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[bookmark: _GoBack]Emotions are present throughout all human experience and, believes Greenberg (2015), as such must be considered equal to thoughts and actions. According to Darwin’s Theory of Evolution (1859), they exist because they are adaptive - they motivate individuals to respond quickly to stimuli in their environment which helps to improve their chances of survival. The naturalist also posited that understanding the emotional displays of others is also crucial to safety and survival since it allows a correct response which helps to avoid danger. Similarly, misinterpreting emotional reactions, failure to control emotional outbursts and acting strangely under stress can result in harmful consequences for the individual, others and society (Drigas & Papoutsi, 2018). Emotional responses therefore help us identify what is needed to ensure safety and wellbeing by enabling us to take action to protect ourselves or adapt to a situation; they inform us about what is important. Emotions begin in the brain; the amygdala is connected to fear – particularly fear conditioning, the process by which we learn to predict aversive events – plus the emotional response to pain (Weisberger, 2016; Neugebauer, 2015). According to LeDoux (1996), hurtful reminders, losses or trauma experienced in the past are often experienced as distress in the present because of amygdala-based emotional reactions. Emotions can also become problematic because individuals have been taught to ignore them (Elliott et al., 2018). Emotional intelligence (EI) has been described as the rudder for feeling, learning, thinking, decision-making and problem-solving (Drigas & Papoutsi, 2018). It involves being aware of emotions in the self and others, being able to access and generate emotions to inform thoughts and actions and to understand emotions and regulate them to promote growth (Greenberg, 2015). Emotion-focused therapy (EFT) seeks to increase clients’ EI by increasing their ability to perceive, access, understand, regulate and transform painful amygdala-based reactions to more adaptive emotional functioning (Greenberg, 2015). It is an empirically supported humanistic approach (Timulak, Iwakabe, & Elliott, 2018) which combines the person-centred core conditions of unconditional positive regard, empathy and congruence, gestalt techniques such as two-chair and empty chair work and other experiential methods (Diamond et al., 2016) to help clients bring their emotions into awareness, manage and make productive use of them (Elliott et al., 2018). EFT has been shown to be effective in the treatment of depression (Goldman, Greenberg & Angus, 2006), complex trauma (Paivio & Pascual-Leone, 2010); social anxiety disorder (Shahar, Bar-Kalifa & Alon, 2017) and generalised anxiety disorder (Timulak, 2017) and has been found effective for both individuals and couples (Timulak, Iwakabe, & Elliott, 2018). This paper will critically explore how EFT can be applied to the presenting issue of complex PTSD, or complex trauma, as it is also known, focusing on childhood maltreatment.
Trauma is classified into two subtypes; Type I involves exposure to a single and unexpected disturbing event that causes fear, horror, or feelings of helplessness, whereas Type II, or complex trauma, refers to prolonged, repeated exposure to extremely disturbing events (Courtois & Ford, 2015) such as torture, slavery, genocide campaigns, prolonged domestic violence and maltreatment in childhood which includes sexual, physical and emotional abuse or physical and emotional neglect (National Institute for Health and Care Excellence (NICE), 2018; Mlotek & Paivio, 2017). Exposure to a single traumatic event is associated with post-traumatic stress disorder (PTSD) symptoms which include avoidance, hyperarousal, intrusion and negative changes in mood and thought processes (American Psychiatric Association, 2013). Symptoms of avoidance involve avoiding thoughts, feelings, memories and physical stimuli related to the traumatic event; intrusion relates to the event being re-experienced in images, flashbacks and dreams; hyperarousal symptoms include sleeping difficulties and issues concentrating, behaving recklessly, irritability, hypervigilance and an escalated startle response. Those exposed to complex trauma often present with PTSD with more complex and severe features than those who experience a single traumatic event (Karatzias et al., 2017; Powers et al., 2017; Ducharme, 2017; Reynolds et al., 2017) such as destructive or risky behaviours such as self-harm and substance abuse (Courtois & Ford, 2015). Childhood trauma has also been linked to issues such as attention deficit and hyperactive disorder (ADHD), depression, anxiety and personality disorders, for example psychosis and bipolar and dissociative identity disorder (Cummings, Berkowitz & Scribano, 2012; Morgan & Gayer-Anderson, 2016; Janiri, 2017; Ducharme, 2017). It can therefore be said that complex trauma such as childhood maltreatment can present in adults in the therapy room in a variety of ways, such as through PTSD symptoms, anxiety, depression, self-harm, destructive or risky behaviour and personality disorders. 
