0065.v1
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215 Embodiment techniques defined.

216 Embodiment techniques are a defined practical procedure and includes the guidance for

217  arbitrarily setting a particular combination of body-related features, e.g. expansive posture,

218  direction of gaze, direction of movement, respiratory patterns etc. [18, 34]. This is guided by

219  modeling (therapist as a model). Body-related sensations and impulses are carefully observed and
220  described. Clients are supported in sensing themselves of "embodied self-awareness" to describe
221  their experiences simply and directly. Conceptual thinking is omitted as much as possible.

222 Particularly important embodiment techniques in the ECBT model use body-related features of
223 specific emotions. We have taken them from the embodiment literature and call them emotion
224 patterns. With the aid of body postures and movements, mimicry, gesture and partial breathing
225  patterns, specific patterns of distinct emotions can be triggered, such as, for example, anger,

226  sadness, shame, disgust. In using embodiment techniques distributive associative patterns

227  including different brain areas are triggered. Following many learning episodes an increasingly
228  entrenched associative network reflects the aggregate effects of neural processing distributed across
229  these areas.

230  Embodied Cognitive Behavior Therapy (ECBT): an integrated complementary model of content
231  and process.

232 The writers propose an integrated model of psychotherapy for clinical disorders which we coin
233 ‘Embodied Cognitive Behavior Therapy’. The ECBT model incorporates the benefits of integrating
234 the embodiment approach to the traditional ‘top-down’ style of CBT. ECBT is a switching model
235  that combines bottom up and top down work. We are therefore adding a processing level to the
236  abstract cognitive level of CBT. We adopt the CBT methods of case formulation, past life history,
237  goals for the futures and behavioral analysis. We switch to introducing the client to embodiment
238  techniques that deliberately move clients vertically down the hierarchy to more sensory-perceptual
239  modes of cognition to use the client’s body to aid in the improvement of mood states and more

240  positive cognitive reappraisals. This is done by having the client track their somatic markers and
241  core affects. Clients then switch back to CBT as usual, reflecting and analyzing the functions of their
242 specific emotions and what solutions for emotional regulation were gained by the body. Finally, the
243 switch back to active cognitive restructuring of the client’s maladaptive thoughts, which is

244 signature to the CBT method, is already given a helping hand by the pre-verbal information

245  provided by the body being made conscious. More adaptive behavioral plans are made relying on
246  restructured thoughts, a new motto and a new body movement to support the plan in every-day
247 life with the client’s critical people. Figure 3 below shows the switch between top down and bottom
248  up orientation in the ECBT model and the sequence of steps taken.

249

250

251
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Bottom-up: Body oriented - Top-down: Cognitively Controlled
1. Psycho-education of the ECBT model and expected work in Emohonal
Field. Client engages in Mindful d self
focus.
‘ 2. Selection of a problem situation with a relevant critical person.
Entering the Emotional Field: client and therapist stand up < 3. Short imagination: activation of the emotional experience. (Simulation)

4. Physical reactivation of the relevant person: imitation by client of critical * \ 5. Reflection of the emotional survival strategy made conscious to
person’s body posture, facial expressions and gestures. Client positions their client.
own body (distance, height, tension) with respect to the relevant person. The
client’s felt emotions and typical behaviors are shown by the client’s body in Only if I always (dysfunctional behavior)
response to the critical person. And never show (forbidden impulses)

Then I maintain or keep (satisfaction of core needs)

And avoid (core fears)
6. Embodiment of discrete emotions: imitation of client by therapist to give first
emotional validation. Client checks, corrects the imitation if necessary. Both
display the emotion in synchronization. Client is guided to express and then
deepen the embodied self perception of the different emotions.
7. Neutral position: movement synchronization to step out of the Emotional
Field with therapist, deep breathing and arm movements desxgned to reduce \
physiological arousal i with the deep i
emotional co-regulation.

8. Metacognition: distinction of primary and secondary emotions at

the Expert Position. Emotional survival strategy made conscious.

