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Critically explore how Emotion Focused Therapy can be applied to Trauma as a presenting issue.

This assignment will explore how Emotion Focussed Therapy (EFT) can be applied to trauma as a presenting issue. Trauma can present in many forms therefore this assignment will focus on trauma which presents itself due to a bereavement or a traumatic death. It will firstly explore trauma and what we mean by a traumatic death and how many bereavements can leave a client presenting with trauma within the therapy room. It will then critically explore how Emotion Focussed Therapy can be applied to the presenting issue of bereavement trauma. It will explore the current literature on how Emotion Focussed therapy can be applied and what the current research states on the efficacy of this therapy for bereavement trauma. 
The Diagnostic and Statistical Manual of Mental Dissorders-5 (DSM-5) defines a traumatic event as a person who has exposure to death or an incident of threatened death, actual physical or a threat of violence, or a threat to or actual sexual violence. It also states that a person must experience or be exposed to any one of these to qualify for Post Traumatic Stress Disorder (PTSD). 
The occurrence of a traumatic event can be extremely distressing and leave a person with long lasting feelings of being overwhelmed. The effects of a trauma can be long term, it can go on for many years, untreated because a person may not identify as having witnessed or been subject to a trauma. Sometimes if trauma is left and not diagnosed or recognised it can last a person’s lifetime. This can then impede an individual’s life and their ability to cope in different emotional situations throughout their life. There are many experiences that can cause a trauma and it is on occasions difficult to identify when someone is suffering from trauma as it can present itself as other physical or mental health conditions. There are some physical attributes that could suggest that someone is struggling with trauma, such as increased irritability, constant fidgeting and unable to settle or appearing on edge, there can be a sense of heightened alert and a constant scanning for danger. This would present as a person appearing hyper vigilant or always in the fight or flight mode. These behaviours could therefore be mistaken for medical conditions such as ADHD, Bipolar, Anxiety or Clinical Depression (DSM-5). 
A traumatic experience can leave a person feeling unsafe and it is suggested in Maslow’s hierarchy of needs that feeling safe is one of a person’s basic needs and has an important place in his model, he also stated that safety comes in all forms, emotionally, physically, and socially. It is important when working with someone struggling with trauma to establish a safe place that they go to which could be a physical space or even an imaginary place and to discuss grounding exercises. It is additionally important to establish what support network they have, whether there are family or friends around when needed, it is helpful to signpost to online or telephone support and what to do in a crisis. 
A person who has suffered a trauma in whichever way is constantly surrounded by potential triggers, these triggers are part of the environment we live in, sounds or noises, smells, physical foods or objects, and the time of year. The time of year is a particular trigger when the trauma is bereavement and grief, due to the anniversary of a death, birthdays, and special occasions and celebrations occasions. A grieving person can get triggered by dates, times, places, and memories whether they are good or bad. 
These triggers can make a person change their behaviour, they can become aggressive, or have sudden mood changes struggling to regulate their moods. They can become disengaged, disconnecting from their family and friends or life in general, withdrawing and spending long periods of time alone, and possibly feeling lethargic or sleeping a lot. These changes in mood would be due to changes that affect the brain following a trauma. Traumatic experiences get stored in our bodies and the limbic system of our brains, therefore can be triggered by different things. One trigger that can be caused by the brain involves an individual re-experiencing their trauma through flashbacks or nightmares, this is out of a person’s control and therefore can cause physical symptoms to present themselves. Heavy or fast shallow breathing, racing heartbeat, sweating palpitations are some of the physical signs of trauma. These responses or triggers can often cause a physical pain in a person’s body, for example the stomach or chest area, this is often the area that was affected during the initial trauma or the primary or secondary responses. These responses can often lead to panic and panic attacks which can be debilitating for a person if they occur regularly. 
These responses are a normal part of a human being’s survival, they are our fight or flight responses, they get activated if there is a perceived threat to an individual’s safety. It is helpful to find a practical way to distract oneself from these triggers, usually moving around or going for a walk, finding something that is mentally engaging, this could be as simple as counting techniques to keep the mind busy. However, an individual can quickly become accustomed to using unhealthy coping mechanisms or avoidance tactics to not have to deal with the trauma, the brain can completely disassociate itself from the trauma or make themselves numb to the experience, blanking it out as if it did not happen or imagining it happened to someone else. 