Complex PTSD is believed to be more severe if the trauma happened early in life, was caused by a caregiver, continued for a long time, the victim was alone when the traumatic events took place and there is still contact with the perpetrator of the trauma (NHS, 2020). It is also thought to cause neurobiological changes that have a negative effect on brain development and function (Paquola et al., 2016) which contribute to maladaptive emotions, behaviour and thought processes that continue into adulthood (Ryan, 2017; Dye, 2018). For example, adult survivors can feel chronic shame and low self-worth, along with believing themselves to be inferior, inherently bad, deserving of the abuse they experienced, and unlovable (Courtois & Ford, 2015). Linked to attachment theory (Bowlby, 1988), unhealthy attachment relationships with caregivers developed as a result of childhood maltreatment can lead children to associate feelings of love and care with expectations of harm and danger, so others are perceived as dangerous and unreliable (Mlotek & Paivio, 2017). Those growing up in abusive environments also learn to cope with negative emotions by shutting them down, numbing or suppressing them, or have difficulty in identifying and labelling them (Khayyat-Abuaita & Paivio, 2019). It can therefore be said that difficulties with the self, interpersonal relationships and emotion regulation are associated with childhood maltreatment, which manifest as maladaptive thoughts, emotions and behaviour.
However, it is interesting to note that the multi-layered nature of complex trauma may lead medical professionals to diagnose other conditions, in particular borderline personality disorder (Leonard, 2018). The DSM-V, used by GPs, psychiatrists and clinical psychologists in the UK to diagnose psychiatric disorders (American Psychiatric Association, 2013), classifies PTSD as a single, broad disorder, unlike its international counterpart, the International Classification of Diseases (ICD-11) which identifies complex PTSD and PTSD as separate ‘sibling’ disorders (Leonard, 2018; Hyland et al., 2018). It can be said that since complex PTSD is not acknowledged in the DSM-V it is likely to be overlooked by medical practitioners. Moreover, if patients’ post-traumatic stress presents as other disturbances they could wrongly be considered as not having PTSD, or be diagnosed with other conditions, specifically borderline personality disorder. Therefore patients could be diagnosed with PTSD or other disorders when complex PTSD would be more appropriate. Furthermore, since the DSM-V does not acknowledge complex PTSD the extent of the trauma may only be revealed in the therapy room, should the patient seek counselling - potentially following an inaccurate or inadequate diagnosis. Repercussions for the therapist may be that they are ill equipped to work with such a high level of trauma, perhaps because they are inexperienced, have not undergone the necessary training or they have experienced their own trauma, which shall be discussed later.
Greenberg’s general model of EFT has been adapted by Paivio & Pascual-Leone (2010) for clients with complex trauma (EFTT), a 16 to 20-week phase-based approach which focuses on childhood maltreatment and the fear, avoidance, shame and emotional dysregulation common to survivors (Khayyat-Abuaita & Paivio, 2019); it also integrates attachment theory (Bowlby, 1988). Features include providing a safe therapeutic relationship which offers clients the security to explore traumatic experiences; promoting effective coping mechanisms by focusing on improving emotion regulation capacities; using exposure-based procedures to aid emotional processing of past trauma; and constructing new, adaptive narratives and meanings related to the self, others and the trauma (Courtois & Ford, 2015). 
