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What is a “trauma” ?
“Psychological trauma is the unique individual 
experience of a [single] event, a series of events, or 
a set of enduring conditions, in which:

•The individual’s ability to integrate his or her 
emotional experience is overwhelmed (i.e., the 
ability to stay present, understand what is 
happening, tolerate the feelings, or comprehend 
the horror), or

•The individual experiences (subjectively) a 
threat to life, bodily integrity, or sanity.”

Saakvitne et al, 2000
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What is “traumatic” depends 
upon our vulnerability
Because children are so dependent on their caretakers 

for survival and safety, many experiences are traumatic 
for them that might not traumatize an adult

•“Frightened and frightening” caregiving (Lyons-Ruth)

•Neglect, separation, abandonment  (Perry)

•Exposure to domestic violence, witnessing violence
•“Enduring conditions of threat” (Saakvitne)

•Secondary effects of parental PTSD  (Yehuda)

•Accidents, medical crises, surgery, invasive procedures
•Death of a parent or parent figure   Fisher, 2012
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Adapted from Bremner & Marmer, 1998

“Trauma survivors have symptoms instead of memories.”
[Harvey, 1990]
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Correlation between trauma and 
mental disorders
• Major Depression
• Anxiety disorders: clients with PTSD are 3-6 times more 

likely to have an anxiety disorder
• Schizophrenia
• Eating disorders
• Substance abuse (as high as 70%)
• Somatization or somatic symptom disorder

• Bipolar disorder: though increasing numbers of 
PTSD clients are being given bipolar diagnoses, no 
studies demonstrate a link between the two!

5

“Under conditions of extreme stress, there 
is failure of . . . memory processing. . . 
leaving the sensory elements of the 
experience unintegrated and unattached.  
These sensory elements are then prone to 
return [when] activated by current 
reminders.”

Van der Kolk, Hopper & Osterman, 2001 

The legacy of trauma is different 
from other adverse experiences

6
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Sensory elements without words = 
implicit memory
•Brain scan research demonstrates that traumatic memories 
are encoded primarily as bodily and emotional feelings
without words or pictures—detached from the event

•These implicit memories do not “carry with them the 
internal sensation that something is being recalled. . . . we 
act, feel, and imagine without recognition of the influence 
of past experience on present reality.” (Siegel, 1999)

•“Emotional memory converts the past into an expectation 
of the future. . . [and] makes the worst experiences in our 
past persist as felt realities.” (Ecker et al, 2012, p. 6)                                  

Fisher, 2015

7

Threat and the Brain

Reptilian Brain: 
controls our instinctive 
responses and functions

Limbic 
System or 
Emotional 
Brain: perceives 
and reacts to 
threat

Frontal 
Cortex: 

analyzes, 
problem-solves, 

learns from 
experience

Sensorimotor Psychotherapy Institute

Threat
Amygdala                               

the brain’s smoke detector, it 
activates the emergency stress 

response
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Implicit memories take many 
different forms
•“Feeling flashbacks” of desperation, despair, shame and self-
loathing, hopelessness and helplessness, rage
•Chronic expectation of danger: hypervigilance and mistrust, 
fear and terror, “post-traumatic paranoia”
•“Body memories:” numbing, dizziness, tightness in the chest 
and jaw, nausea, constriction, sinking, quaking  
•Impulses and movements: motor restlessness, frozen states, 
impulses to “get out,” running, hiding, huddling or hunkering down 
in a state of collapse    
•Symptoms: symptoms of depression, anxiety disorders, 
somatization disorder, OCD, addictive disorders, and Borderline 
Personality Disorder                                           Fisher, 2014
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Triggers and Triggering
•The human body is self-protective: it automatically 
reacts to any cue indicating the possibility of danger.  
•The brain is biased to respond to any danger signal it 
has ever known: times of day, days of the week. times of year, 
gender and age, facial expression, colors, smells or sounds, weather 
conditions, a tone of voice or body language, touch, even our own 
emotions and body sensations

•When we get triggered, we experience sudden and 
overwhelming feelings, sensations, and impulses that 
convey, “I AM in danger—right now!” not “I was in 
danger then” Fisher, 2015
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Triggers (Alta Mira, May 2015)

