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ARTICLE INFO ABSTRACT

Keywords: Objective: To (i) describe a deep brain reorienting group intervention (DBR-GI), and (ii) explore whether the deep
Rauma therapist’s distress brain reorienting (DBR) method as a group intervention ameliorates countertransference reactions and distress in
Countertransference

psychotherapists who provide trauma therapies. Distress that potentially otherwise could lead to vicarious
traumatization.

Methods: All participants in this small, naturalistic study (n = 32) were experienced trauma psychotherapists in
ongoing group supervision. They were offered an opportunity to process their reactions to relational difficulties
and/or distress related to their clinical work with DBR-GI during consultation hours and all signed informed
consent. The participants’ self-assessed experiences of discomfort before and after DBR processing were
measured with the Subjective Units of Distress Scale (SUDS). They also provided verbal and written statements
regarding their experiences after the DBR-GI intervention.

Results: SUDS ratings/values related to participants’ experiences of discomfort before and after the DBR-GI
moment were significantly changed, p < 0000 (binomial calculation). The subjective ratings were aligned
with the participants’ summarized verbal and written statements, where worry and unease changed towards a
(re)gained felt sense of embodied freedom, presence, agency and clarity, including reduced transference
reactions.

Conclusions: Preliminary results are promising. Potentially, DBR-GI seems to diminish trauma-generated coun-
tertransference and related reactions, also when used as a group intervention. New knowledge concerning which
groups of clinicians who benefit from the intervention needs to be further enhanced and implemented in
consultation/supervision. Whether or not DBR-GI is a helpful method during supervision of more inexperienced
colleagues and if the group adaptation of DBR offers a possibility in work with clients should be investigated.

Neurobiological effects

Vicarious traumatization

Group supervision

Deep brain reorienting group intervention
(DBR-GI)

Introduction contemporary research in psychodynamic (Levy & Scala, 2012), prag-
matic (Muran & Eubanks, 2020) and the CBT oriented tradition (Prasko,

As trauma therapists, we share the life-worlds of traumatized people Ociskova, Vanek et al, 2022). Wilson (2004) emphasized

inclusive how they have been impacted of natural disasters, human
shortcomings, and deliberate malice — sometimes long before these
events have become part of their verbal narratives (Gerge, 2024). Some
of these experiences, shared or unconsciously staged together with us
(Loewenstein & Brand, 2023), are overwhelming and impact therapies
and therapists. The therapeutic relationship can be defined as the sum of
the real relationship between the contractors and their working alliance,
transference and countertransference (CT) (Levy & Scala, 2012). In-
terventions for ameliorating CT reactions have been requested in
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trauma-specific CT reactions when treating PTSD. Pierorazio, Snyder,
Chang et al. (2025) stated that supervisors and consultants of therapists
working with dissociative identity disorder (DID) must remain aware of
the potential of vicarious traumatisation (VT), compassion fatigue,
burnout (Sayer, Kaplan & Nelson et al., 2024), and other occupational
hazards. Supervisors/consultants should also ask about these hazards
and guide therapists toward addressing them (Pierorazio et al., 2025). In
the following, after a theoretical introduction including a brief presen-
tation on trauma-generated CT and embodied CT, the use of deep brain
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A. Gerge

reorienting group intervention (DBR-GI) during group supervision of
experienced trauma therapists is researched. How DBR-GI is adapted to
group supervision is presented and initially evaluated, giving a possible
tool to supervisors and consultants, trained in DBR, when addressing
and easing CT and aligned reactions of clinicians in supervision.

Trauma-generated countertransference

The contemporary expanded view of CT includes therapists’
conscious and unconscious reactions to their clients’ transference. Ac-
cording to Prasco et al. (2022) transference is conceptualized as the
organization of an individual’s experiences and behaviours, including
cognitive, emotional, and interpersonal processes based on previous
experience. From a psychodynamic perspective clients’ transference can
be seen as enactments of earlier dynamics and displaced feelings leading
to unconscious repetitions of patterns of thoughts, feelings, beliefs, ex-
pectations, and responses stemming from important earlier relationships
(Pearlman & Saakvitne, 1995a). These unconscious patterns can be
re-enacted as fear of rejection, dependency/counter-dependency, or
idealization/devaluation (Hersoug, Ulberg & Hgglend, 2014), and in
un-realistic wishes of a “quick fix”, sometimes met by CT-reactions in the
therapist, for examples given in EMDR therapy, see Piedfort-Marin
(2018).

Clients’ transference reactions can lead to blocks in the therapy
process and are treated differently in different schools of therapy. In
client-centered humanistic psychology the therapist strives to under-
stand and accept the client’s attitude toward the therapist/therapy
(Rogers, 1965). In existential psychotherapy the understanding of
transference places more emphasis on the client’s capacity to choose,
here and now (Schneider & May 1995). Also, in EMDR, as in psycho-
dynamic psychotherapy, relational issues are considered to play a key
role in each phase of the treatment (Dworkin, 2013), and especially in
complex cases where the therapist’s sensations and sensorimotor re-
actions during the trauma processing can guide interventions
(Piedfort-Marin, 2018). Such intercorporeality is a prerequisite for an
embodied intersubjectivity and a main source of knowledge about the
other including our capacity of mindreading and feeling empathy
(Gallese, 2014). Deep Brain Reorienting (DBR; Corrrigan &
Christie-Sands, 2020; Corrigan, Young & Christie-Sands, 2025) offers a
bottom-up approach for soothing transference and CT-phenomena
through the method’s emphasis on finding an embodied orienting ten-
sion early in the appraisal process and a connection on midbrain level
between therapist and client as a prerequisite for trauma-processing.

For the classical definition of CT as an unconscious phenomenon
based on the therapist’s unresolved issues, see Kernberg (1965) and
Hofsess and Tracey (2010), and for the historical origin of the concept
(Ferenczi, 1909, 1919; Freud, 1910). If unrecognized and unexplored,
CT reactions can become therapeutically counterproductive (Bhola, &
Mehrotra, 2021; Breivik @vstebg, Pedersen, Wilberg et al., 2024) and
result in heightened existential hopelessness, withdrawal, isolation or
over-engagement (Pierorazio et al., 2025; Wilson & Lindy, 1994; Wilson,
Lindy & Raphael, 1994; Wilson & Thomas, 2004). CT reactions refer to
the inter-subjectivity of the psychotherapeutic dyad of the client and the
therapist (El Husseini, Skandrani, Sahab, et al., 2016; Shubs, 2008;
Breivik (vstebg et al., 2024), including the totality of (unconscious)
reactions, as feelings, cognitions, and behaviors, responding to dynamics
in the therapeutic relationship (Gelso & Hayes, 2007). These responses
are considered stemming from either the therapist’s unresolved issues or
from maladaptive behaviors elicited by the client (Gelso & Hayes,
2007). Such “maladaptive” behaviors often make sense when knowing
more about the client’s life experiences (Gerge, 2024). Several defini-
tions of CT exist and vary whether CT is measured by self-report or
observer-ratings (Hayes, Gelso, Goldberg et al., 2018).

Therapists’ own traumatic or adverse experiences might be activated
in the we-centered, shared space of therapy (Piedfort-Marin, 2019;
Ronnestad & Skovholt, 2003). Several of the interviewed trauma
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therapists in the Cavanagh et al. study (2015) mentioned silence sur-
rounding personal trauma, posing major challenges in their capacity to
conduct trauma therapy and Pierorazio et al. (2025) mentioned the risk
of border violations in overidentification in treatment of DID, suppos-
edly due to a personal trauma history. Therapists, who have experienced
trauma in their lives and/or genealogy, showed stronger CT emotions
and reactions, compared to therapists who had not experienced trauma
(Cavanagh et al., 2015). For descriptions of transference power and CT
phenomena in therapies with highly dissociative (and consequently
severely traumatized) clients, see (Kluft, 2009; Loewenstewin & Brand,
2023; Pierorazio et al., 2025; Sinason & Silver, 2009).