The therapeutic relationship and emotional processing of traumatic memories are considered EFTT’s main mechanisms of change (Khayyat-Abuaita & Paivio, 2019). Broadly defined as the collaborative partnership between therapist and client, the alliance is also deemed an essential part of the process of therapy, with research finding a substansive link to successful therapeutic outcome, regardless of the presenting problem, its severity or the therapeutic approach employed (Goldsmith et al., 2015). In EFT, the support provided through the therapeutic relationship, characterised by the person-centred principles of presence, empathy, acceptance and congruence, is considered particularly important because it helps clients to feel safe enough to face painful emotions, feelings and memories, (Greenberg, 2014). It is considered especially important that clients who have experienced complex trauma feel safe with their therapist since the trauma is associated with violations of trust (Mlotek & Paivio, 2017). Furthermore, Briere (1992) stated that if this client group anticipated potential danger they would be unable to allow themselves to feel the vulnerability needed to experience growth and change. Khayyat-Abuaita & Paivio (2019) propose that a safe and collaborative relationship helps the client to access and re-experience painful aspects of their past, while Paivio & Pascual-Leone (2010) believe it also counteracts empathic failures the client experienced through relationships with attachment figures by providing a corrective emotional experience. In addition, a positive therapeutic relationship may also help to alleviate clients’ fears that they will be rejected or abused as they were in the past (Teyber & Teyber, 2017). Meanwhile, feeling valued and accepted is believed to have a profoundly positive effect on clients; a therapist’s person-centred characteristics of warmth, compassion, openness and respect for their client’s experience is also considered a vital part of the therapeutic relationship since it leads to greater self-acceptance and ameliorates the pain of isolation (Greenberg, 2014) which many survivors of childhood trauma may experience. However, such clients tend to perceive others as harmful or unhelpful and relationships as unsafe due to their experience (Van der Kolk, 2014, Elliott et al., 2018), while NICE (2018) states they are likely to have difficulties sustaining relationships and feeling close to others. This suggests forming a strong therapeutic relationship may be problematic; the client may be fearful of the therapist, perceiving them as an authority figure who will reject or abuse them, or find it difficult to trust them due to insecure attachment. A positive therapeutic relationship is considered particularly important when working with sexual and gender minority asylum seekers, many of whom may find it particularly difficult to trust their therapist at first after having experienced complex trauma by relatives, community members and the wider political and social landscape (Kahn et al., 2017). Encouragingly, however, it has also been found that although clients’ relational needs may indeed be complex, productive therapeutic relationships can be built in time (Reynolds et al., 2017). 
Meanwhile, emotional processing refers to the process of emotional transformation (Greenberg, 2015). EFT considers emotional responses to be primary adaptive, primary maladaptive, secondary reaction and instrumental (Elliott et al., 2018). Current research refers to primary adaptive emotions as those which are experienced first (Greenberg & Goldman, 2019) and are an appropriate reaction to a particular situation, while primary maladaptive emotions are immediate reactions which have developed from previous, often traumatic, experiences; they may have previously helped the individual to cope but no longer serve that purpose (Elliott et al., 2018). For example, a client who has experienced childhood trauma may have learned that care tended to be followed by abuse, therefore the therapist’s caring and empathy may appear to be a violation for the client, who responds with anger. Secondary reactive emotions conceal primary adaptive emotions; for example, anger masking sadness; and instrumental emotions involve an individual using emotions to influence or control others (Elliott et al., 2018) in order to fulfil a need (Greenberg, 2015), such as “crocodile tears” (Elliott & Greenberg, 2016). EFT for trauma promotes change by helping the client access core maladaptive emotions, for example shame or fear (Diamond et al., 2016), rather than avoiding or suppressing them (Timulak, 2015). Once exposed, the underlying pain informs the client about their unmet needs (Timulak, 2015). The aim then is to transform them by evoking adaptive emotional responses, for example assertive anger, sadness and compassion (Diamond et al., 2016) which were previously inhibited (Mlotek & Paivio, 2017). These are incorporated into a new view of the self and others, and used to transform personal narratives (Greenberg, 2015). Therefore emotional transformation in the context of childhood maltreatment could see feelings of shame and self-blame transformed by accessing anger towards the perpetrator and holding them, rather than the self, accountable for the harm caused; likewise, shame could be transformed by accessing sadness over loss of childhood experiences and compassion towards the self.
