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Abstract

Research into the cognitive behavioural treatment of eating disorders (EDs) has
largely focused on the content of cognitions and their relation to ED pathology. Yet
recent research has demonstrated the relevance of negative cognitive processes in the
experience of EDs (Smith, Mason, & Lavender, 2018), in particular, the repetitive,
abstract and negative way in which individuals with EDs commonly process cogni-
tions, termed Repetitive Negative Thinking (RNT). Theory and research suggest
that RNT processes represent an important transdiagnostic maintenance factor
across EDs, which may function to block emotional processing. We review a body of
research that outlines the potential importance of RNT processes to ED pathology,
and present a schema mode conceptualisation of RNT in which high levels of RNT
are conceptualised as maladaptive coping (mode) behaviour. Specific therapeutic
strategies for bypassing RNT coping in schema therapy (ST) are discussed, includ-
ing a process-focused approach to building schema attunement.

At its core, schema therapy (ST) aims to provide deep emotional schema change
through the facilitation of corrective emotional experiences (Farrell & Shaw, 2017).
In general, much research has focused on the content of negative self-beliefs and
their links with eating disorder (ED) pathology (Waller, Ohanian, Meyer, &
Osman, 2000; Waller, 2003). This research has supported the advancement of
prominent theories and treatment models that aim to address the core negative
cognitive theme thought to be at the heart of all ED presentations: the over-valua-
tion of body shape and weight and their control (Fairburn, 2008). While this line of
enquiry has focused on negative cognitive content, research has demonstrated the
relevance of negative cognitive processes (e.g. rumination, worry) as central to the
experience of EDs (Sassaroli et al., 2005; Rawal, Park, & Williams, 2010). One
study found clients with anorexia nervosa (AN) to have significantly higher levels
of worry and rumination compared to anxiety disorder groups (Startup et al.,
2013). A meta-analytic study by Smith and colleagues (Smith, Mason, & Lavender,
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2018) reported consistent associations between rumination and all forms of EDs,
and concluded that while the content of ED cognitions may be important, it may
be that the repetitive, abstract, and negative way in which individuals process these
thoughts could be the most influential feature of ED cognitions. Taken together,
these studies indicate that negative thinking processes may be an important trans-
diagnostic maintenance factor across EDs (Smith et al., 2018). These negative
processing styles have been termed Repetitive Negative Thinking (RNT) (Ehring &
Watkins, 2008). This chapter outlines the potential importance of RNT processes
to ED pathology, before discussing how to conceptualise and treat ED cases from
a ST perspective where high levels of RNT may present as a threat to emotional
processing.

Worry has been defined as ‘passive, repetitive thoughts about future negative
events with an uncertain outcome’ (Papageorgiou & Wells, 2004). Such thoughts
are often associated with increased anxiety. In contrast, rumination refers to a
cognitive process in which one repetitively focuses on the meaning, causes, ante-
cedents, and consequences of negative emotions (Nolen-Hoeksema, Wisco, &
Lyubomirsky, 2008). This process tends to be rather passive. When ruminating,
people tend to fixate on their problems and associated distress as a covert mental
behaviour, reducing their tendency to take overt action to remediate, and poten-
tially disconnecting them from sources of reinforcement. Worry and rumination
have been conceptualised as distinct in both thought content (worry involves
themes of anticipated threat, rumination focuses on past loss or failure) and tem-
poral orientation (worry is future and rumination past oriented; Papageorgiou &
Wells, 2004). However, evidence suggests that worry and rumination appear to
share more similarities than differences. Both are repetitive, difficult to control,
negative in content, predominantly verbal, and are relatively abstract strategies
implemented in response to an initial thought intrusion (Watkins & Moulds, 2005).