Being surprised
Having to wait
Being in my family home
Being alone or in a group
Anger and angry 
expressions
Seeing people spank their 
children
Disappointing people
Being disappointed
The silent treatment
Being happy or unhappy
Being asked a lot of 
questions, especially by 
authority figures

Violent movies
Being threatened
Suicide in the news
Being watched
People leaving
Feeling trapped
Being told what to do
Change (bad or good)
People who are vulnerable
Witnessing others being 
traumatized
Heights
Dark rooms
Confrontation
Being ignored or being the 
center of attention
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Triggering supports a sense of threat

Amygdala 
responds to the threat cue 
by activating emergency 

stress response

The frontal 
lobes shut 
down or 
decrease 
activity to 

ensure 
instinctive 
responding

The trigger 
is now the 

threatening 
stimulus!
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When the parent is frightening, 
dysregulating instead of regulating,

Window of Tolerance*

Sympathetic Activation

Parasympathetic Activation

Ogden and Minton, 2000; Fisher, 2009
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On guard, 
“jacked up,”

impulsive, quick 
to fight or flee

Checked out, 
numb, 

disconnected, 
“don’t care,”
going through 

the motions
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Autonomic Adaptation to a Threatening World

Little to no Window of 
Tolerance 

Hyperarousal-Related Symptoms:
Impulsive behavior, risk-taking, poor judgment
Hypervigilance, mistrust, resistance to treatment                                                                            
Anxiety, panic, terror, post-traumatic paranoia, racing thoughts
Intrusive images, sensations, emotions; flashbacks and nightmares
Self-destructive, suicidal, and addictive behavior

Hypoarousal-Related Symptoms:           
Flat affect, numb, feels dead or empty, “not there”
Cognitive functioning slowed, “lazy” thinking 
Preoccupied with shame, despair and self-loathing 
Passive-aggressive, victim identity

Hyperarousal

Hypoarousal

Ogden and Minton (2000); 
Fisher, 2009             
*Siegel  (1999) Sensorimotor Psychotherapy Institute
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“In order for the amygdala to respond to 
fear reactions, the prefrontal region has 

to be shut down. . . .   [Treatment] of 
pathologic fear may require that the 

patient learn to increase activity in the 
prefrontal region so that the amygdala is 

less free to express fear.”
LeDoux, 2003

To Treat Trauma, Frontal Lobe 
Inhibition Must Be Reversed

15
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“Waking Up” the Frontal Lobes
•Increasing mindful differentiation of thoughts, feelings, 
and body sensations: “When you say, ‘I’m so alone,’ is that a 
thought or belief?  A feeling?  Or is it a gut sensation?”

•Evoking curiosity by observing and re-framing old schemas and 
habitual responses as adaptive “then,” formulating and testing 
hypotheses, challenging trauma-related assumptions

•Providing accurate information to counter trauma-driven 
interpretation, empowering the client by providing him/her with 
psychoeducational understanding

•Helping patient achieve distance from the symptoms:  
differentiating thoughts vs. ‘truths,’ using neutral terms to describe 
feelings, universalizing or reframing symptoms Fisher, 2009

16

Distinguishing Thoughts, Feelings, 
and Body Sensations

In mindfulness-based treatments, we clearly differentiate 
cognition, emotion, and body responses:

When the client says, “I feel unsafe,”
•It could reflect a cognition: “I am never safe,”
“The world is not a safe place”
•It could mean an emotion: “I’m feeling frightened”
•It could mean bodily sensation: “My chest is tight; 
my heart is racing; it’s hard to take a breath”
•It could mean action:  “I want to hurt myself”

Sensorimotor Psychotherapy Institute

17

Facilitating Mindful Awareness
•Mindfulness in therapy depends upon the therapist 
becoming more mindful:  slowing the pace of thinking and 
talking, refraining from interpretation or direction in favor 
of neutral observation, helping the patient begin to focus on 
the flow of thoughts, feelings, & body sensations
•Mindful attention is present moment attention.  We use 
“retrospective mindfulness” to bring the client into present 
time:  “As you are talking about what happened then, what 
do you notice happening inside you now?”