Client learns that they no longer need secondary emotions to regulate
9. Accep Embodi of all primary emotions.

\ 10. Establishment of the client’s relevant values as resources
11. Emotional Mastery:
Moving to solutions through values corridor.
Therapist plays more active role as synchronizer, guiding client through
movement solutions from every emotion positioned along the corridor, picking
the hints of the client’s non-verbal displays. “What does this emotion want?”
\ 12. Elaboration of concrete action projects and goals
253 Figure 3. Overview of the switch between top-down and bottom-up orientation in the emotional field.
255 Preliminary data using single case study designs [18, 34] and ECBT for single couples [35] and

256  groups of couples [36] show promising results. For example, after 20 hours of group couple ECBT
257  intervention, the couple treatment group (compared to the control group) showed significant and
258  meaningful increases in relationship satisfaction and empathy.

259

260  The stage and heart of the ‘embodied’ work style: the Emotional Field

261 By embodying cognition and emotion several advantages are highlighted. There is a speeding
262 up of the interpersonal processes between clients and therapists. There is also efficient processing of
263  the clients’ concrete problems by deliberately using the body in a simulation. Furthermore, pre-
264  lingual processes and emotions are made conscious, easily identifiable and given a lingual format to
265  be reflected upon. Specific embodiment techniques such as imitation and synchronization as well as
266  the deliberate manufacturing of client’s emotions in the stage and heart of the ‘Emotional Field’

267  help clients to develop emotional regulation. The Emotional Field is an experiential domain mostly
268  defined by putting the observation of the client’s body (nonverbal, displays, somatic markers) to the

269  foreground (What does the body want to do?). It is shown below in Figure 4.
270
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Situation: Husband said “Let's buy E /_\

your cousin a sexy night dress®,
whilst ignoring his wife‘s bid for

oo

Body alignment

Position 1: Secondary emotion

Position 0: Step-out
client helps to regulate emotions

therapist

T
Position 2: Primary emotion

Position 5 + 6: other emotions

wall
Body alignment

Visualizing significant figure: Husband

,I-dont-like“-

Expert
Position D

Position

Position 3: stop int tion, t the client's bord e 2 .
osition 3: stop intervention, respect the client's borders Position 4: Meta Cognitive Position

271

272 Figure 4. Hypothetical Emotional Field of a client.

273

274 In the Emotional Field the communication is driven using the embodied-self (embodied self-

275  perception) based on bodily sensations, immediate sensing and feeling in the present moment in
276  reaction to the problematic person. Clients can also step out of the Emotional Field in the Neutral
277  Position when their felt emotions are too under-regulated and physiological arousal is high. The
278  step out procedure is designed for emotional containment and de-escalation through a deep

279  breathing exercise in movement synchrony with the therapist with accompanying arm movements
280 by cupping the hands and moving them in an upwards direction above the head and then back to
281  resting position. In the Expert Position clients can engage in conceptual self -perception and

282 reflection to identify and name the discrete emotions in the Emotional Field and the function of the
283 emotions for self and interactional regulation. Here in the Expert Position, clients switch back to
284  language, concepts and thought, using their rational and logical processes.

285 In order to represent the overall added value of the ECBT approach it is useful to describe the
286  embodiment techniques against the background of the general efficacy of psychotherapeutic factors
287  [37]. These include the importance of building the therapeutic alliance, motivational clarification,
288  problem activation, mastery and resource activation.

