The Trauma Lens
Powerful Permanent Change in Therapy

Introduction
I developed renewed faith in the power of psychotherapy after I attended a TIR (Traumatic Incident
Reduction) workshop taught by Diana Canant from the USA. It opened many psychotherapy doors for
me as I began to understand the impact of previously overlooked, objectively minor traumatic incidents
on psychological disorders and problems. This article is about the application of this powerful tool over
the entire spectrum of psychological problems and disorders and how this brings about impressive and
permanent change. The optimal use of this tool in psychotherapy requires a shift in epistemology in
which we begin to view mental health trough a trauma lens.
After numerous sessions of liberating therapy using TIR, I became convinced that this is the tool of
permanent change and so I decided to write this article to tell other therapists about it. The truth is,
even after attending the TIR workshop it is possible that one still cannot appreciate the value of this
tool. As mentioned above, the appreciation of the power of this tool is imbedded in a shift in
epistemology in which we begin to view psychological disorders and problems through the trauma lens
that TIR holds. If we place this tool in our toolbox only to be used when our clients endured acute shock
or have had a near death experience, as per the conventional definition of trauma, we would not have
begun to see the world of psychology through a trauma lens. We would have reduced this powerful
technique to just another tool in our toolbox for occasional use and this would be unfortunate. I have
come to realize that we can make a major difference when we approach psychology through the trauma
lens and use the TIR tool to resolve discovered trauma and bring about real change.
As a clinical psychologist trained in an experiential, post-modern theoretical environment, I began my
journey in a career as a psychotherapist with a rather disappointing toolbox. In fact, there were no tools
in my toolbox. All I felt I had was my inherent ability to enquire, explore, listen attentively, converse and
sometimes throw in a few words of what I perceived as wisdom, in an attempt to make a difference.
Confusion and despondency were born and grew into bigger monsters after countless directionless
conversations with clients. The world of psychotherapy is a harsh one and when we tackle the gigantic
task of exploring our client’s heterogeneous world of emotional and mental complexities with no map,
we will get lost. I understand that according to postmodern theories, such as the narrative theory, our
client’s stories can be bundled together and perceived as neat narratives that we can work with, but the
reality is, client’s narratives are extremely complex and we can get lost in that complexity just as much
as our clients do. Our clients are in therapy because they are desperate for someone to guide them
through the mess and not to get lost in it with them.
I realized that my learning began at the spot where I started my career as a psychologist and I began to
take the responsibility to gather tools to put into my toolbox. Yes, of course I knew that experience is a
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very powerful tool and that I would gain it, but I also knew that experience doesn’t necessarily equal
optimal effectiveness in therapy. You can spend many years doing the same thing and not improve at
all. A man can work in a factory for 50 years but that does not necessarily mean that after 50 years he
can run it.
I attended courses and learned a variety of therapeutic methods. I felt I had become a more effective
therapist but I still felt uncomfortable as this feeling that I was not helping optimally stuck with me. I
knew for a fact that there was something very powerful operating in the background that was pulling my
clients back into these pits of negative emotions, unwanted patterns of interaction and unwanted habits
of thinking and responding and I still did not have the tool to bring about permanent therapeutic
change. For me there was a difference between change driven by willpower and change because there
was change.
That was my thinking up until the day our manager said she had booked us for a trauma workshop and
she wanted us all to attend. I thought, I already had one of the world’s most powerful trauma therapy
tools called EMDR (Eye Movement Desensitization and Reprocessing) in my toolbox and it was effective,
what would I do with another trauma therapy tool? I was looking for something else. I was looking for
an extremely powerful tool to bring about true freedom and the permanent change that I felt was
lacking. I did go, however, with an open mind and thought “Well maybe I could learn something new
after all”.
And I DID. In fact, this tool that I was given turned out to be exactly what I was looking for, the one tool
that was still missing from my toolbox, the tool of permanent change. As I continue to explain the
power of TIR, it will become clear why I refer to it as the tool of permanent change.
It was actually only after I started using this tool that I understood its power. Everything fell into place
and began to make sense to me. I enjoyed seeing the massive sense of relief and liberation it brought to
my clients and, yes, those changes were permanent and it didn’t rely on willpower.
TIR was more than a tool. It became the lens through which I began to view all aspects of mental health.
This trauma lens provided a map for exploring, discovering and resolving the trauma that I came to
realize was the culprit behind almost all psychological disorders and problems. In its complexity I found
the simplicity that I was looking for. The therapeutic focus became to always de-traumatize to bring
about permanent change. As Diana beautifully explained it, unlike most other forms of psychotherapy,
TIR is a subtraction rather than an addition tool. I believe that it is exactly this process that justifies the
epistemological shift to understanding mental health through the trauma lens. TIR is about extracting
pain rather than adding skills.
Looking Through the Trauma Lens
The definition of psychological trauma can vary. From a TIR perspective, trauma can be defined as any
incident that had a negative physical or emotional impact on an individual. This is a very subjective issue
as the incident that could be perceived as traumatic by one individual could be perceived as an everyday
incident and nothing to be affected by, by another individual. The important thing is the emotional and
physical impact the incident had on the individual, its subjective impact.