Countertransference related to severe traumatization and dissociation

Data on CT in therapies with several types of complex traumatization
shows that basic transference patterns were negative and post-
traumatic, e.g., in treatment of incest and childhood sexual abuse sur-
vivors, adult violent-crime victims, in Vietnam veterans, and in female
counselors working with sexual violence survivors (Davis & Frawley,
1991, 1994, 2009; Shubs, 2008; Wilson, 2004; Schauben and Frazier,
1995). Both Type I CT (avoidance) and Type II CT (overidentification)
(Wilson and Lindy, 1994), and empathic strain and vicarious traumati-
zation affected clinicians (Shubs, 2008). Such traumatic transference
can be concealed and overtly avoided, though can be revealed in
dangerous or otherwise high-risk behaviors — acting in and acting out to
self or others (Kluft, 1994, 2017; Loewenstein & Brand, 2023). An
interpretative phenomenological analysis study of 31 therapists
including 10 disaster-relief workers found that “trauma calls into
question the very identity of the therapist” including physical symptoms
(El Husseini et al., 2016). Pierorazio et al. (2025) found in their reflexive
thematic analysis of interviews of 15 therapists working with DID the
theme of “churning my stomach up” including re-experiencing personal
traumata and being physically impacted.

Early during treatment of severe secondary and especially tertiary
structural dissociation (Steele, van der Hart & Nijenhuis, 2005), the
therapists’ capacity to know about what they experience in their inner
worlds is crucial (Gerge, 2024). Supposedly traumatized and dissocia-
tive clients have changes in their brains’ functional networks
(Dimitrova, Lawrence, Vissia, et al., 2024; Kearney et al., 2023a) and
brain functions (Kearney & Lanius, 2024; Liddell, Das, Malhi et al.,
2022; Teicher & Samson, 2016). Information from clients’ unspoken
though lived life-worlds can manifest in their therapists as flashes,
phantasms, and night dreams with aggressive, sadistic, and/or bizarre
content that differs from the therapist’s habitual way of gaining infor-
mation from her/his inner world (Gerge, 2024).

In all stages of trauma work (Herman, 1992) with highly dissociative
and traumatized clients, CT phenomena occur, supposedly because
therapists may feel incapable of affecting change and are impacted by
the suffering of their clients. If the therapists have personal theme-
s/unfinished and maybe unconscious material regarding
trauma-generated reactions the CT phenomena might be even more
pronounced. Clients with PTSD, complex PTSD and DID may have
switching self-states that embody trauma experiences. These can be
projected onto therapy and the therapist as trauma-based and
dissociation-based CT. This type of CT phenomena is crucial to decode
both in diagnostics and in trauma therapies (Pierorazio, Brand &
Goldenson, 2025).

In the stabilization and safety stage (I), flashes of the atrocities (when
sitting with clients) or vehement dreams can give therapists pre-
monitions of the clients’ experiences even when heightened cognitive
control and inter-identity avoidance of trauma-related knowledge is
present, the latter supposedly due to that the frontoparietal network
(central executive network) seems to be used to not know about the self
(Dimitrova et al., 2024). Instead, it is potentially used to prevent highly
dissociative clients from finding out about themselves. Therapies then
can become a game of not knowing, while therapists must withhold
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unbearable information until clients can bear to know about themselves
(Gerge, 2024). Though, first such information needs to be held and
embodied by the therapist.

Strong CT phenomena can appear as beta elements (raw, unthink-
able, unlinked sensations) as per Bion (1962). Through processing our
CT, the beta elements can transform into alpha elements (represenTable,
metabolizable elements). Discrimination of a therapist’s own different
CT reactions requires the ability to make interpretations based on
recognition of one’s own emotional states (Abargil & Tishby, 2022;
2024; Bateman, Riifenacht, Perroud et al., 2023; Laine, 2007) — a ca-
pacity hopefully heightened due to supervision/consultation with an
experienced supervisor (Scaife, 2008), though needed to be maintained
in embodied self-supervision in and between sessions. In clinical pop-
ulations modest impairments in the mentalizing capacities of anxious
individuals were found, likely influenced by their vulnerability to stress
and the context in which they mentalized (Chevalier, Simard, & Achim,
2023). Presumably the Reflective Functioning (RF), an operationaliza-
tion of mentalization, developed in early attachment relationships
(Fonagy and Target, 2005) might be more robust in clinicians. Though,
clients’ trauma-generated dysregulation can impact and de-stabilise
clinicians. Dissociative processes apply already when the therapy still
focusses on emotion regulation, grounding, and safe stabilization
(Gerge, 2024).

In the trauma processing stage (1), therapists may feel overwhelmed
by their clients’ trauma histories, inclusive ongoing traumatization. In-
formation about suffering can implicitly be given through losses of
function and agency in and out of sessions. Also, therapists need to
recognize whether their embodied felt sense of an activated state,
emotion, or arousal level is a projective identification of the client’s state
or if it is of the therapist’s own contribution (Gerge, 2024). As per
Loewenstein & Brand (2023), therapists can experience flashbacks and
memories of what clients felt and thought during traumatic events. Such
shared attunement, even of horrific experiences, potentially overbridges
existential loneliness and holds healing and installation of the hope of
being solicited and understood.

In the integration phase (III), deep sorrow regarding lost time and
wasted possibilities needs to be shared and reframed, thus opening to
opportunities of the present and the future. Often the realisation that the
atrocities actually happened, leads to a movement between phase II and
phase III. The process of realisation puts a certain existential burden on
therapists, leading to specific trauma generated CT reactions, when
encompassing and holding seas of sorrow.

Embodied multiple transference phenomena and their putative
antecendents

Already in the PTSD diagnosis avoidance and depersonalization are
core criteria. Excess corticolimbic inhibition may, according to Purcell
et al. (2024) help a person with PTSD of a dissociative subtype (Lanius
et al., 2010) or DID to not feel the body. These phenomena impact both
therapies and the therapists who meet severely traumatized clients. And,
as stated in Gerge (2024) therapists will meet these clients: complex
PTSD has a 1-8 % population prevalence and up to 50 % prevalence in
mental health facilities (Maercker et al., 2022). Dissociative disorders
have a prevalence of 1 % to 5 % and DID is present in 1 % to 1.5 % of
general population. Dissociative disorders are more common in clinical
populations, albeit underdiagnosed (Brand et al., 2016; Hawayek,
2023). A strong mediating factor behind trauma related psychopathol-
ogy is childhood abuse (Ong, Davis, Horodyski, et al., 2025; Teicher,
Gordon & Nemeroff et al., 2022) with global prevalence rates of 12.7 %
for sexual abuse, 22.6 % for physical abuse, and 36.3 % for emotional
abuse (Stoltenborgh et al., 2015). Brown, Yilanli and Rabbitt (2023)
noted that approximately one in four children experience child abuse or
neglect in their lifetime, including 18 percent being physically abused,
78 percent being neglected, and 9 percent being sexually abused. Such
abuse will impact lives and therapy outcomes (Lippard & Nemeroff,
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2020; Breivik (Jvstebg, Pedersen et al., 2024). Trauma-related inner
working models (Bowlby, 1973), when present in therapies, are initially
seldom spontaneously spoken of, nor processed in a congruent narrative,
supposedly due to that the frontoparietal network (central executive
network) seems to be used to not know about the self (Dimitrova et al.,
2024). This entails specific conditions for conducting trauma therapy
and, by extension, supervision of these therapies.