Focussing on bereavement and grief, some would say that all bereavement is a traumatic experience, this is not always the case. It is important to acknowledge that two people can witness the exact same traumatic death, for example a death of a loved one. They could go through the exact same scenario, both finding a loved one who died through suicide for example hanging, the trauma of having to call for help form the medical services and often having to cut them down, that type of trauma or image can last a lifetime but does not necessarily mean that they will react to it in the same way. These same traumas can affect individual’s in different ways depending on the level of attachment and resiliency a person has; trauma and grief is a unique experience to us all. Remembering also that trauma can be multifaceted, and an individual could be presenting with more than one trauma. 
However, a traumatic response to a death or bereavement can leave a person not acknowledging the death at all. Kubler-Ross famously defined five key stages of grief, known as the Kubler-Ross model. These five stages are denial, anger, bargaining, depression and acceptance, there have since been more added to this model. Kubler-Ross recognised people grieve and experience grieving largely in the same way and that the stages of grief applied more to situations in life than the actual loss of life itself. Traumatic grief recovery can take longer and is more complex and involves the processing of grief in different ways. The process of grief must be completed for a person to come to terms with the loss, the stages can happen in any order, but all the stages must be completed. 
Kubler-Ross suggests that there could have been a significant and traumatising loss in a person’s life that has not been processed, she believed that without fully embracing the emotions of grief the loss will remain alive and therefore a person can keep experiencing the loss over and over as it remains alive and real. It can live in the body and mind possibly as shock and denial, therefore contributing to the already mentioned symptoms of trauma such as hyper vigilance and always on high alert. This traumatic loss can lead to avoidance of grieving because grieving then leads to acceptance and people often do not want to accept a loss. If a person has avoided grief, then trauma therapy is a place where they can relive that trauma safely and work through their feelings and emotions, acknowledging the loss and then coming to terms with and accepting the loss possibly for the first time. 
Living with trauma changes the way in which a person sees themselves and the world that they live in, likewise where they even belong in that world. Trauma can create a change in a person where they see themselves as life before the trauma and then during the trauma, therapy can help a person see how life can be after processing their trauma. Living with trauma can be a sad and lonely place. It is suggested that Emotion Focussed Therapy is a way in which an individual can process their bereavement trauma and grief. Again, it is important to remember that although ETF can be a suitable and beneficial therapy for bereavement trauma it may not be so beneficial when it comes to other traumas. Bereavement trauma deals a lot of the time with emotions, some trauma responses are more physical for example veterans living with post-traumatic stress disorder (PTSD), often they present with more reactive responses from their trauma, for example sudden noises could see a veteran throw themselves on the floor as it was a survival response in a war zone situation. This would possibly benefit from the other forms of therapy like Cognitive Behavioural Therapy (CBT) or Eye Movement Desensitisation and Reprocessing (EMDR). It is important to remember that like trauma and bereavement is individual and unique to a person, so is a therapy. 
During the 1990’s the school of Emotion focussed Therapy (EFT) began and this is when much research was being done. The foundation was developed from the person-centred approach where Rogers’ (1961) core conditions and the therapeutic relationship (Paul and Chaurura, 2015) was of extreme importance. The following decades the humanistic and existential therapies evolved and developed to where during the 1990’s and early 2000’s there was a huge amount of research being done where EFT was starting to be recognised within the world of therapy. EFT is seen as a reformulation of Humanistic and Existential approaches to therapy. It focusses on the emotion that the client brings to the therapy room. EFT integrates gestalt, experiential and systems approaches with attachment theory. EFT fosters emotional correction approaches to emotional experiences in an experiential approach and as a systems approach, the EFT model attempts to interrupt the repeating of negative cycles of interaction. There is an emphasis on Rogers’ (1961) core conditions and the building the therapeutic relationship in EFT is fundamental as there needs to be trust within the therapy room as the therapist has a relational presence within EFT. The client is doing the work in processing their trauma and the therapist is studying the client, looking out for changes within the client’s emotional state, whether that is sadness, tears in a client’s eyes, anger, or withdrawal. The therapist will then bring that emotion as it appears moment by moment into the room and work through it enabling the client to explore the emotion in a safe environment. 
[bookmark: _Hlk61298823]EFT seeks to change and transform maladaptive emotions by exposing them and replacing them with more adaptive affective experiences (Greenburg, 2007). There were three empirically supported emotion processing principles outlined in EFT by Greenburg (2004), firstly, increasing emotion awareness, secondly, enhancing emotion regulation, and thirdly, emotion transforming.