•Curiosity is cultivated because of its role as an entrée 
into mindfulness: “Perhaps by binging and purging, you 
were trying to help yourself get to the wedding. . .” Fisher, 2009

18
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Mindfulness Skills
•“Notice . . .”
•“Be curious, not judgmental. . . “
•“Let’s just notice that reaction you’re having 
inside as we talk about your boy friend”

•“Notice the sequence: you were home alone, 
bored and lonely, then you started to get agitated 
and feel trapped, and then you just had to get out 
of the house”

•“What might have been the trigger?  Let’s be 
curious—go back to the start of the day and 
retrace your steps” Fisher, 2004

19

Increasing Frontal Lobe Activity: 
Offer a Menu of Possibilities

•“When you feel the panic come up, what happens?  
Do you feel more tense?  More overwhelmed?  
More frozen?”

•“As you feel that anger, is it more like energy?     
Or muscle tension?   Or does it want to do
something?”

•“When you talk about feeling ‘nothing,’ what 
does ‘nothing’ feel like?  Is it more like calm? Or 
numbing? Or like freezing? ” Ogden 2004

Sensorimotor Psychotherapy Institute
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Making Mindfulness Even Easier:  
Ask Contrasting Questions

•“When you vent your anger, do you feel 
better? Or worse?  Is it more pleasurable or 
unpleasurable to vent?”

•“Does it feel like something is going to hurt 
you from the inside or the outside?”

•“When you say those words, ‘I’m a loser,’
does the shame get better or worse?”

Ogden 2004; Fisher, 2005
Sensorimotor Psychotherapy Institute
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Psychoeducation
•Offer a “crash course” on the effects of trauma on the mind 
and body: “body memories,” the nervous system, cortical inhibition
•Normalize feelings/behavior that have been sources of shame 
as ingenious attempts to cope
•Label the symptoms as “symptoms”: poor judgment and 
impulsivity, self-loathing, self-neglect, re-enactment
•Increase awareness of post-traumatic triggering of 
habitual survival responses: “getting” the logic of trauma 
decreases shame and increases understanding of cause-and-effect
•Encourage curiosity and compassion: “That makes sense,”
“Of course you feel trapped,” “No wonder you had to cut [drink, 
restrict, act out]—you were trying to get some relief”

Fisher, 2003

22

Addressing Triggers/Triggering
•Trauma patients generally come to treatment because 
of post-traumatic triggering: trauma-related reminders 
have stimulated anxiety symptoms, intrusive memories, 
overwhelming emotions, depression, and/or suicidality 
•The first goal of trauma treatment is to empower 
clients by helping them recognize the role of triggering 
in causing or perpetuating their symptoms
•With greater understanding comes decreased fear and 
shame when these responses are triggered.  With more self-
awareness and a language to describe what is happening, 
the capacity for self-regulation in the face of triggering can 
potentially increase                   Fisher, 2008

23

Connecting Symptoms to 
Triggers

“I don’t 
know—I 
just hate 
myself”

“My boy friend 
was supposed 
to call me, but 

he didn’t”

“I was mad at 
myself for 

trusting him—
that’s why I 
hate myself”

In the context of client’s having cut herself, therapist tries to evoke curiosity: 

Fisher, 2006

I hear you 
cut last 

night—what 
might have 
triggered 

you?

What was 
going on just 

before?

What feelings 
and thoughts 
came up when 
he didn’t call?

And you probably 
couldn’t tell 

anyone because 
you felt ashamed?

“Yeah, I thought,
“What 

kind of fool am
I for trusting 

him?”

24
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“I wanted 
to kill him, 

and I 
wanted to 
kill me”

“Completely 
overwhelmed
—I couldn’t 

stand it”

“But now I’m 
feeling stupid, 
and my arm is 

killing me”

Therapist continues to ask mindfulness questions: 

Fisher, 2006

When you had 
that thought, 
what feelings 

came up?

How 
overwhelmed 

were you?

Well, cutting triggers 
adrenaline so you feel 
calmer—you were just 
trying to get control 

back, huh?

Do you want me 
to show you 

something else to 
do that will help 

you feel less 
overwhelmed?  It 
won’t work as 

well, but it 
doesn’t get you 

in trouble!