Loewenstein & Brand (2023) give examples of CT in treatment of
clients suffering from DID, leading to therapists feeling overwhelmed,
and potentially distancing themselves. When trauma-related re--
enactments happen, the therapy can be experienced as dangerous by
both client and therapist. This can lead to attempts to enact dissociative
distancing. If such strategies fail, clients may go into flashbacks and lose
psychological distance and reality orientation (Loewenstein & Brand,
2023). Such processes can also be intertwined in multiple transference
phenomena. For example, a clinician can feel strong tenderness toward a
younger part of a grown-up client, a part holding abusive experiences
from a troubled childhood. At the same time, fright and repulsion to-
ward internalized introjects of perpetrators can terrify therapists and
clients alike. The therapist’s fear, with or without the combination with
tenderness, can trigger disgust and terror in attachment phobic parts of
the client. The fright that another person is interested in one and, at the
same time, the horror that the other person seems weak and scared, or
scary, can potentially overwhelm the (attachment) seeking-system of the
client (Schimmenti, 2023). When this happens in parallel with the
attachment-longing parts intense need for being cared for (Farina et al.,
2019) a toxic mix of conflicting impulses might impact the therapy and
the participants in the therapeutic dyad. At the same moment the
therapist can be physically alarmed, by information of the client’s
ongoing self-harming, explicitly verbalised or not, for example, sex as
self-injury (SASI; Hedén et al., 2023), cutting/vomiting or suicidal in-
tentions. Navigating in these CT phenomena is not easy. Though, let us
hypothetically rethink aspects of these phenomena from the lens of DBR
theory (Corrigan & Christie-Sands, 2020).

The hypothetical basis for DBR treatment is an initial activation of
the main brain structure for orienting — the superior colliculus of the
midbrain. The client is first grounded in an awareness of where she/he is
in the present moment. This has similarities with mindfulness/safe
grounding, though the wordings of DBR are precisely developed to an-
chor the client in the here and now through addressing specific struc-
tures and functions of the deep brain. Then the client is asked to focus on
an initial Orienting Tension associated with a traumatic or triggering
event. The Orienting Tension, most often found on upper face or at the
base of the skull, provides an anchor against overwhelm or dissociation
and is a major component of DBR. Thus, chock-responses, occurring
before primary affects or defence-oriented behaviours can be processed.
This makes any subsequent clearing of distress in relation to traumatic or
overwhelming events easier. According to Lanius, Harricharan, Kearney
et al. (2025) DBR is the only current psychotherapeutic approach to
address this shock response. After the shock has dissipated the peri-
aqueductal gray (PAG), a columnar structure of the midbrain is
hypothesised to be addressed. The PAG is the critical brain area for
defensive responses such as flight, fight, and freeze — and for the affec-
tive responses to trauma, such as fear, rage, grief, and shame (Terpou
et al., 2019a, 2019b).

When shock has dissipated and affects become possible to be with,
with the guidance of an attuned therapist, the primary affects often shift
and transform into more positive states. DBR is a shock dissolving and
transformational psychotherapy that can help clients turn towards what
they previously unconsciously have considered unbearable to be with.
The mental shutdown or avoidance, often seen during trauma memory
processing with complexly traumatised and dissociative clients can thus
be avoided. DBR offers a new path of healing for early attachment
wounded persons and those with severe dissociative disorders. Through
focussing and anchoring in the part of the memory sequence that
occurred before shock responses or emotional overwhelm DBR is often
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considered more bearable, compared to other trauma-treatment mo-
dalities (Gerge, 2025; Lanius et al., 2025).

Parallel to the loss of the image of the world as a sufficiently safe
place (if it ever was) follows the loss of the experience of the self as
competent and congruent when a biologically driven depersonalisation,
a core mark of traumatisation, takes place (Frau & Corrigan, 2025;
Lanius, Paulsen & Corrigan, 2014: Murphy, 2023). The overloaded
seeking-systems of childhood traumatised clients will leave them over-
whelmed by shock and horror responses (Corrigan & Christie-Sands,
2020). Frau & Corrigan (2025) proposed that if the adversity is suffi-
ciently intense for to lead to limbic learning and disruption of normally
integrated cortical functioning, it necessarily has its roots in intense
arousal mediated from the brainstem, midbrain and hypothalamus, see
Terpou et al. (2019a 2019b) regarding the functions of the peri-
aqueductal gray, PAG.

Hyper aroused clients are prone to emotional under-modulation,
whereby subcortical regions, such as the PAG and amygdala, are
chronically activated (Kearney & Lanius, 2024). Then, their sympathetic
nervous system’s active-defense states (fight and flight) are easily trig-
gered or continuously activated (Lanius et al., 2018; Terpou et al., 2019a
2019b) and endocannabinoids are used for capping of heightened
arousal levels. When clients are processing experienced threat through
over-regulation of amygdala and PAG by higher cortical regions, this
leads to emotional detachment and heightened depersonalisation and
derealisation levels (Corrigan, Lanius & Kaschor, 2023). Clients with
depersonalisation and derealisation often have more complex trauma
histories and are prone to passive defenses and neurochemical dissoci-
ation through release of endogenous opioids, such as mu-opioids (Lanius
et al., 2018; Terpou et al., 2019a). When sitting with those clients their
therapists’ psychophysiology will be impacted. See Corrigan et al.
(2023) for a thorough discussion regarding the impact of neurochemical
dissociation on structural dissociation and posttraumatic conditions.

Frau & Corrigan (2025) described the neurobiological consequences
of verbal abuse as a hyperactivation of the innate alarm system driving a
depersonalisation process stemming from shock responses (Corrigan &
Young, 2025). Childhood abuse is associated with disturbances to the
embodied sense of self (ESS), with childhood emotional abuse mani-
festing particularly strong relationships on all three ESS domains, e.g.
ownership, agency, and narrative (Ong, et al., 2025), supposedly due to
enhanced depersonalisation. Childhood abuse undermines the devel-
opment of an integrated sense of self through elevated levels of fear and
distress activated in the PAG of the midbrain, and dysregulation of af-
fects is an important mediating factor behind adult psychiatric suffering
(Teicher et al., 2022).

Consequently, when the active defences transition to passive states,
endoopioids are released in the PAG (Terpou et al., 2019a B.A. b)
leading to that the individual enters a state of numbing, mental disen-
gagement and avoidance of interoception, often described as fading
away. According to Lanius et al. (2024) and Corrigan et al. (2023) this
results in a neurochemical capping of otherwise unbearable pain. Such
survival-driven patterns of activation stem from the midbrain apparatus
and will impact also therapists conducting therapies aiming at changing
these patterns. Thus, the clients’ positive or negative psychoform and/or
somatoform dissociative symptoms (Van der Hart & Steele, 2023),
driven by (i) supracortical, (ii) intracortical, (iii) neurochemical and
(iiii) structural dissociation (Corrigan & Young, 2025), will affect their
therapists. Clinicians’ feelings of frustration, helplessness, and distress
are part of trauma generated transference and CT reactions. Potentially,
clinicians’ feelings of loss of agency, numbness and memory gaps could
be part of a trauma generated transference of neurochemical capping of
the above-mentioned affective responses and trauma-induced states of
their clients. The experience of sudden blankness, when sitting with
highly dissociative clients could be a contagious effect of supracortical
dissociation (Corrigan & Young, 2025). Supracortical dissociation is
defined as the involuntary, automatic, and unconscious turning away on
the midbrain level from aspects of reality which cannot be faced. Such
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reactions (made conscious) provide useful insights into the (inner)
worlds of our clients and ourselves (A. Gerge, 2024). Understood and
transformed CT reactions are important process tools, especially when
psychotherapeutic work is burdened by trauma-generated CT.

Highly dissociative clients’ attachment wounds often underly their
complex PTSD (Liotti, 2009; Kearney & Lanius, 2022; Schimmenti,
2023; Schore, 2009). They might fulfill criteria for a disorganized
attachment (D attachment) style (Liotti, 2011) and their inner worlds
hold chaotic and abusive experiences, leading to unresolved fear,
distress and the deep pain of loneliness. Working together with people
impacted by such developmental adaptations to chaotic and abusive
childhood experiences will inevitably affect therapists and their men-
talizing capabilities (Gerge, 2024).