In light of these findings, Nolen-Hoeksema & Watkins (2011) proposed a
transdiagnostic model, in which rumination and worry reflect the same
underlying cognitive process: Repetitive Negative Thinking. RNT is defined
as self-focused repetitive thinking that is prolonged, negative in content, and
difficult to control (Watkins, 2008). Multiple findings support this model,
namely that worry and rumination have been found in individuals with either
a mood or anxiety disorder and do not differ depending on the disorder
(McEvoy, Moulds, & Mahony, 2013). Additionally, RNT has been found to
have more predictive utility for depression and anxiety than rumination or
worry individually (Spinhoven, Penelo, de Rooij, Penninx, & Ormel, 2015).
Furthermore, treatment specifically targeting RNT has been found to reduce
both symptoms of anxiety and depression, providing evidence for the clinical
utility of the construct (Nolen-Hoeksema & Watkins, 2011). Thus, despite
evidence that rumination and worry are distinct processes, theory and evi-
dence suggest RNT to be the overarching construct underlying both cognitive
strategies, which can be differentiated mostly by content and time orientation.
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Repetitive Negative Thinking and emotional processing

RNT processes such as worry and rumination have been hypothesised to
be problematic for cognitive behavioural treatments because they tend to
have the effect of blocking emotional processing. First, Processing Mode
Theory (Watkins and Teasdale, 2004) suggests that incoming emotional
information can be processed via two distinct modes, an abstract analytic
(AA) or concrete experiential (CE) mode. The AA mode indicates analys-
ing a situation based on its general causes, consequences and importance
through focusing on the past or future. In contrast, the CE mode implies
directly processing a situation though specifically experiencing one’s emo-
tional state, physical sensations and environment in a way that is both
problem and present focused.

Processing Mode Theory proposes that these two processing styles produce
distinct functional effects on memory, with the AA mode being maladaptive
and CE being adaptive. The CE is adaptive because the abstract over-
generalised memories involved in AA evoke less vivid imagery than concrete
specific memories, reducing activation of underlying emotional structure of
memory and impeding the natural emotional processing of negative events
(Foa & Kozak, 1986). Furthermore, abstract thoughts are less detailed or
contextualised than concrete thoughts, promoting poorer elaboration and
problem solving (Watkins & Teasdale, 2004).

This account of RNT as representing an AA processing style that blocks
emotional processing is also consistent with the hypothesis that worry and
rumination may function as a form of emotional avoidance. Borkovec and
colleagues (Borkovec, Alcaine, & Behar, 2004) propose an avoidance
model of worry which suggests that worry is a verbal-linguistic regulatory
strategy that functions to reduce experiencing the full impact of the fear
imagery associated with anxiety. From this position it is argued that worry
1s a predominantly verbal-linguistic process, and that such verbal articula-
tion and elaboration of feared material leads to less sympathetic nervous
system activation than engaging in processing of cognitive imagery, which
can lead to increased emotional processing, and for some individuals, the
feeling of being overwhelmed (Shearer & Tucker, 1981). Worry is thus
characterised by abstract thinking, which produces less vivid and frequent
images, and is thus less likely to evoke somatic responses (Borkovec &
Ruscio, 2001). It is thus proposed by this model that this abstract, verbal
linguistic regulatory strategy is reinforced by avoidance of more intense
negative emotions inherent in processing imagery. Taken together, these
theories and the empirical results that support them, suggest worry and
rumination each function as a form of experiential avoidance; because
focusing individuals on the verbal content of distressing material limits its
emotional impact and gives a sense of control (Moulds, Kandris, Starr &
Wong, 2007).
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Repetitive Negative Thinking: A schema therapy perspective