“Sure. . . I’d like
to survive this 

weekend!”

Connecting Symptoms to 
Triggers, cont.

25

How can you tell when you are triggered?
• Triggered reactions = sudden, intense, and hard to shift
• Anxiety, fear, increased heart rate
• Pit, tightness, clenching in stomach
• Shallow breathing, hyperventilation, holding the breath
• Obsessive thinking
• Response disproportional to event
• 0-to-60 reactions
• “I’m doing something I shouldn’t/didn’t want to do”
• Muscle tension (either whole body or specific areas)
• Jumping to conclusions
• Jumping to “worst case scenario”
• Feeling that ‘the sky is falling’
• Sense of not belonging, being on the outside looking in
• Fear of abandonment or aloneness
• Feeling small

26

Sensorimotor Psychotherapy Institute

Teaching the Skills to Regulate Arousal 
Within the Window of Tolerance

Hyperarousal

Hypoarousal

Ogden 2006; Fisher, 2009

•Psychoeducation
•Curiosity 
•Reframing
•Mindfulness
•Differentiating body, 
thoughts, feelings,
•Identifying triggers
•Tracking patterns
•Breathing or sighing
•DBT skills
•Somatic skills

Notice the 
triggering

Interventions

Then 
regulate the 

arousal

27
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Experimenting with Somatic Resources 
for Traumatic Reactions

Resources:

Slowing the pace

Sighing, breathing

Lengthening the spine

Hand over the heart

Grounding with the feet

Clenching/relaxing

Movement, orienting

Traumatic Reactions:

Shaking, trembling

Numbing

Muscular hypervigilance

Accelerated heart rate

Collapse

Impulses to hurt the body

Disconnection, spacing out
Ogden, 2000Sensorimotor Psychotherapy Institute
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Maximizing positive states, not just 
repairing negative ones

“. . . The earliest phase of [attachment formation] 
involves . . . maintaining a positive state for the infant.  
The parent’s role in regulating negative arousal 
during the first year is not simply to respond with 
comfort when the infant is disturbed, but to avert 
distress by maintaining the infant’s interest and 
engagement in a positively toned dialog with the social 
and physical environment.”

Hennighausen & Lyons-Ruth, 2005

29

“Not only is the therapist . . . unconsciously 
influenced by a series of slight and, in some 
cases, subliminal signals, so also is the 
patient.  Details of the therapist’s posture, 
gaze, tone of voice, even respiration, are 
[unconsciously] recorded and processed.
A sophisticated therapist may use this 
processing in a beneficial way, potentiating 
a change in the patient’s state without, or 
in addition to, the use of words.”

Meares, 2005, p. 124
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Strategies for using OURSELVES to 
enhance the treatment
•Vary your voice tone and pace: soft and slow, hypnotic 
tone, casual tone, strong and energetic tone, playful tone
• Energy level: “there” and energetic versus more passive
•Empathy vs. challenge: how does the client’s nervous 
system respond to empathy vs. challenge?  Does s/he need 
limits?  Or re-framing?  Or permission to say more?
•Adjust the amount of information based on how clients 
respond to psychoeducation or skills-based interventions
•Posture: leaning toward, sitting back, shoulders relaxed or 
squared Fisher, 2018

31

“The primary therapeutic attitude [that 
needs to be] demonstrated [by the 
therapist] throughout a session is one of :

P = playfulness
A = acceptance
C = curiosity
E = empathy

Hughes, 2006

32

“Leavening” Distress States 
with Positive States
“Playful interactions, focused on positive 
affective experiences, are never 
forgotten . . .  Shame is always met with 
empathy, followed by curiosity. . . .  All 
communication is ‘embodied’ within the 
nonverbal. . . . All resistance is met with 
[playfulness, acceptance, curiosity, and 
empathy], rather than being confronted.”

Hughes, 2006
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For further information:

Janina Fisher, Ph.D. 
5665 College Avenue, Suite 220C

Oakland, CA 94611 USA

DrJJFisher@aol.com
www.janinafisher.com

Sensorimotor Psychotherapy Institute
www.sensorimotor.org
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