If clients are severely traumatized by others, aspects of the inter-
nalized perpetrator may be experienced as an invisible but present force
in the therapy room. Aligned with the drama triangle (Berne, 1966), this
can contribute to therapists becoming (i) overcommitted: "I am the
rescuer" or (ii) extremely unempathetic: "I am the perpetrator". Thera-
pists may also feel like victims (rather than their clients) by having to
face overwhelming material brought to therapy (Figley, 1995a 1995b;
Gerge, 2011; 2024; Loewenstein 1993; Loewenstein & Brand, 2023;
Wilson 2004). These positions might be conceptualized as adaptive
answers of PAG activation, stemming from shock/pre-affective shock
responses in the locus coeruleus in the brain stem. Though, when
working with highly traumatized and dissociative clients, the rescuer,
victim and perpetrator positions might be simultaneously activated thus
overriding the integrative capacity of the seeking-system of the PAG of
either client or therapist. Being a trauma therapist is not so much about
“facing” material or hearing a story, as it is to “being with” and embody
projective identifications (Bion, 1962) of utter helplessness, pain and
humiliation.

The contagious experience of neurochemical dissociation may be a
partial explanation why therapists often describe drowsiness when they
begin to work with severely dissociative clients. The drowsiness is, pu-
tatively, a felt sense reflection of their clients’ neurochemical dissocia-
tion, aiming at capping shock responses. Though, over- and under-
regulation might oscillate, supposingly due to that different parts of
the clients’ dissociative system hold different appraisal processes, even if
one type might be predominant (Del Rio-Casanova et al., 2016). These
patterns might also be related to active and/or passive defenses. In su-
pervision trauma therapists can describe looming sensations and feeling
fright and terror coming out of “nowhere” when reflecting on their
clinical work and certain clients. Hypothetically this could be reflections
of the very moment when neurochemical dissociation eases in their
clients.

If trauma therapists are impacted when working with dysregulated
clients, their supervisors need to deepen their understanding of the
contagious impact of embodied dysregulation on their supervisees. Such
dysregulation is supposedly stemming from brainstem and midbrain
levels of the clients, and supervisors need to develop methods for
helping clinicians in supervision to re-regulate themselves, thus
heightening their reflective function (RF). RF is an aspect of accessible
mentalisation capacity, a capacity supposedly stemming from retaken
regulation on midbrain and brainstem levels of the brain. Therapists
who can stay present with what is evoked in them, and mentalise, can
better function as witnesses and thus enhance positive psychothera-
peutic change. Processed embodied CT also gives opportunities for
increased empathy, personal understanding, and redress for both clini-
cians and their clients (Gerge, 2024).

Though, these gains come at a certain price (Pearlmann & Saakvitne,
1995a 1995b), the price of being a witness to another human being’s
wounds and despair, with the explicit wish to be part of a redress of that
person’s life world and self-value. Trauma therapists, especially those
specialized in severe dissociative disorders (Loewenstein & Brand, 2023;
Pierorazio et al., 2025) and complex PTSD (Horesh & Lahav, 2024)
abides with deep suffering and vulnerability. Then interventions for
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soothing implicit experiences sometimes defying narrative or logical
expression, are needed in consultation and supervision for those work-
ing close to the after-effects of human traumatization. The DBR method
(Corrigan & Christie-Sands, 2020) is one such possible, promising
intervention that has shown efficacy in supervision when used with
individual supervisees’ trauma generated CT (Gerge, 2024).

Trauma therapists’ vicarious traumatization, resilience and post-traumatic
growth (VPG)

Clinicians’ can develop secondary traumatic stress/vicarious trau-
matization (VT) due to indirect trauma exposure when working with
clients fulfilling DSM-5 PTSD symptoms (American Psychiatric Associ-
ation, 2013). The A4 criterion is relevant for those who experience
repeated or extreme exposure to aversive details of traumatic event(s).
The CT-driven impact of VT can consist of intrusive imagery, avoidance
behaviors, negatively changed cognitions and heightened arousal
(Aparicio, Michalopoulos, & Unick, 2013; Branson, 2018; Mishori,
Mujawar, & Ravi, 2014). Aligned with the B, C, D, and E criteria of the
PTSD diagnosis, the VT might include PTSD-like symptoms, e.g. night-
mares, intrusive images, avoidance, depressivity, anxiety or hypervigi-
lance (Canfield, 2005; Figley, 1995a 1995b; Ludick & Figley, 2017;
Stamm, 1995). These reactions might be short- or long-term alterations
in therapists’ cognitive schemes, beliefs, expectations, and assumptions
about themselves and others (Barros, Teche, Padoan, et al., 2020;
McCann & Pearlman, 1990) and can affect therapists’ meaning-bearing
systems (Pearlman, & Saakvitne, 1995a 1995b; Saakvitne et al. 1996,
2000). Also, feelings of impatience, irritability, and sleep disturbances
can occur (West, 2013). The ICD-11 (2018/2022) diagnosis of complex
PTSD criteria of disturbances in self-organization (DSO) consists of
dysregulations of central aspects of the self (Bachem, Levin, Zerach
etal., 2021). Working with sufferers of complex PTSD might dysregulate
clinicians in ways mimicking the DSO-criteria, as will working with
highly dissociative clients. Though, the affective responses among
helping professionals are both positive and negative (Dalenberg, 2004;
Deaton, 2020; Gerge, 2011,2024; Pearlman & Caringi, 2009). In the
scoping review of Labrecque, Larouche and Gauthier-Boudreau et al.
(2024) the clinicians (psychologists and neuropsychologists) were
generally very satisfied at work despite high burnout rates. This may say
something about the engagement of the clinician but also about the
difficulties of the task.

Compassion fatigue (Figley, 2002) can change into vicarious resil-
ience (Hernandez, Gangsei, & Engstrom, 2007), compassion satisfaction
(CF; Stamm, 2009), and vicarious post-traumatic growth (VPG; Arnold,
et al., 2005; Calhoun, & Tedeschi, 2006; Tedeschi, & Calhoun, 1996).
Moderate VT levels were found to be the strongest predictors of VPG,
including positive changes in therapists’ view of themselves, in valuing
relationships and appreciating life, whereas high levels impeded growth
(Tsirimokou, Kloess, & Dhinse, 2022). Pierorazio et al. (2025) found in
their reflexive thematic analysis the theme of Social Justice Practice in
the therapists working with DID, and the importance of embracing a here
and now stance, honouring what is meaningful about the work, and the
importance of self-care to manage potential VT.

Therapists’ unconscious and neurophysiological driven strategies for
managing traumatized clients’ hypo- and hyperaroused states also in-
cludes the possibility of vicarious post-traumatic growth (VPG: Arnold
et al., 2005). VPG is defined as a maturation of the personality of the
professional helper, including a possible newfound purpose and mean-
ing (Bartoskova, 2017; Tsirimokou et al., 2023). Compassion satisfac-
tion (CS; Stamm, 2009) is the sense of achievement or enjoyment
stemming from one’s ability to be of help in a professional role. Similarly
to vicarious resilience, CS is a vicarious benefit from the clients’
improvement, personal growth, and therapeutic gains (Pooler, Wolfer, &
Freeman, 2014). Positive effects of the treatment can “spill over” to
trauma therapists, as for example stabilization techniques (Gerge, 2018;
Siegel, 2010), and daily use of empathy potentially supports
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development of fulfilment and satisfaction (Newell, Nelson-Gardell, &
MacNeil, 2016). According to Bartoskova (2017) the experiences of VPG
among trauma counselors were found in four domains: change in
worldview, growth in self, making a difference, and finding personal
ways to process trauma. These domains seemed to buffer empathic
overload, anxiety, and depression, e.g. secondary traumatic stress
(Elwood, Mott, Lohr, et al., 2011). These findings are in line with Tsir-
imokou et al. (2023) and Pierorazio et al. (2025).