It is clear from the above review of the literature that (a) RNT is a transdiag-
nostic maintenance factor for psychopathology commonly seen in individuals
with EDs, and (b) that RNT may be problematic to psychological interventions
because it serves as a form of avoidant coping, blocking emotional processing.
This is entirely consistent with the ST perspective, whereby avoidant attempts to
cope with intense emotions and images are conceptualised as maladaptive coping
modes (Arntz, Bernstein, & Jacob, 2012). From this perspective, coping modes
produce some relief from intense emotional states (e.g. Vulnerable child (VCh),
Angry Child (AnCh)), and cope with external (e.g. work pressure) and internal
demands and expectations (e.g. Inner critic/Parent modes) and are thereby
maintained via an avoidance function (Jacob & Arntz, 2012). Further, the theory
suggests that such coping states, while potentially useful in some contexts (e.g.
during stressful circumstances in childhood), may come at some long-term cost
in terms of not being able to meet their own needs, and maintaining early
maladaptive schemas (EMS) (Young, Klosko, & Weishaar, 2003). Through the
lens of ST, RNT may be viewed as a form of maladaptive coping, either as a part
of the repertoire of a broader coping mode (e.g. Perfectionist-Overcontroller
(OC) mode, Detached Protector (DetPr) mode), or as a coping mode in and of
itself (e.g. Over-analyser mode; Stavropoulos, Haire, Brockman, & Meade, in
preparation). As such, addressing RNT will involve explicitly formulating this
process as a part of a maladaptive coping mode, and then applying strategies to
bypass the coping mode and connect to the core emotional modes where the
schemas can be accessed for emwotional processing — this is the hallmark of
schema treatment (Arntz, Bernstein, & Jacob, 2012). Stavropoulos and collea-
gues (in preparation) suggest a functional name for RNT modes of processing,
‘over-analysing’ which can be viewed as a part of a broader coping mode, or
which may be formulated as an isolated mode. Stavropoulos and colleagues (in
preparation) suggest that this ‘Over-analysing mode’ may be defined as

a focus on the verbal-linguistic processing of past and/or future events (in
the form RNT), at the expense of attending to the experiential and emo-
tional features of present experience. The over-analysing mode functions
to block the emotional processing of threat schemas, which may result in
the maintenance of EMS/ modes (e.g. VCh and AnCh).

Strategies for bypassing RNT and ‘over-analysing’ coping
behaviour in schema therapy

The core management of coping modes within ST largely involves ‘bypassing’
coping modes or behaviour so as to engage more fully with emotions, where
emotion-focused, and limited reparenting techniques may be successfully
applied (Arntz, Bernstein, & Jacob, 2012). We argue that in some EDs (e.g.
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AN), this behaviour may be best understood as a feature of the Perfectionis-
tic-OC mode. However, it is also possible to conceptualise this behaviour as
its own stand-alone coping mode in cases with over-analysing (mental) beha-
viour but no signs of overt perfectionistic behaviour. Such decisions are likely
to be made pragmatically, in consultation with the client, as to what fits best
with their experience. What follows is a series of techniques designed to
facilitate the goal of bypassing over-analysing coping behaviour that may be
blocking the potential for emotional processing within ST sessions. These
techniques may also be useful for addressing other coping modes that may
serve a similar avoidant function (e.g. DetPr).

Education and empathy for the functional role of over-analysing coping

Treatment of any coping mode involves educating and empathising with the
client, about the understandable functional role of the coping mode, both in
the past, perhaps as a child, as well as currently as an adult. We have found
that clients with strong coping modes are more likely to soften their stance if
the coping mode feels understood and appreciated. Here, the client’s auton-
omy to give up (or keep) the coping mode intact should be central to the
therapy. Clients who feel that a part of them is being attacked are likely to
retreat further into their coping mode/s. It is from this position of empathy for
the coping mode that the client may feel safe to tolerate and engage in some
discussion of the pros and cons of their coping style.