289

290  Therapeutic alliance

291  The therapeutic alliance is an important psychotherapeutic factor linked to efficacy in client

292 outcomes across all methods of psychotherapy. However, the ECBT model goes one step further
293 viewing the strong development of the therapeutic relationship as an important embodiment

294 technique. Our embodiment techniques of working with the therapeutic relationship is guided by
295  the pioneering Interpersonal Synchrony (IS) model grounded in neuroscience [1]. In their IS model,
296  Koole and Tschacher [1] propose that the therapeutic alliance develops unconsciously and

297  spontaneously as a consequence of interpersonal synchrony (also known as inter-brain coupling)

298  between the therapist and the client. The strength of the therapeutic alliance is an important


http://dx.doi.org/10.20944/preprints201709.0065.v1

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 15 September 2017 d0i:10.20944/preprints201709.0065.v1

10 of 21

299  precursor for the later effectiveness of intervention techniques to develop their full effects [38 39].
300  Furthermore, interpersonal synchrony between the client and therapist fosters the therapeutic

301  alliance which can act as a tool for adaptive emotional co-regulation between them. The client’s self-
302  disclosure [40] and the wish for both the therapist and client to develop a positive relationship

303 enhances the powerful effects of synchronization between them [37, 39].

304 Emotional co-regulation is linked to synchronization of non-verbal behavior [41, 42].

305  Movement synchrony has been shown to aide emotional sharing, motor empathy, mutual

306  understanding and adaptive emotional-regulation [1]. Therefore, the idea of having an embodied
307  therapist seems to be attractive for the building of the therapeutic relationship. So embodiment

308  techniques such as the mutual timing of responses including imitation, movement synchronization,
309  eye gaze, breathing, posture, word use (content and function, tone/pitch) build the therapeutic

310 alliance and thus can enhance affective co-regulation.

311 The IS model of psychotherapy has three levels of processing speed on three different time
312 scales. The first and fastest level of the IS model involves a perceptual motor process that occurs
313 within 10 seconds via movement synchrony (of face, eye gaze, breathing patterns and whole-body
314  movements) promoting inter-brain coupling between the therapist and the client. The inter-brain
315 coupling then facilitates the next more complex social-cognitive level of processes constituting the
316 alliance, which occurs from 10 seconds to one hour. This includes the mutual sharing of subjective
317  experiences involving common language and reasoning. These more complex forms of information
318  processing both build on the perceptual motor processes and are grounded in them.

319 At the third level, taking up to several weeks to years to develop, affective co-regulation

320  emerges which comprises of joint regulation of affective responses and their corresponding

321  physiological correlates. Although co-regulation can often occur automatically through

322 synchronization of the client’s and therapist’s motor movements, co-regulation requires more than
323 automatic physiological matching between the therapist and the client. An embodied therapist is
324 required to actively, and explicitly use experiential dynamic techniques for co-regulation that either
325  up or down regulates the client. By responding to the client in a varied way both the therapist and
326  the client return towards a homeostatic balance and to keep the interaction contained within

327  healthy limits [1, 43]. At the third processing level, there is differentiation between explicit and

328  implicit emotional regulation for the client. For explicit emotional regulation to occur Koole and
329  Tschacher [1] propose that it is mediated by common language (linguistic alignment, goal related
330  language). However, the awareness of the three levels of process is not made explicit to the client by
331  the therapist in the IS model.

332 This paper builds and further expands on the unconscious processes of the IS model to

333 enhance the therapeutic alliance. A new idea is proposed that the explicit processes of imitation and
334 movement synchronization be used in a conscious way between the therapist and client. The

335  deliberate incorporation of synchronized specific emotional, facial, gestural and whole-body

336  mirroring/imitation mechanisms including breathing patterns of the therapist with the client thus
337  create a first emotional validation experience for the client in the Emotional Field. The client is

338  given a foreshadowing of this process in psycho-education prior to stepping into the Emotional
339  Field. Thus, imitation and movement synchronization is implemented as a shared tool in the

340  Emotional Field to avoid rejection by some clients. The client is of course not mirrored continuously

341  andis given a break from this process to reduce any self-consciousness and intensity or annoyance,
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342 when they return to the expert position in the chair or when the therapist and the client are just
343 ‘talking’.

344 If this synchronization process is not made conscious to the client, some may react defensively
345  when they become aware of the mirroring process in therapy. An embodied therapist of course is
346  well aware of his or her own interoceptive impulses and is always ‘on” with the idea that they can
347  also deliberately activate the client’s emotional regulation processes even in the chair by down-
348  regulating and moderating their own emotional mirroring responses via more moderated facial
349  expressions, softer tones and slower breathing.