Consultation for overcoming trauma-specific countertransference (CT) and
trauma specific dysregulation

As per Pearlman & Saakvitne (1995a 1995b), lack of support, lack of
consultation, and overload can lead to VT, where overwhelming
emotional impact and poor case conceptualization can be antecedents to
VT (Lansen & Haans, 2004). Therapists needed and got help with CT
issues through consultation, specialization, and support (Cavanagh
et al., 2015). Supervision with appropriate, timely interventions may
prevent long-term negative effects, improve quality of care and patient
satisfaction, and maintain mental health care providers in their positions
(Jimenez, Andersen, Song et al., 2021). The central protective factor of
trauma-informed consultation/supervision was profound and, accord-
ing to Padmanabhanunni and Gqomfa (2022), enhanced the clinicians’
ability to envision and mentalize emotional reactions and the life ex-
periences of clients. Also, how these impacted the clinicians became
more evident. Awareness and reflectiveness of therapists’ own states and
arousal levels is particularly important to maintain (Bateman et al.,
2023) and is often the aim of supervision (Gerge, 2024). When VT is
mitigated, self-reflective professionals can stay emotionally present and
be of help for their traumatized clients (Reading et al., 2019), thus
vicarious resilience will be enhanced.

A scoping review on existing interventions addressing vicarious
traumatization among service providers working with traumatized cli-
ents found that interventions were generally self-care based and tended
to focus on general stress reduction and health promotion rather than on
specific VT effects (Kim, Chesworth, Franchino-Olsen, et al., 2022).
Though, interventions delivered over the longer term in a group setting
showed the most promise in addressing service providers’ VT symptoms
and tailored VT interventions in consultations were asked for (Kim,
et al., 2022).

Besides professional competence and understanding of the assign-
ment, specific consultation is required on the transference and CT phe-
nomena activated in encounters with clients whose problems and
difficulties are direct results of neglect and abuse (Gerge, 2011,2024;
Padmanabhanunni, & Gqomfa, 2022), where early attachment chock
can be hypothesized. Potentially, supervision then needs to address the
impact of such dysregulation also through methods reaching brainstem
and midbrain levels.

Deep brain reorienting group intervention (DBR-GI) in consultation

DBR (Corrigan & Christie Sands, 2020) was investigated as a method
to help trauma psychotherapists overcome difficult CT and client-related
distress during supervision with significant results found (Gerge, 2024).
Such reactions can otherwise potentially lead to VT.

DBR is a psychotherapeutic approach targeting the ordered neuro-
physiological sequence conceptualized to occur in response to a trau-
matic event and/or a dysregulating experience, and which persists when
triggered (Corrigan & Christie-Sands, 2020). The method highlights how
alterations of subcortical mechanisms of the midbrain and brainstem
can be treated in post-traumatic conditions and in clients with attach-
ment wounds, e.g. when deep hubs which regulate the brain have been
dysregulated (Corrigan et al., 2023). DBR has been proven effective and
well-tolerated in a randomized controlled trial with clients suffering
PTSD/CPTSD (Kearney et al., 2023b), in a single case with deperson-
alization disorder (Frau & Corrigan) and in three single cases with DID
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(Gerge, 2025, 2025).

The DBR intervention consists of a sequence that includes (i) acti-
vation of an orienting tension (superior and inferior colliculus in the
midbrain); (ii) search for shock/pre-affective shock (locus coeruleus in
the brain stem); and (iii) affective responses (periaqueductal gray in the
midbrain). These regions are activated upon encountering obtrusive
stimuli that activate protective and survival-oriented action with basic
neurophysiological responses starting before affective and cognitive
components (Corrigan & Christie-Sands, 2020; Lanius et al., 2020;
Rabellino et al., 2015; Terpou et al., 2019a).

Kearney et al. (2023b) stated that DBR is distinct in several ways
when compared to other methods. Due to DBR’s hypothesized capacity
to reach and regulate the midbrain and brainstem physiology, the
method supposedly makes it possible to direct body awareness by means
of a neurobiologically sound sequence. Then pre-affective shock and
emotional overwhelm can be transformed. In DBR, a trained therapist
slows down, tracks, and attunes the client’s responses. Then, embodied
memories can become dynamic and open to change, as each time we
remember, we remember a new memory (Elsey, Van Ast & Kindt et al.,
2018). DBR combines knowledge of a precise neuroanatomical sequence
with relational work as the attuned therapist helps the person to hold
focused attention. This leads to a process occurring in a more regulated
manner that clients often consider milder than other therapies (Corrigan
& Christie Sands, 2020; Gerge, 2025; Kearney et al., 2023b).

Method

Use of deep brain reorienting group intervention (DBR-GI), as a part
of psychotherapy supervision, was investigated by a supervisor accus-
tomed to offering experiential methods as part of her supervision tasks,
after she had found the DBR method valuable in previous supervision
(Gerge, 2024). All therapists, in the following text called participants,
gave written approval to having their processes, numbers and state-
ments used in this manuscript.

A small, explorative, naturalistic study was undertaken to see if DBR-
GI, a group adaptation of DBR, could be helpful in supervision of
experienced therapists reporting CT reactions inclusive negatively
loaded emotional or embodied states. In this study the focus was the
participants current short-term reactions and self-reported CT responses
related to their clinical work, e.g. their conscious feelings which they
were willing to reflect on and remember. Such reactions could, if not
worked through, potentially lead to less effective treatments and affect
therapists’ wellbeing, including a heightened risk of potential vicarious
traumatization.

During supervision in nine ongoing groups of clinicians carried out
over a month, the supervisor offered the therapists an opportunity to
experience DBR-GI. General focus of the group supervision was on case
conceptualization, risk assessment and diagnostics, method develop-
ment on a relational psychodynamic basis, self-care, and when appro-
priate, DBR. 27 women and five men participated in the supervision
groups where 32 out of 32 participants (100 %) were interested in using
DBR-GI to investigate their CT and distress reactions — mainly in relation
to their clinical work with clients with withstanding traumatization.
Seven, out of the 32 participants who tried DBR-GI, participated in web-
based consultation; the others attended in situ. Seven of the participants
were not trained in DBR. The size of the supervision groups varied from
two to six participants.

All participants were experienced health professionals and seasoned
trauma therapists mostly working with complex PTSD and structural
dissociation (van der Hart, Nijenhuis, & Steele, 2006) in specialist psy-
chiatry or in private practice. They were all profoundly experienced,
with more than 84 % having more than 20 years of clinical experience,
including more than 45 % having more than 30 years of experience, and
75 % being licensed psychotherapists and EMDR therapists. They could
choose to define themselves as female/male/non-binary or not speci-
fying their gender, though all defined themselves as female or male, see
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Table 1
Participants’ professions and clinical experiences. N (tot) = 32 (100 %). 25 (78,2
%) in real life, 7 (21,9 %) over the web. Women: 27 (84,4 %), Men: 5 (15,6 %).

Profession N (%)

MCSW

11 (34,4 %)
12 (37,5 %)
24 (75,0 %)
14 (43,8 %)
5 (15,6 %)
3 (9,4 %)
24 (75,0 %)

Certified clinical psychologists

Certified psychotherapists

Teachers of (and supervisors in) psychotherapeutic work
Registered nurse, midwife 1 p, psychiatric nurse 4 p
MDs; psychiatrist, oncologist, GP, pain-specialist
EMDR therapists

Clinical experience:

Less than 10 years

Between 10-20 years

Between 20-30 years

More than 30 years

1 (3,1 %)

4 (12,5 %)
12 (37,5 %)
15 (46,9 %)

Table 1.

Intervention

The 32 participants could choose when recognizing a burdensome
moment in connection with their work with a client or a related theme to
be processed in DBR-GI. With the help of the supervisor the earliest
appraisal of the chosen activating stimulus (AS) was found. The Sub-
jective Units of Disturbance Scale (SUDS, 0-10) (Wolpe, 1969; Wolpe &
Lazarus (1966) was initially used as a measure of how disturbing the
therapist experienced the client/the session/the situation. The partici-
pants’ AS were further processed in the DBR-GI led by the consultant.