The main goal of EFT is to increase emotion awareness, therefore making it a useful therapy to help a client process bereavement trauma. On many occasions an individual who is struggling with bereavement trauma may not even be aware what is happening, as already stated they could be presenting with physical symptoms as well as emotional. The therapist would encourage the client to experience, accept and explore their feelings as opposed to avoiding or denying them (Greenburg, 2007). Remembering that avoidance and denial was discussed by Kubler-Ross as a reaction to trauma and grief, the objective is to recognise these adaptive primary emotional responses to identify the maladaptive emotional state that is affecting the client and preventing adaptive reasoning. A trauma response when exploring a loss would be to avoid and deny how the loss has affected the person, so disengaging themselves from the feelings. The therapist would work with the client and encourage them to be with the feelings to try and overcome these avoidant tendencies. There would be a focus on identifying the primary or secondary emotion. It could be that the primary emotion that is affecting the client would be sadness and pain at the loss they have experienced, but the secondary emotion could be that the client becomes completely overwhelmed by these feelings therefore uses the avoidance tactic rather than deal with the sadness and pain. This could be a learned behaviour from society or family members. The level of resilience and learned behaviours a client has will all have an impact on the way they deal with their traumatic experiences. 
Focusing on the second principle of EFT, emotion regulation. Working with the primary emotion or secondary emotion the therapist is encouraging the client to be with these emotions, even if they are becoming overwhelmed by these feelings the therapist is there to support the client to explore these emotions and acknowledge them. The therapeutic relationship and empathic support of the therapist will then help the client in bringing stability to assist the client to emotionally regulate their feelings. The client would be encouraged to visualise the emotion and distance themselves from the emotion it brings. They would then learn calming techniques to regulate their breathing so when the trauma gets triggered in their everyday life these new learned coping techniques will help the client to allow and accept the emotion instead of avoiding it and it then presenting in the physical symptoms of the trauma. 
Finally, the third principle, emotion transformation. The therapist would work with the client and encourage them rather than to attempt to reason their way around the trauma or avoid it they would aid and encourage the client to experience the emotion and find ways to shift the distress to more healthy coping techniques to produce a more adaptive order of functioning (Greenburg, 2007).
This is not as straight forward as it appears, as often clients will have resorted to unhealthy coping mechanisms to self soothe these distressing and traumatic episodes. They could have been drinking or self-medicating to numb these traumatic feelings or using gambling or self-harm to release these built-up emotions. Therefore, the client would present with many complex issues. During the building of the therapeutic relationship the therapist would be learning about the client’s needs and their immediate presenting state and then recognising and discussing how the client would like to work. There are many ways of working co-operatively with the client working through the moment-by-moment emotions in the room and establishing how the client would like to address these emotions. 
Depending how the client is affected by the trauma of the loss they may want to explore some practical ways to use ETF. When bereavement and trauma are interlinked there is often unfinished business, this could be with the person who they have lost, or the issue could be with a previous bereavement where they may have been forced to bury or hide their feelings for many reasons.  Thinking back to the above-mentioned reactions of two individuals to the exact same bereaved by suicide example, the therapist and client would have to establish where the client is within their process. An individual needs time to process a loss, the therapist could work with both individuals and have two very different outcomes. When there is a death by suicide there are always complications in the grieving process and likewise there will be unfinished business that a client and therapist could work with. When dealing with unfinished business the therapist could suggest Gestalt therapy (Guberman, 2017) using empty chair work to address some of the feelings they have, giving the client the opportunity to have their say. The therapist would encourage the client to air their feelings and address them to the person who the client could feel is in part responsible for what these emotions they are experiencing. This can be extremely empowering for the client, this is often the first time they have had the opportunity to shout, direct their anger or externalise feelings they have kept locked away for however long. This is not the only technique and is not always one an individual would choose to use, for many being sat talking to an empty chair is not always comfortable and the therapist and client have to have a secure therapeutic relationship before a client would even be willing to consider trying this. There are some less direct ways which are just as effective for the client, things like writing a no send letter pouring it all out on paper and then destroying the letter, this is still emotion focussed and can be very therapeutic. 
Referring to the individuals bereaved by suicide, there is a level of engagement needed for any therapy to work. If they are fully committed and willing to engage and commit to EFT it could work for both clients in different ways, as their needs and where they are in their process may be different. One could have acknowledged and accepted the loss therefore the empty chair technique or no send letter could work as the client gets a chance to work with their trauma and address the unfinished business. This could see the individual changing their view on the suicide, as therefore learning healthy techniques to manage their trauma. Whereas the other may still be in the denial stage and not even accepting their loss. The therapist and client would have to establish the relationship and ways to work with the avoidance techniques that the client has relied upon to deal with their loss and trauma before attempting the work with the unfinished business. 