Empathic responding by the therapist is the main intervention used in EFTT to aid emotion regulation, while promoting the exploration of feelings and meanings is the basis of all EFTT tasks (Mlotek & Paivio, 2017). However, the authors consider the main focus of the approach to be the resolution of past issues, also described as ‘unfinished business’, with perpetrators of childhood maltreatment, who are typically attachment figures. It is believed that failure to address unfinished business negatively impacts, often unconsciously, on present-day relationships (Elliot et al., 2018). To this end, the empty chair task is based on the gestalt principle that unmet needs do not fully recede from awareness (Perls, Hefferline & Goodman, 1951); when emotion schemes linked to significant others are triggered, unresolved emotional reactions are re-experienced (Greenberg, 2015). Greenberg (2015, pp. 49) describes emotion schemes as “wordless narratives” which can include, for example, images and somatic experiences linked to memories of the self in the situation. Schemes themselves are not readily available in awareness but can be understood via the experience they produce (Greenberg, 2019, Elliott & Greenberg, 2016). They consist of five elements which outline felt experience; perceptual-situational experiences, bodily sensations and expressions, verbal-symbolic representations and motivational-behavioural, which, when activated and attended to produce the fifth element, a conscious emotional experience (Elliott & Greenberg, 2016). An example of the elements in sequence could therefore involve an adult realising they are alone and remembering being lonely as a child; having an empty feeling in their stomach; labelling themselves as unlovable, which is why they believe they will always be alone; and they may want interaction with others but at the same time withdraw from them, leading to painful and familiar sadness at feeling unloved and abandoned which was triggered by loneliness in the present. However, Purton (2014), claims that psychotherapeutic approaches, including EFT, are too theory heavy and clients’ issues could be better understood using common sense. He argues that the interaction of emotion schemes is not explained well and would be better understood in terms of the client’s situation and their response to it. This researcher suggests that although emotion schemes in EFT are comprehensive, they are also complex and potentially difficult to grasp; however, Purton’s ‘common sense’ critique appears too simplistic and lacks theoretical support.
The empty chair task involves the client expressing unresolved feelings to an imagined significant other in an empty chair in order to resolve “unfinished business” from the past (Muntigl, Chubak & Angus, 2017). It is also believed to help them accept past hurts instead of dwelling on them in unproductive ways (Greenberg, 2015). Empty chair work has been widely used in working with adults who have experienced sexual abuse in childhood and, according to the EFT for trauma model (Mlotek & Paivio, 2017), should begin in session four. However, the intervention has previously garnered criticism from authors such as Briere (1989), who claimed imagining the perpetrator of the abuse in the empty chair could be too emotionally intense for some clients. Elliott et al., (2018) believe empty chair work should begin with putting an unhelpful other, such as a parent who dismissed or allowed the abuse, in the empty chair rather than the abuser, working towards imagining the abuser in the chair in later sessions. The authors also suggest that empathy or meaning creation should be used in order to contain painful emotions if clients feel overwhelmed at the suggestion of empty chair work, particularly if they are at risk of self-harming or becoming re-traumatised, extremely aggressive or suicidal. Greenberg (2015) believes resolution of unfinished business in EFT involves boundary setting; dialogue with the imagined other enables the client to feel validated and assertive enough to step back from the attachment bond and hold the perpetrator accountable for the harm caused. However, while the aim is to access primary emotions such as anger and sadness, clients who have been abused should not be told to tell the perpetrator about their sadness during empty chair work; Elliott et al. (2018) claim clients do not seek comfort from their abuser and may perceive the request as a violation, they should instead express their sadness to the therapist or an imagined protective other. Furthermore, the authors warn hesitancy to participate in empty chair work may be due to cultural differences, for example, 'talking back’ to an elder is seen as taboo in Asian cultures, among others, while expressing critical feelings may be disrespectful, contradicting what they learned in childhood. Despite its extensive use in trauma work, it can be said that empty chair work should only be suggested once a strong therapeutic relationship has been formed in which the client feels safe enough to “face’ their abuser, therefore suggesting session four as a starting point for such an emotionally evocative exercise could be considered too prescriptive or too early in therapy given the importance of trust and safety for traumatised clients. Therapists suggesting empty chair work should also be mindful of cultural differences which may cause clients to be hesitant about engaging with the task, as well as other factors such as managing clients’ emotional overwhelm and avoiding triggering feelings of violation.