Use of the pros and cons technique

Spend a session really evaluating both sides of the coping mode, considering
its adaptive value, both past and present. You can do this using a whiteboard,
and can extend this into chair dialogues, offering the client a chair for both
sides. This will often lead to a dialogue between the coping mode and the
healthy side. For the therapist, it is also important to deeply acknowledge the
functionality of the coping mode, so the client may feel safe to explore how
the coping mode leads to problems, or blocks your client from getting their
needs met. Helping the client stand back and evaluate both sides of the
coping mode, how it may work to protect, but ultimately block their needs,
tends to trigger a Healthy Adult (HA) perspective in the session. It is from
this position that the client can make an autonomous choice about whether to
address the coping mode, and ultimately, engage in the therapy. The goal is to
activate and then to ‘do a deal’ with their H4 mode. While there is often
ambivalence, there is nearly always at least one side of the client wanting
flexibility over the coping mode. You will need to get autonomous permission
from your client to either reduce, or gain flexibility over the coping mode, or
else attempts to bypass the coping may prove unsuccessful, and therapy will
likely stagnate (Roediger, Stevens, & Brockman, 2018).
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Labeling the coping mode in session

Gently point out and label the coping mode. This builds mode awareness,
helping the client to identify cues that they are in a particular coping mode.
Mindfully noticing that one is in a coping mode is generally incompatible
with being in a coping mode, and reinforces more of a HA ‘observing’ stance
in the session, at least temporarily. Over time, clients may learn to recognise
themselves going into coping positions without prompting, evidence of pro-
gress in building their own HA mode.

THERAPIST: I'm just noticing we are getting into that analysing thing again...
searching for the answer on why this happened to you [ruminating]...1
wonder if we could focus on how you really felt at that moment [attune-
ment, focus on emotions.

Schema attunement: Building a healthy adult relationship with
emotions using the therapy relationship

Schema attunement is potentially the most important intervention strategy
the schema therapist has to offer; perhaps even ‘the glue of schema therapy’
(Roediger et al., 2018). A key skill of any therapist is the ability to listen and
empathise. ST strives however to go beyond a standard level of therapeutic
skill to provide a much higher level of understanding and attunement, where
the therapist is able to communicate to the client the feeling of a deep
understanding of the client’s ‘internal reality’. Erskine (1998) defines attune-
ment as a two-part process that starts with (1) empathy; being sensitive to and
identifying with another person’s sensations, needs, and/or feelings and (2)
communicating that understanding to the other person to create the feeling of
resonance. This has several clear implications within ST for the relational
style and skills required of the therapist trying to implement ‘Limited Repar-
enting’ strategies. Firstly, the communication of attunement validates the cli-
ent’s needs, feelings, and experiences, laying a foundation for healing the
failures of previous interpersonal experiences (Erskine, 1998). Secondly,
orientating the client towards their emotional experiencing in this way also
lays the groundwork for emotive interventions as it communicates the
importance of emotion-focused work, and starts to help the client share,
experience, and ultimately tolerate smaller, more manageable amounts of
emotional pain. In our experience, problems in the application of emotive
techniques can often be traced back to a poor capacity for attunement on
behalf of the therapist and/or the client. Therefore, the level of felt attunement
between the therapist and client may be a good indicator of readiness for
emotion-focused interventions. Finally, attunement aids the therapist’s for-
mulation of the specific underlying schemas and needs driving the clinical
presentation. Without a high level of attunement, the therapist risks applying
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limited reparenting and rescripting techniques in a way that does not specifi-
cally target or connect with the relevant underlying schemas or needs. As
described, a high level of attunement sets so much of the groundwork for ST
that it can be thought of as the ‘glue’ of ST, a necessary skill/condition that
relates to and underpins all four broad ST intervention strategies (limited
reparenting, experiential, cognitive, behavioural). A focus on emotional attu-
nement is particularly important in ED populations who often struggle to
connect to emotions, and who have for some time now been associated with
alexithymia (Cochrane, Brewerton, Wilson, & Hodges, 1993). What follows
next is an approach to building schema attunement based on a stepped process
outlined by Roediger et al. (2018).