350 Peri et al., [44] explored the use of therapeutic embodied simulation and mirroring in helping
351  clients with post-traumatic stress disorder to down regulate during exposure to trauma memories.
352 Inthis process, the emotional responses of the client are transferred to the therapist through

353  embodied simulation. The therapist experiences viscerally the client’s pain which is expressed in
354  facial imitation. Then the therapist activates their own emotional and cognitive regulation

355  processes, which moderate their own emotional response. This in turn is then expressed to the

356  client in a more neutral facial expression. These modulated emotional responses are mirrored back
357  to the client, who is helped by experiencing painful emotions in a more modulated way thus

358  exerting some containment and control over painful, distressing emotional responses.

359 However, when in the Emotional Field of our ECBT model, explicit embodiment techniques
360  such as imitation and movement synchronization can have positive effects on the therapeutic

361  relationship which can be viewed as a first tool for emotional validation and co-regulation. The
362  ECBT model also includes explicit and conscious emotional acceptance and emotional mastery
363  processes (Figure 5 below) thereby engendering a permanent change between all three levels of
364  processing/feedback loops as proposed in the IS model. We view an important integration of the IS
365  levels of processing model into our ECBT model as previously depicted in Figure 3. Level 1

366  (Perceptual-motor processes) of the IS model could be depicted in our ECBT model by enhancing
367  the therapeutic relationship unconsciously via movement synchrony that occurs during the

368 mindfulness exercises, the selection of the problem person, the short imagination and the

369  reactivation of the client’s relevant person, which is imitated by the therapist. Level 2 of the IS

370  model (complex cognition) fits well into our Step Out (Neutral) position. Level 3 of the IS model
371  (Explicit and Implicit Emotion Regulation) is similar to the Expert Position and in the working

372 processes of the Emotional Field.

373

374  Motivational clarification: getting the embodied emotional survival strategy.

375 The client’s insight into how their disorder originated and is maintained is an important factor
376  for the effectiveness of client outcomes. One way of helping the client to achieve this is to use the
377  survival strategy method emanating from Strategic Behavioral Therapy [45] (seen in Figure 3). The
378  survival strategy is the client’s dysfunctional cognitive-affective schema that in the interest of

379  greatest possible need satisfaction, describes the various strategies the client employs for approach
380  and avoidance in their social interactions. In the ECBT model, the client’s problems are processed in
381  aclearly defined and concrete specific situation (when, where, with whom) with a focus on the
382  client’s central needs related to their selected problem. Then the survival strategy that is to serve the
383  satisfaction of the client’s need is elaborated by the therapist and written down to share with the

384  client. By using an embodied simulation drawing from bottom up input, the client does more than
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385  justreport on the event after it happened, but instead experiences the ‘event’ in the here and now.
386  The simulation can be perceived as real by the client as it uses the same systems associated with the
387  real event (neural networks that process information on space, time, action, affect and physical
388  reactions).

389

390  Problem activation: recognition and regulation of emotions using the body.

391 The problematic situations of clients are often associated with a crossfire of several emotions at
392 one time, some with contradictory action impulses. Part of the therapist’s job in using the ECBT
393 method is to help the client understand these different emotions and to differentiate these so that
394 the client can accept the unwanted emotions to allow a change process to occur. Embodiment

395  techniques in the emotional field reactivate the client’s emotions which are then deepened by

396  specific embodiment techniques. Work in the emotional field brings in a structured procedure that
397  exposes the client’s emotions and then helps the client to modify fundamental regulation problems
398  on the basis of concrete problem situations [46]. By using embodiment techniques, clients gain

399  dlarity about their primary emotions which are often forbidden and blocked by secondary

400  emotions.