Telling the trauma narrative is a key task in EFT which involves the client being encouraged to disclose traumatic material early in therapy, ideally during the first session (Khayyat-Abuaita & Paivio, 2019). Elliott et al. (2018) believe survivors usually have a strong need to tell their story, despite the painful content, and that it is useful for clients to retell trauma-related narratives more than once throughout therapy to facilitate deeper emotion processing. However, disclosure can be a complex process for survivors of both genders, and is considered particularly difficult for males due to masculine norms and stereotypes which often contribute to men’s experience being negated (Gagnier & Collin-Vézina, 2016). Indeed, while women are reportedly more vulnerable to developing adverse trauma-related symptoms than men, this could be because they are more willing to report their experiencing of them (Wamser-Nanney & Cherry, 2018). Furthermore, the gender of the therapist could be an issue for some clients; for example, a female survivor of sexual abuse may feel more comfortable with a female therapist, however many male clients may be more comfortable sharing their experiences with a female therapist rather than a male (Paivio & Pascual-Leone, 2010). Indeed, issues surrounding age, status, disability, cultural, ethnic and religious background or sexual orientation (NICE, 2011), may also occur. Studies have shown that incidences of childhood sexual abuse are disproportionately high among gay men, compared to the general male population (O’Cleirigh et al., 2019), while there are high rates of physical, sexual and emotional abuse endured by black South African women and girls in childhood (Goodrum et al, 2018); this snapshot indicates a prevalence of childhood abuse suffered by sexual and ethnic minorities which also suggests therapists may be more likely to work with such client groups. Furthermore, encouraging clients to disclose painful, traumatic material, particularly during the first session, could be interpreted by the client as pushiness which could cause great unease and discomfort; the client may also perceive a power imbalance which could potentially trigger traumatic childhood memories of abuse at the hands of an authority figure and/or prompt termination of therapy. Moreover, while it is claimed that many person-centred principles have been incorporated into EFT, that of allowing the client to set the pace of the therapeutic process appears to have been overlooked in this instance. It also appears particularly contradictory that the client is expected to share traumatic material when the therapeutic relationship is in its infancy, therefore trust has not yet been properly established and traumatised clients are likely to have issues in forming trusting relationships.
Empirical literature on trauma treatment preferences highlights that psychotherapy is favoured over medication (Simiola et al., 2015). Consequently, it has been noted that a high prevalence of clients with trauma histories and related issues attend counselling (Simiola et al., 2015), therefore counsellors must be prepared to work with trauma-related issues. (Chatters, 2020). For example, research by Currie, Remley, & Craigen (2014) found that mental health professionals had up to 95% of clients with histories of trauma despite not advertising trauma work as an area of expertise. Moreover, in a study of substance abuse counsellors, Bride, Hatcher, & Humble (2009) discovered that 97% had clients who had experienced trauma including physical and sexual abuse in childhood. Hence counsellors need to bear in mind that childhood trauma may be the underlying cause of the presenting issues clients bring to therapy (Hovens et al., 2015). They must also be able to assess clients’ trauma history and provide interventions and treatment plans (Chatters, 2020). It is therefore important for counsellors to acknowledge the prevalence of clients with complex trauma histories, be able to recognise that their presenting issues may have been caused by trauma, and be equipped to provide suitable and effective therapy.