A process-based approach to building schema attunement

I. Focus on specific episodes of distress

Spend a good portion of the session focusing on understanding the client’s
recent emotional experiences or ‘triggers’. This will often be aided with
homework such as schema or mode monitoring sheets which will provide you
with a prompt about a client’s recent relevant triggering experiences. For
some clients that are extremely avoidant or who withdraw into over-analys-
ing, finding such episodes of distress may be difficult as they may make little
contact with everyday life. For these clients, setting some very mild and scaf-
folded behavioural pattern-breaking tasks (e.g. socialising, eating meals
around others) upfront may be necessary in order to produce some emotions
to work on in therapy.

We have found it useful to structure ST sessions such that the first 15—
20 minutes of the session are spent discussing any recent triggering
experiences. This can often be combined with a check in of any home-
work tasks, which themselves are often felt to be emotionally triggering.
Use this first third of the session to try and attune to relevant experiences.
It is usually helpful to slow things down during your attempts at attune-
ment and ask for very specific episodes as people who over-analyse tend
to speak quickly and relay quite broad narratives that invariably gloss
over the emotional content of any triggers (e.g. quickly linking from one
episode to the next).

THERAPIST: So Jackie, you are saying that you have been feeling very upset this
week, can you tell me about a specific time when you were feeling this way?

JACKIE: Yes on Monday I felt terrible all day.

THERAPIST: Can you tell me about a specific moment you were feeling upset
on Monday, Jackie, perhaps when it was most upsetting for you?

JACKIE: When my mother was being her usual self!
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THERAPIST: What exactly was it, Jackie, that was upsetting about the way she
was treating you?

JACKIE: It was just her being her usual self, ...but it was the look she gave me,
it was ‘that look’ again.

THERAPIST: That look...

JACKIE: A look of disapproval...Like I've disappointed her again.

2. Tune in to the emotional response

This should be done by enquiring as to the nature of the emotional reaction
to the triggering event in terms of emotion labels (e.g. ‘I felt sad’) and/or
related bodily sensations (e.g. ‘I felt it in my throat’).

THERAPIST: And how did you feel when she gave you this look?

JACKIE: I felt anxious...like pressure.

THERAPIST: and where could you feel this pressure or anxiety building up [in
your body)?

JACKIE: In my head...like a headache.

THERAPIST: [summarising the understanding so far, and empathising]: OK, so
let’s see if I am understanding this right so far...she was screaming at you
and giving you the look, and this led to you feeling intense anxiety and a
kind of pressure in your head, like a headache?

JACKIE: Yes.

THERAPIST: That does sound hard [also communicating empathy with facial
gesture].

JACKIE: Yes.

3. Uncover underlying schemals and needs

In ST, it is important to attune not only to the feelings, but also the under-
lying schemas and needs driving the distress. In most cases, episodes of dis-
tress can be understood in terms of the activation of specific schema/s and
needs. Take an enquiring stance to continue questioning about the meaning
of the trigger and feeling for them, using cognitive techniques such as
downward arrowing and Socratic questioning.

THERAPIST: OK, and I could easily assume why you were feeling that way,
but I'd like to check with you. What did it mean to you that she was
giving you the look in that way?

JACKIE: I've disappointed her yet again.

THERAPIST: And what would that mean if you disappoint her?

JACKIE: I am a bad daughter. [activation of emotions becomes evident]
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THERAPIST: Ah... OK, I think I'm starting to get it. Did it kind of feel like
youre ‘not good enough’ again? [Therapist checks the emerging
understanding.]

JACKIE: Yes, of course. She always makes me feel that way, especially with the
look.

THERAPIST: Does that feeling of ‘not good enough’...does it capture all of the
pressured feeling or is there something else too? [Therapist checking to see
if there are other schemas at play.)

JACKIE: No that is it, 'm a disappointment to her; nothing I do is ever good
enough!