401

402  Resource activation and emotional mastery: moving to solutions.

403 The client’s personal values serve as strong resources [18, 47]. When values are just talked
404  about and reflected on they become relatively abstract cognitive constructs, leading to the

405  possibility of rumination on them rather than acting on them as a strengthening resource. The

406  commitment to concrete goals, targets and behavior plans is reinforced by the implementation of
407  these values. Anchoring values in body postures and movements makes it possible to give values
408  concrete form for the client and to use them as powerful companions like guiding stars for the

409  dient’s change process in everyday life. In the ECBT model, we achieve this by developing

410  analogously with the value attitude, a suitable body movement, picture and motto to reflect the
411  body posture of the value.

412 After establishing the relevant value as a resource, the therapist encourages the client to enter
413 the passageway of the corridor. Next a defining path is set which has a start point (How body feels
414  in actual state) and end point (How body feels when the client has reached their desired state)

415  (Figure 6). An image and motto is picked for the end state and the client shows a body posture or
416  movement that is matching to the image. The therapist imitates the client’s embodied future. In the
417  values corridor, a defining path of change is established and the client moves forwards through
418  each emotion identified from the Emotional Field which is positioned along the corridor in a

419  definable space with ropes and markers towards a movement solution. Here the therapist can

420  change in following and taking the lead. The therapist usually plays a more active role in the

421  corridor, acting as a synchronizer, a guide and kind of dance teacher. The therapist encourages the
422 client along the corridor to embody each emotion and then to feel for a movement solution that will
423 help the client get to their embodied future, picking up hints of the client’s non-verbal displays. In
424  emotional mastery of the ECBT model, synchronization of the therapist’s movements with those of
425  the client during a guided interaction in the values corridor leads to prosocial consequences such as

426 greater rapport, feelings of closeness between the client and the therapist [48, 49].
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427 Embodied cognition theory suggests that there is a link between bodily movements and

428  cognitive functions [50]. Here the embodiment of a successful goal achievement path is one that
429  leads forwards in space [51]. The corridor is defined by an initial state (see Marker 1, Figure 5)
430 known as the client’s actual state as well as a desired state (see Marker 2, Figure 5) known as the
431  end state. Forwards motions are associated with the concept of ‘future” and reverse motions with
432 the concept of ‘past’ [39]. Therefore, by asking the client to place themselves in the actual state and
433 move towards the desired state, this simultaneously corresponds to the generation of future [52].
434 These tangible and concrete source concepts and the tension generated between the client’s actual
435  and desired states helps the client to understand more clearly what the actual mental state looks
436  like and how it differs from their desired end state. It also helps the client to decide what is no
437  longer tolerable in an actual situation and what the client wants to experience and be like in the
438  future. The final step in the ECBT mastery phase switches back to expert position, where conceptual
439  talk again emerges between the client and therapist to set concrete action plans and goals for

440  homework.

441
Embodied Now: Embodied Future:
survival strategy life strategy
Walking Backwards to past
Walking Forwards to future
Marker 2
Marker 1
Corridor with ropes
Future: Stand
z\ Proud & Fly
ue:
Expert Position
442
443 Figure 5. Emotional acceptance and mastery.
444

445 4. Becoming an embodied therapist: developing an embodied therapeutic attitude.

446 How does a therapist develop an embodied therapeutic attitude? The writers attempt to

447  address this important clinical question whilst simultaneously bridging the gap between

448  embodiment theory and embodiment practice for therapists working with clinical populations. The

449  embodied therapist must take risks to conduct their therapeutic sessions out of their chair. This
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450  means as an embodied therapist, you must move your clients out of their chairs too. This not only
451  requires adequate spacing in the room to set up the Emotional Field but also having confidence and
452  trustin one’s own body. This does not mean you have to be an elite athlete. However, body

453  practices outside of therapy (e.g., Argentine tango for movement synchronization) go a long way to
454  helping the therapist develop a mindfulness attitude towards their own body. Therapists can feel
455  how their bodies move and feel in space, how it feels when alone and how it can feel in synchrony
456  with the movements of others in close contact to develop their own embodied empathy

457  mechanisms.