SUDS is a self-reporting scale whereby zero is not disturbing at all
and 10 is the most disturbing one can imagine. The SUDS helps in-
dividuals subjectively evaluate their emotional and/or physiological
distress; this widely used tool is implemented for self-help, psychology,
and therapy. Since its development, the SUDS has been important in
clinical practice, providing a quick and convenient method of measuring
subjective anxiety and distress (Milosevic & McCabe, 2015). It assesses
the individual level of distress or activation. SUDS is regularly used in
EMDR and CBT (Benjamin, O’Neil, Crawley et al., 2010; Kiyimba &
O’Reilly, 2020; Shapiro, 2012), and thus well known by the therapists in
this small explorative, naturalistic study. The SUDS is not a necessity
when doing DBR-GI, though was used in this explorative study to enable
quantitative analysis.

After the end of the DBR-GI moment, the participants were asked
about how disturbing (rating 0-10) it was now to think of the client/
situation. The DBR-GI-protocol was inspired by clin. psych. Maiorani’s
work (verbal communication) with students’ examination anxiety and
the experiences of pain of pregnant women with osteoporosis, where the
pupils/patients processed their AS, e.g. examination anxiety respec-
tively pain, during three respectively four subsequent DBR group
sessions.

Procedure

DBR-GI was used in its basic structure, the orientation-tension-affect
sequence, which can be considered as the DBR standard protocol. For
each of the participants, who chose to process their CT or other aspects
of distress with DBR, the DBR-GI part took less than 20 min.

Deep brain reorienting group intervention (DBR-GI) in group su-
pervision is an adaptation of the Standard DBR treatment protocol
phases—The Orienting-Tension-(Shock)-Affect sequence, see Table 2
below, also published in Gerge (2025).

In DBR-GI the participants were asked to find their AS, in relation to
their clinical work. It was neither necessary nor desirable for them to
choose their most disturbing situation or insight, but rather the situation
or moment when they became aware of the problem or phenomenon.
Thus, the participants were asked to go to the starting point of their
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Table 2
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Summary of the DBR sequence. For a more elaborated description see Frau and Corrigan (2025) Standard DBR treatment protocol phases—The O-T-(Shock)-A
sequence. For a putative description of brain regions sequentially involved, see page 8 in Corrigan and Christie-Sands (2020).

1. Client’s choice of an activating stimulus

2. Where-Self/Proto Self and orienting to here and now
3. Let tension ease around forehead/eyes and high up in the neck/base of skull
4. Turn toward the Activating Stimulus
5. Identify an orienting tension/OT
6. Look for pre-affective shock
7. Give space and time for pre-affective shock energy to dissipate
8. Acknowledge the emergence of affects
9. Ask for a New Perspective/NP
10. Relate the NP to a changed embodied felt sense.

11. Emphasize the importance of being with the NP the upcoming hours, to promote memory reconsolidation (enhance healing mismatch between the old and the new perspective of

the self).

awareness of their appraisal. The participants were then asked to write
down their AS and how disturbing it was to think about this on a SUD
scale between 0 and 10, where zero is not disturbing at all and 10 is
maximally disturbing.

The Where-Self with an addition of “Now notice that you are not
alone, there are other people with you, all doing their processing”, with
inspiration from clin. psych. Maiorani (verbal communication), plus the
Proto Self intervention (Corrigan, 2025) were carried out as a group
intervention. The interventions aimed to anchor the participants in the
self that knows where they are in space and time, here and now
(Where-Self), and in the deepest sense of being in a body (Proto Self).
The latter is developed with inspiration from Damasio (1999) referring
to areas deep in the brainstem that control attention and give informa-
tion of what is happening in our bodies from moment to moment, thus
anchoring our sense of self and allowing us to function as a unit with
vitality and access to energy.

The participants were then asked to turn their focus towards the AS
they have written on the paper and find their orientation tension (OT).
The use of the orienting tension is two-fold; it anchors against over-
whelm and it opens the relevant information file. When the participants
had found their OT, they gave a sign, as for example raising a hand or
nodding. The rest of the group were asked to continue to search for their
OT and those, who already had found their OTs, were asked to deepen
into their OT meanwhile the others searched for their OTs.

When everyone had found their OT, the shock menu was given, i.e.
they were encouraged to look for a pressure or vibration in or behind the
eyes or somewhere else in the body, a wave of heat or coldness, shud-
ders, a tensing up or an emptying or hollowing somewhere in the body.
Also, a recoiling or a felt sense of an electric charge or a jolt somewhere
in the body could be searched for.

The participants were encouraged to let the DBR sequence take place
at a reduced pace “ultra-slow”. If needed they were asked to return to
their OT and if the supervisor noticed that any of the participants were
becoming overwhelmed by emotions/affects, that person was encour-
aged to do release breathing, i.e. to take breaths with longer exhalations
than inhalations.

At the end of the DBR-GI sequence, the participants were asked for a
new perspective on themselves. The new perspective encompassed how
it now felt being them and they were also asked about how it now felt in
their bodies. After a brief massage of their heads they were asked to
estimate how disturbance they felt now (SUDS between 0 and 10),
where zero was not disturbing at all and 10 was maximally disturbing.
The changes of the SUD scales were analysed by an independent stat-
istician. Finally, the participants were asked to be with the embodied
new perspective as much as possible over the following hours, thus
enhancing memory reconsolidation of their new learning.

Intervention summary

The selected initial AS focused on a poignant moment of the

participant’s encounter with a client or concerns about their clinical
work. After an initial localization of the participant in the here and now
— through exercises aiming at embodied consciousness specific to DBR,
in this case the Where-Self followed by the Proto Self — an orienting
tension on the upper face or neck provided an anchor in the part of the
memory sequence that occurred before the shock response or emotional
overwhelm. Release of pre-affective chock and then change of basic
affects toward more positive affects followed by the orientation-tension-
affect sequence. The DBR-GI part of the supervision was closed when no
residual tension or current distress remained or when it was ecologically
valid to stop. Then the participants were asked about (i) their new
perspective, (ii) their current embodied felt-sense and (iii) how dis-
turbing it now was to think of the client/theme (SUDS rating between
0-10). Changes in SUDS pre-post DBR-GI were calculated.

Finally, the participants could send short reflections on how they felt
during some of the upcoming days during the next two weeks. Their
activating stimuli, new perspectives, embodied felt-senses, and short
reflections were finally analysed according to frequency and content.

Results

SUDS changes, related to the experience of the client/theme before
and after the DBR moment, were generally lowered with the mean value
changed from m = 6,52 tom = 1,94, p < 0000 (binomial calculation with
the average difference between before and after measurements = 4.6,
standard deviation 1.5 with 95 % confidence interval 4.1-5.1). The
changed subjective ratings were aligned with the participants’ summa-
rized verbal and written statements, where worry about clients, and
feelings of being invaded and/or devaluated changed towards eased
transference, (re)gained reflective function, agency and clarity and an
embodied felt sense of presentness and calmness, see Tables 3 and 4.

Several participants mentioned the relational addition to the Where-
self of “Now notice that you are not alone, there are other people with

Table 3
Themes observed as activating stimuli, AS, at the beginning of the DBR-GI
sequence, N(tot)=32 (100 %).

Activating stimuli n (%)
Concerns about clients 24 (75 %)
Feeling resistance 11 (34,4
%)
Feeling invaded 10 (31,3
%)
That clients’ needs/wishes cannot be met within the therapeutic 8 (25,0 %)
framework
Feeling devalued 8 (25,0 %)
Clients getting worse/dying 5 (15,6 %)
Worry about clients’ dissociation 4 (12,5 %)
Worry about clients’ life situation 4 (12,5 %)
Structurally exposed in the assignment 9 (25 %)
Being questioned/not respected in the assignment 9 (25 %)
Not being given reasonable conditions/time pressure 4 (12,5 %)
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Table 4
Themes observed in the new perspectives, NP, and embodied felt sense at the
end of the DBR-GI sequence.