4. Summarise understanding, empathise, and link to historical origins

Tentatively summarise your understanding so far for the client, based on
your line of enquiry. Do so, and repeat steps 1-3 as necessary until the client
reports a high degree of resonance. Once the client communicates this reso-
nance, offer some empathic statement/s and look for opportunities to link to
relevant childhood experiences, making such links explicit.

THERAPIST: OK, so I think I'm starting to get it now, you were hanging out
with mum, and like usual, she started picking at you and criticising, but it
was ‘the look’ that really got you feeling anxious, and pressured, and like
once again nothing you do is ever ‘good enough’. Is that right?

JACKIE: Yes.

THERAPIST: And this makes a lot of sense to me that you would react so
strongly, because it’s not the first time you have been treated this way.
This is kind of like all those other times she would pressure and criticise
you growing up, right?

JACKIE: Yes.

THERAPIST: I'm really sorry to hear this Jackie, because I don’t think you
deserve this from your mother, but at the same time I'm really glad that
you shared this with me, I feel like I understand you a lot more, particu-
larly about the relationship between you and mum, and how she has a
way of making you feel ‘not good enough’ so easily.

5. Intensify attunement

If necessary, you may ask the client to close their eyes to increase the level
of emotional experiencing, including any bodily sensations. This may be
necessary in cases where the coping mode is strong, and the level of emo-
tional activation is low. For clients who can easily process and talk about
their emotions, or those that become too easily overwhelmed, this may not
be necessary.
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6. Move into experiential techniques

High levels of attunement will on most occasions be very validating and
reinforcing for clients, but also represent an opportunity to skilfully bridge
into experiential techniques.

THERAPIST: This issue of feeling ‘not good enough’ seems really important for
you at the moment Jackie, I'm wondering if it would be a good use of our
time if we focus on this feeling or theme of ‘not good enough’ for some
imagery work?

Therapist balance matrix. The matrix in Figure 6.1 represents two important
dimensions the schema therapist must be aware of, in order to remain flexible
and sensitive to clients’ needs from moment-to-moment. One reason that
clients become stuck in maladaptive coping is often because they have been
overly triggered by negative emotions (e.g. VCh, Inner Critic (Parent)
modes), and may have started feeling overwhelmed, leading to a strong
coping response. This pattern would be represented at the top of the vertical
axis. In these cases, careful management of scaffolding emotion focused
tasks may be necessary to slowly build efficacy to deal with disturbing
emotional content. That is, if the work is pitched ‘too high’ in terms of the
level of emotional activation, you will likely find it more difficult to bypass
the coping mode. Conversely, at the bottom of the vertical axis, a strong
coping mode such as over-analysing may represent a pre-emptive protective
strategy to avoid activation of any negative emotions. In these cases, it could

A High Level Emotional Experiencing
(Overwhelmed)

) . Limit and Change Approaches
Connection Approaches

<

>
Ny 7~ 4. Limit setting
1. Care, attunement, 2. Guidance,

nderstandin lidation, direction . . .
understanding, validation, directio 3. Empathic Confrontation

v Low Level Emotional Experiencing
(Underwhelmed)

*Therapist is tasked to balance both axes depending on the client’s current needs.

Figure 6.1 Therapist balance matrix
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be that the therapist needs to purposely make the sessions more experiential
(e.g. by focusing on imagery techniques).

The horizontal axis serves to keep therapists aware that they will also need
to balance connection tasks (e.g. care, guidance) with the tasks of empathic
confrontation and setting limits. Just as a good parent will find a balance
between these approaches, given the child and situation, so too the schema
therapist will need to find the right balance. For clients that are over-analys-
ing, some mild empathic confrontation may be necessary to bypass.

THERAPIST: I know it feels more comfortable to explain all of the detail — it’s
that Over-analyser mode again, but I think it is important to, just for a
moment, focus on how you felt in that situation.

This may open up more opportunity to switch to the connection leg on the
left of the horizontal axis and engage in attunement as the client may start
opening up on an emotional level. As described above, bypassing maladaptive
coping and increasing schema attunement is a fluid, unfolding process. The
therapist balance matrix may be a useful tool for schema therapists to keep
aware of these two important therapist tasks.