458 For therapeutic work with embodiment techniques it is not only necessary for the therapist to
459  recognize and individually identify his own feelings and body senses. The therapist needs the

460  ability to sense mounting impulses and either channel them to an adequate action or to down-

461  regulate them, and to be aware of these mounting internal needs, but when necessary be able to
462  push them aside and postpone discussing them until a later point. This means that therapists

463  working with embodiment techniques need to have a routine themselves to train their own

464  interoceptive abilities and to establish active mindfulness. In this way, the therapist experiences
465  directly which hurdles need to be overcome to build a daily routine and to establish discipline, and
466  thereby can serve as a model for the client.

467

468  Criteria for becoming an embodied therapist

469 The following criteria have been developed by the writers as a guide and are by no means an
470  exhaustive list. The writers are all practicing therapists implementing the ECBT model regularly
471  with real world clients in clinical practice. Some of us are researchers too, fully familiar with the
472 theory of embodied cognition and emotion and how it has been applied in experimental conditions.
473  Therefore, we have a strongly developed sense of theory, and familiarity and practice with the

474  clinical application of the ECBT model. The writers also routinely seek supervision from each other
475  to further develop our ECBT techniques and their applications with clients. It is from this

476  knowledge and experience that the writers have elicited the following criteria below.

477

478 ECBT therapists would profit from having a solid theoretical and practical background of:
479 e Ability to formulate a case conceptualization. As a starting point, solid experience in

480 analyzing stimuli, conditions and context following CBT protocols. This frame is important
481 standard in ECBT too and gives support to adjust the bottom up work. Strong practical
482 training in the CBT method, especially in how to dispute maladaptive cognitions.

483 e Modern theories of emotion regulation processes (see attached reference list as a guide)
484 e The function of and appearance of discrete emotions (both simple and more complex).

485 ¢ How to develop an emotional survival strategy

486 e How to develop a reaction chain (looking for both primary and secondary emotions)

487 ¢ Theory of embodied cognition based on neuroscientific research

488 e How to construct an Emotional Field and a Values Corridor for emotional mastery

489 ¢ Emotional affector patterns (how to deliberately bring about emotions in the client through
490 the use of specific breathing techniques, facial expressions and whole-body postures).

491 e Mindfulness and interoception training

492 e Processes of synchronization and imitation
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¢ Understand the difference between top down abstract conceptual work and bottom up
embodied self-perception and the different use of language to elicit the switch. For
example, the language the therapist uses to elicit the client's conceptual self-perception
involves getting the client to talk, reflect, hypothesize, predict, analyze, dispute thoughts,
rationalize, think about thinking, think about feelings and body sensations. Often here the
therapist’s language adopts more of an analytical exposition. Whereas use of bottom up
language designed to bring the client into the process embodied self-perception should be
kept simple to help the client gain a deeper exposition (E.g., “What does your body want to
do now?”). Be aware of and be able to keep a strict difference in the use of therapist’s
language to bring about these different states in the client.

e As ECBT therapists, a lot of attention is given to the process and the bottom up work, not
necessarily just the content of thoughts.

e Experience in giving attention to the client’s signals from their face and full body as
important sources of emotion, threat and information and to place these non-verbal sources
of information into the process.

¢ Keenly able to observe variations in the client’s postures, movements and incomplete
fragments of movements to identify potential avoidance tendencies or blocked approach
tendencies.

e Have experienced the ECBT model personally. This could be achieved by joining a self-
experience group run by a workshop leader in the method of ECBT. This will ensure that as
an embodied therapist you know your own emotional survival strategy and reaction chain
with clear knowledge of your own primary and secondary emotions and how to develop
emotional mastery. This self-experience will help you as a therapist to know when your
emotional survival strategy is being activated by your clients in therapy and how to
regulate your emotions so that impulsive behaviors by the therapist are reduced.