However, counsellors who work with trauma survivors are themselves at risk of secondary traumatic stress; a reaction to repeatedly hearing the details of traumatic events experienced by others, which, if severe enough, has also been classed as a form of PTSD (Hensel et al., 2015). Concepts such as compassion fatigue, burnout and vicarious traumatisation also refer to the effects of secondary trauma exposure (Hensel et al., 2015). McCormack & Adams (2016) note that therapists are not immune to developing mental health issues, and that these may mirror those of their clients, adding that, for example, repeated exposure to clients’ sexual abuse narratives can alter therapists’ perceptions that the world is a safe place. Trauma survivors perceive the external world and relationships as unsafe, which negatively affects their view of the world, sense of security and stability (Van der Kolk, 2014). It must also be acknowledged that therapists themselves may also have experienced trauma which can negatively affect their work with traumatised clients, emerging in the therapy room through countertransference (Piedfort-Marin, 2019). A literature review (McCormack & Adams, 2016) indeed found that vicarious trauma was believed to be influenced by past trauma, as well as level of experience and support factors, and that therapists with a history of trauma were more likely to be affected by vicarious trauma than those without. However, the review also noted empirical findings that sexual violence counsellors who were themselves complex trauma survivors were at no greater disadvantage in their work with traumatised clients, even when there were similarities in their trauma narratives, therefore views are mixed. Nonetheless, it is strongly believed that regular and continuing supervision helps to mitigate potential burnout and secondary trauma (Vec, Vec & Žorga, 2014) by providing a means of support and self-care for counsellors (West, 2012). Interestingly, a study by McCormack & Adams (2016) found that prioritising the therapeutic alliance was one of the key elements which helped therapist participants discover a renewed commitment to trauma work after experiencing vicarious trauma. It can therefore be said that counsellors may become traumatised themselves through trauma work with clients, and their own trauma may also emerge via countertransference, both of which could negatively affect both the therapist and their work with the client. However, secondary trauma can be addressed and alleviated through supervision and potentially through focusing more on the therapeutic alliance with the client, while therapists’ own trauma could be explored in personal therapy.
In conclusion, in working with complex trauma, and in particular trauma experienced in childhood, several factors must be considered. Firstly, the condition is likely to be undiagnosed due to its omission in the DSM-V, or diagnosed as another condition, meaning the severity of the trauma may only be revealed in the therapy room. Secondly, it may present in many ways, including anxiety and depression, PTSD, self-harm, substance abuse and personality disorders; however, the underlying cause is the trauma. A variety of factors influence its severity, such as whether the perpetrator was a parent or caregiver; if so, attachment relationships are negatively impacted. Complex trauma also negatively affects brain development in children, leading to the formation of maladaptive emotions such as shame which persist into adulthood. EFT focuses on helping the client access maladaptive emotions and transform them, leading to growth and change. The approach has been adapted for complex trauma work, specifically childhood maltreatment, and the integration of attachment theory can be seen as a positive implementation due to the importance of acknowledging the effect of trauma on children’s relationships with caregivers. They may consequently find it difficult to sustain relationships and feel close to others, which could impact negatively on the therapeutic relationship. The relationship is considered a main mechanism of change and is particularly important when working with clients who have experienced complex trauma for a number of reasons. However, it must be acknowledged that this client groups tends to view relationships as unsafe because of their experience and others as untrustworthy, particularly those they perceive to be authority figures. Telling the trauma narrative, a key task in the approach, is encouraged early in therapy, ideally in the first session, although it could be considered too soon for this vulnerable client group prone to trust issues, particularly when the therapeutic relationship is in its infancy, and arguably contradicts person-centred values of allowing the client to set the pace of therapy. Empty chair work is one of the key tasks used to resolve ‘unfinished business’ with perpetrators of past maltreatment and is considered the focus of the approach. Although successful, this technique is highly emotionally evocative and consequently unsuitable for some clients, such as those who self-harm or are suicidal. Therapists should also be mindful of cultural differences, for example the suggestion 'talking back’ to an ‘elder’ in the empty chair may be taboo; they should also be aware that complex trauma is more prevalent in cultural and sexual minorities and consider the impact of gender differences in working with traumatised clients. There is also a risk of therapists experiencing secondary trauma; nonetheless they must be prepared to work with trauma-related issues since a high number of clients with trauma histories and related issues attend counselling.
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