New perspective: n (%)

Felt sense of embodied freedom 16 (50 %)
15 (46,9 %)
14 (43,8 %)

14 (43,8 %)

Calmness
More present
Clarity/retaken reflective function or reduced transference reactions

Agency 10 (31,3 %)
Acceptance 10 (31,3 %)
Relaxation 9 (25 %)
Enjoying doing DBR in a group 5 (15,6 %)
Stability 4 (12,5 %)
Centered 2 (6,3 %)
Energy 3 (9,4 %)

you, all doing their processing”, as reassuring. Also doing the DBR-GI
together with others and listening to instructions given to someone
else in the group felt reassuring, when indulged in the personal pro-
cessing. This was specifically mentioned by 18 % of the 27 out of 32
participants who gave feedback one to two weeks after the DBR-GI.

Short reflections summary

The 32 participants could send a written reflection regarding their
experience during the two weeks following the DBR-GI intervention.
Most of the 28 participants, 87,5 % of the 32 participants, who gave their
reflections afterward, see Table 5 pointed out positive changes that were
thematized as (i) recuperation, as for example less stress and more
presence in body and feelings, and (ii) heightened clarity and reflective
function, as for example lessened transference and increased agency,
clarity and adequate anxiety. Four persons reported no significant
change.

See examples:

Example A: It’s not me who did anything wrong or should be
ashamed, DBR-GI was very relieving and now SUD has dropped further,
down to zero. It was also nice to do DBR with someone else.

Example B: When meeting the patient, I felt more engaged in my
listening and sharing. I took an initiative (to talk about the closure of the
therapy). More clear-minded, curious and freer, less stuck in trans-
ference and countertransference. The session became clarifying, stabi-
lizing, calming and understandable.

These and the others’ reflections are aligned with the participants
gains at the end of the DBR-GI processing part of their supervisions.
These gains seemed to have persisted at least some days to two weeks
after the participants processed their distress using DBR-GI.

Table 5
Themes observed in the comments sent of 28 (87,5 %) of the 32 participants one
to two weeks after the DBR-GI.

Themes: N(tot)=28 (100 %)

Recuperation
Less stress
More presence in body and feelings

11 (39,3 %)
11 (39,3 %)

Calmer 11 (39,3 %)
Grounded/sTable 5 (17,9 %)
Clarity

Less, or more conscious of transference reactions 12 (42,9 %)
More agency/power of action 8 (28,6 %)
Heightened clarity in meetings with clients 8 (28,6 %)
Increased adequate anxiety/need to change 5 (17,9 %)
Heightened empathy 4 (14,3 %)
This is not my fault/responsibility 3 (10,7 %)
No change experienced 4 (14,3 %)
Enjoying doing DBR in a group 5 (17,9 %)
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Discussion

The SUDS measures subjective state distress where SUD values below
2 are considered very slight anxiety/slight anxiety, thus an
accepTable level of anxiety. From SUD values above 4 the anxiety is
considered implicating considerable distress and SUDs 6 - 8 becoming
increasingly intolerable, although the construct clarity of the SUD-scale
can be discussed (Mattera & Zaboski, 2025). In this small naturalistic
study, the 32 participants’ mean values changed fromm =6,52tom =1,
94 and the result was highly significant, p < 0000. Though, maybe it is
more important to notice that most of the 87,5 % of the 32 participants
who sent short reflections during the upcoming two weeks after the
DBR-GI experienced an empowering ease, i.e. recuperation, heightened
reflective functioning and clarity, according to the analysis. Such gains
can potentially be antidotes to the impact of being with highly dysre-
gulated clients daily, a quest that otherwise could lead to VT (intrusive
imagery, avoidance behaviors, negative changes to cognitions and
heightened arousal) and a dysregulated embodied felt sense.

Hypothetically DBR-GI used in supervision reinstalled aspects of
what helps therapists build alliances with clients (Breivik @vstebg et al.,
2024) including reflective functioning (Fonagy and Target, 2005) and
compassionate and creative capabilities. These aspects were potentially
aligned with an embodied felt sense (Gendlin, 1978) that changed to-
wards an experience of freedom, calmness, and stability in line with the
hypothesized gains of a re-established regulation of the midbrain and
the brainstem, although the latter statement is not researched in the
study. Potentially the therapists’ different CT reactions were distin-
guished, and they could better make interpretations based on recogni-
tion of their own emotional states (Abargil & Tishby, 2022,2024;
Bateman, et al., 2023; Laine, 2007) with a retaken clarity. Though, four
participants who reported a positive change mentioned that it may also
have been due to other reasons than DBR-GI, as time moving on and two
of them having individual DBR sessions shortly after the DBR-GI.

From the lens of the DBR theory (Corrigan & Christie-Sands, 2020;
Corrigan et al., 2023) the experiences chosen as activating stimuli
probably contained elements of pre-affective shock at the brain stem
level. Potentially it can be hypothesized that, in the DBR-GI, pre--
affective shock dissipated and neurochemical dissociation eased and the
described negatively loaded affective activation of the PAG in the par-
ticipants midbrains could change. Though, such claims are not verified
by objective data in this small study. According to the theory of DBR,
basic affects of a negatively loaded PAG change after pre-affective shock
dissipates, supposedly due to heightened oxytocin levels in the PAG,
often experienced as ease and agency. When DBR, as is hypothesized,
reregulates the brain’s deeper regions, and specifically the PAG of the
midbrain and the locus coeruleus of the brainstem, higher cognitive
functions once more come online and stabilize. Interestingly, Ong et al.
(2025) found childhood emotional abuse being associated with distur-
bances to the embodied sense of self, impacting the feeling of ownership,
agency, and narrative. Exactly these categories of experience seemed to
be strengthened when DBR-GI was used with the experienced clinicians
partaking in the study. Then, potentially, enhanced coping strategies
and work satisfaction can give a realistic assessment of one’s own ca-
pacity, and gratitude for being able to help (Arnold et al., 2005; Gerge,
2024; Tsirimokou, et al., 2022).

Findings from this small, explorative, naturalistic study are in line
with the findings noted in Gerge (2024), and they contrast with the
findings of Bhola, & Mehrotra (2021) who found that the more experi-
enced therapists were less likely to give their clients special status or be
over-concerned or over-involved with them. The experienced therapists
reported lower levels of helplessness and inadequacy during sessions in
the Bhola & Mehrotra study (2021) and were less likely to report a sense
of being overwhelmed and experiencing negative and avoidance feelings
toward their clients with borderline personality disorders (BPDs). In this
small study, as in Gerge (2024) the therapists were very experienced,
though most of them chose to process experiences of being
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overwhelmed, invaded, worried, and/or frustrated by their clients in the
DBR-GI. Supposedly the complex PTSD and dissociative clients of the
participants had higher levels of comorbidities than the Bhola & Meh-
rotra (2021) participants. And, potentially, the CT derived from the
impact of massive traumatization, dissociation, and personality disor-
dered traits in the clients created a more toxic mix (Bateman et al., 2023;
Luyten, De Meulemeester, & Fonagy, 2021).