¢ Be able to split attention between self-focus (how my body feels, what am I thinking, what
does my body want to do?) and interaction focus (how well am I synchronizing with the
client, tuning into their emotions, noting their non-verbal behaviors, how are we together,
what does the client’s body want to do?) whilst interacting with the client.

e Recognize own body sensations and feelings and know how to use these in the therapeutic
alliance for containment and homeostatic processes.

e Know how to use the three dimensions of embodiment (distance, height, intensity/speed) in
the room.

e Have a kit of resources ready to use for the different embodiment techniques (chairs, ropes,

tape, weights, white board, cards, teddy bear, blanket, butchers paper, values cards).

Case study.

A 38-year-old accountant comes to the practice suffering from exhaustion and depressive
moods. She is fighting to keep not only her job, but basically to keep the entire company going,
because the company has moved into the red. After a colleague and her direct boss went on sick
leave, she has been running the entire business practically alone. She does overtime daily because
in general she feels responsible for everything and even on weekends cannot leave her work

behind. She is suffering from lack of sleep and an inability to concentrate. In addition, she has been
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536  suffering from stomach and neck pain for many months. Often, she feels beaten down, sad and
537  helpless, because no one supports her. She comes to the session not having completed her set

538  homework from the session before and then angrily blames the therapist because she is not getting
539  any better. An unembodied therapist unaware of their own and the client’s emotional survival
540  strategy is likely to have a problematic outcome in this scenario as shown in Figures 6 and 7 below.

541

Interacting survival strategies

What do I need from you?

Respect and understanding from therapist that she didnt do
Only if I al CLIEI\LT ifi the homework. The therapist to try to fix the problem and Only if 1 ;[‘HERA:'IST ifi
nly if I always (show a specific CLIENT take responsibility for it. _ nly if [ always (show aspecific
———— > behaviour): feel responsible for

behaviour): fulfill my

responsibilities and the success and failures of

expectations of other people The client doing the homework to feel like a good therapist THERAPIST relevant people, be friendly
perfectly < Never (forbidden impulses):
Never (forbidden impulses): say show anger, frustration, hurt
no, disappoint people, show Keep (central needs): the
weakness What makes me angry about you? appreciation and my sense that I
Keep (central needs): respect of Therapist over burdening the client with too much am a good person/therapist
others and maintain self worth CLIENT homework, then blaming the client for her lack of progress. Avoid (central anxieties): failing
Avoid (central anxieties): » and being professionally devalued
being rejected and devalued. Client not taking any responsibility for their role in therapy

outcomes. Being blamed for client's lack of progress and THERAPIST

burdened with the task to fix the client’

P

What scares me about you?

Being rejected by the therapist and devalued
CLIENT for not doing the homework.

v

Failing the client. THERAPIST

P
=

542

543 Figure 6. Hypothetical interacting survival strategies between a therapist and a client resulting in escalation.

544

Conflict Situation
CLIENT Client did not do homework and blamed the therapist for not THERAPIST
getting better.
Primaré{:l;n olen Primary emotion
ANGER
Firstimpulse: l What you want to do but never do l First impulse:
Say no to do any further — ——* Talk firmly back at client, tell
homework tasks client its their fault
Expected consequences if she follows her first Expected consequences if therapist
impulses: follows first impulse:
Being rejected and devalued by the therapist Counter aggression by client
receiving a complaint.
Secondary emotion
) FEAR
Secondary emotion
ANGER
S
= Visible behaviour: =4
8 - B Visible lf)ehaviour: & First freeze, then apologising 8
= aming therapist for not getting better. . . . P . nervously try to solve the problem I8
P . Solution: U: t benefical
:;) Speaking in a loud confrontational tone. olution: Using Prlmawl’;’;mo ion in a benefica for the client, thus taking on the g
[S] role of trying to fix the client.
Client gets more abusive.
ANGER blocks FEAR to reduce her feelings of FEAR blocks ANGER to try to protect
vulnerability therapist.
545 Figure 8. Interacting reaction chains resulting in escalation and problematic interaction
546 Figure 7. Interacting reaction chains, highlighting potential intervention points for change in the interaction.
548 As can be seen from Figure 7 the therapist has overlooked the fact that the client wants to be