[bookmark: _Hlk61381667]EFT is not always recognised as the most affective way to deal with trauma when it is suggested within the medical model through GP practices or primary mental health teams and the NHS.  They often encourage a person to use the more evidence based short term Cognitive Behavioural Therapy (CBT) or Eye Movement Desensitisation and Reprocessing (EMDR) which are more popular within the mental health care setting and medical model. These therapies are a preferred option as they have set timescales and are thought to be more cost effective. However, this does not mean they offer the best outcome for the patient or client. Having said this the NHS (2020) are now suggesting talking therapies in some instances as an option. The other barrier here is that it is suggested within the medical model that an individual would need to present with trauma symptoms for at least six months before they would even be considered for CBT or EMDR (NHS, 2020). During the six-month wait it could be argued that talking therapy could help in the interim or, is the six-month wait more to acknowledge that any traumatic experience would leave a client having to work through the process, like Kubler-Ross suggests with the five-stages of grief model, there is a process, it could be that trauma has to follow the same natural process, whichever therapy is chosen after this process if the trauma is still present. There could leave some questions as to whether trauma is something you can be healed from, or is it a natural process that needs time, empathy, educating and understanding of the responses and reactions to overcome or manage the trauma. 
As this paper is recognising EFT is not a quick or easy process, it involves much work on the therapists and client’s part. This paper has explored the basic concepts of EFT and when looking to the other components of this therapy it is easy to see why the already stretched medical model would be looking to establish the quickest and cheapest model to keep up with the increasing demand of people presenting with trauma. As there is more research being done looking at and working with trauma the more people that are presenting with it. So, with CBT and EMDR using more outcome-based figures, the efficacy of the outcomes of these therapies being supported by figures, timescales, and cost effectiveness. Whereas it is difficult to prove or measure the efficacy of talking therapies and ETF as they are not outcome based with figures or statistics, there are usually no such timescales attached to talking therapies or EFT.  Talking therapies and the therapeutic relationship can take the best part of the first few weeks to establish. Most CBT and EMDR therapies suggest a six- or twelve-week course, therefore a much quicker process. However, it could be suggested that this is just a quick fix therapy and often sees the client representing later with similar symptoms as they have not addressed the root cause of the trauma. The therapist has just taught the client how to deal with the presenting symptoms and responses of the trauma. It could be argued that the cost effectiveness of these therapies is futile if the client represents with the same trauma when or if they do not keep up with the techniques and tools they were taught in CBT.
EFT encourages the client to work with the trauma and look for the primary and secondary emotions, working back and establishing the root cause of these emotions and feelings. They teach the client to engage with the emotion, be with it and feel it. However, again it could be argued there is no evidence in the efficacy of this type of therapy either and even if it is a more in-depth process that encourages the client to engage with the emotions and feelings and gives them the tools to manage the trauma, this does nor mean that the client will not represent later.
In conclusion this written assignment has explored the definition of a traumatic experience and explored how trauma presents in a client paying particular attention to grief and bereavement trauma. It has examined the emotional and physical symptoms and responses to a traumatic experience and how it affects the body and the brain. It has used a simple small case study of two individuals to help explain how trauma, bereavement trauma, EFT, and outcomes can differ from person to person. It has researched Emotion Focussed Therapy and how it could be suggested that this therapy is the ideal therapy to work with bereavement trauma. It has established and shown how it is focussed on emotion and given that bereavement is very emotive this therapy can have some very positive outcomes when dealing with bereavement trauma. It critically analysed some aspects of EFT and the efficacy of this treatment. It established that although this therapy suggests it is the ideal one to use for bereavement and trauma it identified that the medical model and GP practices would refer and prefer to use a more cost effective and evidence-based therapy such as CBT or EMDR. It has given some examples of how some aspects of ETF in particular Gestalt and no send letters could benefit the client and how the therapist and client working relationally would have positive outcomes to trauma responses in bereavement and grief. There is acknowledgment throughout the assignment that there needs to be a willingness in the client to engage and commit to EFT or in fact any therapy for it work. It also acknowledges and found that bereavement trauma is most definitely a candidate for EFT to have a positive outcome in a client’s process. 
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