Most of the participants, 75 %, in this sample chose to process aspects
of their clinical work with clients. Speculatively they might have expe-
rienced their clients’ personality disorder traits more problematic than
their clients’ post-traumatic conditions. This ought to be further
researched, for example through in-depth qualitative methods and
specified measurements. The, in the DBR-GI reached dysregulation of
the participants could hypothetically partly be reflections of chock-
responses stemming from their clients’ neurochemical dissociation and
other trauma generated states. Such felt sense contagion might awaken
mind-fog, the experience of fading away or feelings of worry and help-
lessness, and other states and affects that could be conceptualized as CT
reactions. Conscious activation of positive affects as curiosity and joy are
also mediated from the PAG in the midbrain and can potentially work as
antidotes to the negatively loaded affects. With the regulative hubs in
the midbrains and the brainstems of participating therapists stabilized,
supervision will more easily activate agency and positive affects such as
curiosity and compassion. Also, if the very source of chocking dysre-
gulation in the brainstem is addressed, supervision ought to be more
effective and, by extension, offer trauma therapists a method for spon-
taneous retaken self-regulation. Otherwise, when under pressure anxiety
levels increase, these are often managed ambivalently or avoidantly as
we as social mammals suffer when we are close to or hear of fellow
human beings’ sufferings (Sanchez-Romero, Ruiz-Fernandez, &
Fernandez-Medina et al., 2022). According to Oasi, De Salve & Rossi
et al. (2024) self-awareness of psychotherapists’ emotional responses is
important to limit psychotherapeutic failures. If DBR as a theory and
DBR-GI as a method consciously offer means to understand and address
both affective and pre-affective dysregulation, it potentially offers a
valuable tool in supervision of therapists conducting trauma therapy.

Aligned with Bion (1962), when we transform the raw beta elements
into alpha elements the mental content can be recalled and consciously
represented. DBR-GI seemed to be of help in managing CT reactions in
safer and more professional ways. Potentially the method can add to
therapists’ capabilities to recognize dissociation among psychiatric
populations (Pierorazio, Brand & Goldenson, 2025). Dissociation is,
according to Boyer Caplan and Edwards (2022) and Purcell et al. (2024),
an under-recognized and under-treated disabling condition.

Overall, new knowledge regarding the functional networks of the
brain and the impact of trauma on our nervous systems ought to lead to a
rethinking of CT and which methods we need to incorporate in super-
vision of trauma therapists. Transference phenomena might also be
contagious felt sense experiences of the clients’ neurochemical dissoci-
ation impacting clinicians working with highly traumatized clients.
Especially if clients suffer from the dissociative subtype of PTSD, com-
plex PTSD, developmental trauma disorder, whereby the attachment has
been traumatizing (Spinazzola et al., 2018; van der Kolk, 2005) or a
dissociative dysregulation beyond these conditions, a dysregulation on
brain stem level can be hypothesized (Corrigan & Christie-Sands, 2020;
Corrigan et al., 2023; Frau & Corrigan, 2025, Kearney & Lanius, 2022).
Being with such dysregulations will put its mark on therapists when
sitting with the nothingness of neurochemical dissociation and other
survival driven phenomena of the brainstem and midbrain. If further
researched and developed, DBR-GI, and other methods for ameliorating
such impact, can probably counteract therapists’ embodied CT phe-
nomena and distress.

Conclusion

As supervisors and counsellors, we need to develop and promote self-

European Journal of Trauma & Dissociation 9 (2025) 100615

care, motivation, resilience, agency, curiosity and reflective functioning
in supervisees and consultees. If DBR-GI can be a valid tool when
changing responses to overwhelming clinical situations was investi-
gated. The study focused on whether DBR-GI, when used in supervision
and consultation, could help trauma therapists counteract embodied and
emotional overload, CT, and client-related distress. If DBR-GI mitigated
short-term reactions stemming from working with highly dysregulated
clients was the scope of interest. The results and reflections are prom-
ising. Aligned with the call for interventions tailoring vicarious trau-
matization, the use of DBR-GI seemed valuable for experienced trauma
psychotherapists and ought to be further researched. In line with the
findings of the small naturalistic study on the individual use of DBR in
supervision/consultation (Gerge, 2024) the use of DBR-GI in supervision
seemed helpful for those participacing in this study. The DBR-GI seemed
to (i) open pathways from distress and potential vicarious traumatiza-
tion (VT) to professional resilience and (ii) recaptured embodied felt
presence, clarity and agency.

In group consultations with experienced trauma therapists DBR-GI
seemed helpful in transforming the impact of trauma-generated CT
including longstanding physio-psychological dysregulation and nega-
tively loaded affects. Potentially, DBR-GI seemed to contribute to a
process during which positive affects and resources were freed, after
embodied CT reactions were transformed, e.g. pre-affective shock,
neurochemical dissociation and the negatively loaded affects. Then
enhanced clarity, cognitive reflectivity, self-understanding and profes-
sional agency seemed to be recaptured. Thus, the method could be
valuable in group supervision when supervisors trained in DBR want to
reinstall more optimal states in therapists caring for others.

DBR-GI seemed to offer a valuable tool for soothing and transform
trauma therapists’ CT-related distress as the participants highly signif-
icant subjective ratings were aligned with their summarized verbal and
written statements. Worry and unease seemed to change towards (re)
gained agency and acceptance and an embodied felt sense of presentness
and calmness. According to the analysis of their statements submitted
during the upcoming two weeks after the DBR-GI, the participants
seemed to report greater access to recuperation and clarity. The par-
ticipants’ feedback in direct connection with the intervention and dur-
ing the following weeks encouraged the use of the DBR-GI intervention
in consultation/supervision.

Though, other nonspecific factors, than DBR-GI, may have contrib-
uted to a reduction and affected the results, i.e. the therapists being
given the opportunity to talk about dysregulating experiences, been
given mutual support, and being relationally held in the supervision
situation. That said, a preliminary cautious enthusiasm seems reason-
able for the use of DBR-GI for enhancing embodied re-regulation of
experienced trauma therapists. If the method can be used in supervision
with less experienced clinicians and in clinical work ought to be
investigated.

Flaws and possible further development

A mayor flaw of this small, explorative, naturalistic study is that the
researcher was the one who carried out the intervention, and the one
who wrote the manuscript. Another flaw is the absence of control
groups. In a re-examination of the potentially effective elements of su-
pervision, a controlled study comparing the results with or without DBR-
GI incorporated, could be undertaken. Preferably with the same thera-
pists, so they can function as their own controls.

In further research on the use of DBR-GI in supervision or in clinical
work, the interventions undertaken ought to be teamwork, where su-
pervisors/therapists other than the main author conduct the interven-
tion. This will be possible, as the DBR-GI method now exists. When
investigating DBR-GI as a clinical treatment tool an individual assess-
ment session, including experiencing an individual DBR session, before
partaking in DBR-GI sessions is suggested.

Valid tools for measuring how clients’ mix of hypo-arousal and
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hyper-arousal, neurochemical dissociation, and the complex PTSD
criteria of disturbances in self-organization (DSO) impacts clinicians are
needed and ought to be developed. Assessment tools for measuring
transference issues on preverbal levels and/or felt-sense levels ought to
be developed, especially if transformation of pre-affective shock and
other midbrain and brainstem-influenced states, as hypothesized, are
important in the described processes. To the author’s knowledge there is
a scarcity of measurements validated for embodied felt sense CT-
reactions and psychophysiological long-term effects of demanding
clinical work as the “felt-sense” of trauma is expressed in non-verbal,
sensory-based, action-oriented forms.

In this small study on DBR-GI, the clients that activated the thera-
pists’ trauma-generated CT and distress were diagnosed with varying
screening instruments and not all clients were formally diagnosed, so it
is not exactly specified what kind of dysregulation the therapists were in
contact with, nor how the clients’ mix of hypo-arousal and hyper-
arousal added to the therapists’ dysregulation. Further research is
warranted on whether the therapists’ experiences of being overwhelmed
stemmed from being with clients with personality disorder traits plus
traumatization, from the mix of neurochemical dissociation and other
dissociative phenomena, and/or from activation of multiple trans-
ference phenomena. If the reported distress processed in the DBR-GI
stemmed from CT, empathy, heavy workload, activated personal is-
sues and/or certain other personal burdens (Nissen-Lie et al., 2021) is
not known and ought to be problematized in further studies. Also,
whether DBR-GI holds efficiency in group supervisions and consulta-
tions with less experienced therapists was not investigated; this also
should be studied. DBR-GI could in the long run potentially contribute to
reinstalled self-care, enhanced self-understanding and professional
agency. Though, such cause-and-effect relationships are at this point
only speculative.
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