549  perfect in her role too and is showing the therapist anger because the client fears being imperfect
550  and letting others down. The therapist is unware of the forbidden impulse of their own anger

551  which is being blocked by fear. The therapist’s fear left unregulated is impulsively expressed in the
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552 interaction with the client as a kind of overly apologetic behavior in response to their client’s anger.
553 As the therapist succumbs to the unconscious processes of their own survival strategy the therapist
554 tries to rescue the client by assuming full responsibility for the client’s lack of homework

555  completion.

556 This is a problematic outcome for both the therapist and the client. First the client has not

557  learnt to regulate her anger, nor to get in touch with her fear of being imperfect. The therapist has
558  inadvertently reinforced the client’s need to be perfect by taking full responsibility for the client’s
559  failure in the homework task. The therapist missed the opportunity to get in touch with the anger
560  impulses in their own body in response to the clients’ criticisms.

561

562  What would an embodied therapist do in this situation?

563 Being aware of and feeling the anger inside of the therapist is an opportunity for the therapist
564  to engage in a self-soothing task of breathing slowly and using their body and face to show a calm
565  expression which could have also had the positive effect of down-regulating the client’s anger too.
566  Once the anger is down-regulated the therapist could have been in a position to reflect on the

567  function of their felt anger for the interaction focus with their client instead of blocking their anger.
568  The therapist can use the mobilizing energy of their regulated anger with the aid of their body to
569  help the therapist to express their frustration with the client. For example, the therapist could show
570  positive surprise to the client’s lack of homework completion, leaning forwards towards the client
571  in their chair with open arms and taking up a lot of space with their body to indicate power.

572 This would allow the client to feel some limits when expressing unregulated anger and feel
573  some ownership over their fears of imperfection and still feel accepted by the therapist. The

574  therapist then has an opportunity to check in with the client’s central fears within the therapeutic
575  relationship and ask the client to show what their body wants to do now, how their body is feeling
576  in the current moment. This gives the therapist an opportunity to synchronize her whole body with
577  the client’s body expression of fear, giving the client a first type of emotional validation and

578  acceptance of fear. The client has the opportunity to experience, that the central fear of rejection
579  does not happen to them when they get in touch with their fear. Instead the client has an

580  opportunity to feel bonded to and validated by the therapist. This in turn can benefit the client
581  enormously in helping to break their survival strategy in their interaction with other significant
582  people in their life outside of therapy. The stage is set for the client to use the positive therapeutic
583 alliance to begin the process of accepting her imperfections in her work relationships and learn not
584  to take on so much responsibility at work by setting limits and saying no.

585

586  Conclusion and future directions:

587  We have examined an integrated model of psychotherapy for use with clinical populations which
588  we have coined ECBT: a marriage between the top down method of CBT and bottom up

589  embodiment techniques. Embodiment techniques such as movement synchrony and imitation

590  processes readily and easily compliment and extend the “talking therapies’ as well as addressing
591 some of their limitations. The ECBT model would gain profit from further empirical studies

592  evaluating its effectiveness with a wide range of clinical populations to fully assess its validity.
593 Although some preliminary case studies and group analysis based on the ECBT method are

594  promising, randomised controlled trials using the ECBT model would further determine its efficacy


http://dx.doi.org/10.20944/preprints201709.0065.v1

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 15 September 2017 d0i:10.20944/preprints201709.0065.v1

18 of 21

595  and validity. The integration of the IS and ECBT model stands to be a promising avenue for further
596  research. This may be particularly pressing to begin to take standardized assessment measures of
597  interpersonal synchrony between the client and therapist (both unconscious and conscious

598  applications) such as movement synchrony, alliance and emotional regulation and to determine the

599  predictive effects of these variables on reducing client psychopathology.

600
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