Behavioural pattern-breaking techniques

While we have focused practically thus far on within session management
strategies to ‘bypass’ the over-analysing behaviour, within ST it is also
important to reverse maladaptive patterns of behaviour in real life so as to
disrupt schema maintenance. Several behavioural skills and techniques
taken from the broader CBT literature appear to be promising here,
including, but not limited to, behavioural activation (Jacobson, Martell, &
Dimidjian, 2001), mindfulness skills (Linehan, 1993; , Strosahl, & Wilson,
2011), and process focused CBT approaches (Watkins, 2016). Techniques
such as these are promising for breaking the pattern of RNT, helping
people connect with a healthier style of self-processing more reminiscent
of a HA (Roediger et al., 2018). Timing the introduction of behavioural
pattern-breaking techniques takes some careful consideration. Ordinarily
in ST, these techniques should be implemented more at the back end of
treatment, once considerable healing has taken place via the cognitive,
emotive, and limited reparenting. However, some clients may benefit from
some early focus on very small, graded attempts to pattern-break, parti-
cularly for those whose avoidant coping is very strong, and emotional
engagement very low. For those with strong over-analyser coping, we have
similarly noticed that an earlier focus on pattern-breaking is warranted, as
they can assist in overcoming some of the problems of over-analysing
behaviour earlier in treatment, increasing emotional engagement.
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Conclusion

RNT processes have been conceptualised as a transdiagnostic maintenance
factor common to the experience of EDs. Further, these negative processing
styles represent a significant threat to ST, which relies heavily on corrective
emotional experiences for treatment effects. Treating RNT as representing ‘over-
analysing’ coping mode activity represents a promising approach to formulating
and managing these difficult clinical phenomena within a ST approach.
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Chapter 7

Experiential mode work with
eating disorders

Susan Simpson

Abstract

The schema therapy (ST) model aims to bring about transformational change
through working in four main areas: cognitive, behavioural, experiential and
interpersonal. Experiential techniques fire up’ the cognitive work, transcending
intellectual change and penetrating early maladaptive schemas (EMS) that are
held at a deeply embodied level. The experiential techniques employed in ST are
potent mechanisms for reducing entrenched shame and cultivating self-compas-
sion in eating disorders (EDs). It is only by establishing significant shifts in
deeply held EMS, that behavioural changes can be established without risk of
relapse. A range of experiential techniques are described in this chapter, which
can be adapted, depending on the primary coping modes being manifested.

One of the main objectives in ST is to help participants to recognise and distinguish
their different ‘sides’ or modes, with the aim of differentiating and gradually inte-
grating them into a coherent sense of self. Many clients with EDs are ‘fused’ within
a particular coping mode (e.g. Detached Protector (DetPr), Overcontroller (OC))
that they identify as ‘self”. Whilst acknowledging the functional value of coping
mechanisms as a means of dealing with developmental disruptions, the therapist’s
primary task is to bypass these in order to access underlying painful feelings and
emotional needs. The Vulnerable Child (V' Ch) side is often hidden behind guarded
and resistive coping modes, which we must find ways of bypassing. It is only once
we have reached the V'Ch that we can introduce therapeutic healing work.

The behavioural eating responses associated with coping modes are largely
resistant to change unless the underlying EMS are also addressed. We do this in ST
firstly by helping clients to recognise and gradually accept the existence of the
VCh — the side of themselves that has suffered as a result of unmet needs during
childhood. EDs partly operate through mechanisms that result in a ‘shut-down’ of
physiological [and emotional] needs. Although a significant component of beha-
vioural work takes place once the underlying EMS have been at least partially
healed, there is usually a need to explicitly work on reducing behaviours (e.g.
restriction or bingeing that poses a severe risk to the client) through empathic