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The reason it is so important to view trauma in the broadest way possible is because it explains the
chronic mood states of our clients as well as how subconscious intentions and automatic emotional
responses affects their current lives. These will be explained below. Because of the massive effect they
have on our neurobiology, emotional states and behavioral patterns, traumatic incidents, when
understood in the broadest sense possible, can be seen as the driving force behind almost all
psychological problems and disorders. When I say traumatic incidents “in the broadest sense possible”, I
refer to the everyday incidents of trauma that are objectively perceived as minor, such as an
embarrassing comment by a teacher, conflict with a friend, breaking your mother’s expensive vase, etc.
It involves an understanding of how the emotional knocks we take on a daily basis affect our
neurobiology and continue to have an impact on us in later life. The understanding of subconscious
intentions, automatic emotional reactions and responses and chronic mood states are so crucial when it
comes to looking at mental health through a trauma lens. Minor and major psychological and physical
trauma involves a complex description of the effects on the brain.
First let us look at the subconscious intentions that form as a result of trauma and how these
subconscious intentions continue to affect us throughout our lives, as this is one of the most important
considerations when we approach psychotherapy through a trauma lens.
Subconscious Intentions - When Protection Becomes Impairment
The theory behind TIR teaches us that when we experience a traumatic incident, the subconscious mind
forms an intention or intentions. These intentions could be in the form of future behavior, such as, “I
will from now on always…” or “I will from now on never…” Or they could be in the form of a judgment,
such as, “Life is cruel,” “Women can’t be trusted,” “I am useless”. Over time these take the form of fixed
ideas. These subconscious intentions are designed by the subconscious mind to protect us from being
exposed to the same traumatic incident. Intentions thus develop through the subconscious mind’s need
to protect us. The thalamus is involved in the definition of a specific incident as traumatic. This is what
makes the experience of trauma so subjective. It depends on the perception of the experience as it is
controlled by the thalamus. For some individuals it could be intensely traumatic to speak in front of the
class, while for others it isn’t traumatic at all, even enjoyable. All the information from the environment
or sensory stimuli is received via the thalamus.
After this the neo-cortex or the amygdala can
control the information. Based on previous
experience and the association with previous
memories, the neo-cortex and the amygdala
basically compete to decide who will control the
emotional and behavioral response to the stimuli.
There exists a complex neurobiological explanation
of this process. The amygdala plays the central role
in this. It is the tiny almond shape portion of the
brain in the limbic system that is involved in the
storage and control of traumatic memories. Here is
a picture of the amygdala that I copied from the
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internet. What goes on this little almond shaped part of the brain is so extremely important for
psychological wellbeing. www.wikipedia.org
You can read the following quoted paragraphs describing the of the functioning of the amygdala for
interest sake. The point that is important is the way in which the amygdala forms intentions when
confronted with negative events and how these intentions affect all areas of our psychological
functioning.
In complex vertebrates, including humans, the amygdalae perform primary roles in the formation and storage of
memories associated with emotional events. Research indicates that, during fear conditioning, sensory stimuli reach
the basolateral complexes of the amygdalae, particularly the lateral nuclei, where they form associations with
memories of the stimuli. The association between stimuli and the aversive events they predict may be mediated by
long-term potentiation, a sustained enhancement of signalling between affected neurons. [3]
Memories of emotional experiences imprinted in reactions of synapses in the lateral nuclei elicit fear behavior
through connections with the central nucleus of the amygdalae and the bed nuclei of the stria terminalis (BNST).
The central nuclei are involved in the genesis of many fear responses, including freezing (immobility), tachycardia
(rapid heartbeat), increased respiration, and stress-hormone release. Damage to the amygdalae impairs both the
acquisition and expression of Pavlovian fear conditioning, a form of classical conditioning of emotional
responses.[3]A variety of data shows the amygdala has a substantial role in mental states, and is related to many
psychological disorders. Some studies have shown children with anxiety disorders tend to have a smaller left
amygdala. In the majority of the cases, there was an association between an increase in the size of the left amygdala
with the use of SSRI's (antidepressant medication) or psychotherapy. The left amygdala has been linked to social
anxiety, obsessive and compulsive disorders, and post traumatic stress, as well as more broadly to separation and
general anxiety.[26] In a 2003 study, subjects with borderline personality disorder showed significantly greater left
amygdala activity than normal control subjects. Some borderline patients even had difficulties classifying neutral
faces or saw them as threatening.[27] Individuals with psychopathy show reduced autonomic responses, relative to
comparison individuals, to instructed fear cues.[28] In 2006, researchers observed hyperactivity in the amygdala
when patients were shown threatening faces or confronted with frightening situations. Patients with more severe
social phobia showed a correlation with increased response in the amygdala. [29] Similarly, depressed patients
showed exaggerated left amygdala activity when interpreting emotions for all faces, and especially for fearful faces.
Interestingly, this hyperactivity was normalized when patients went on antidepressants.[30] By contrast, the
amygdala has been observed to respond differently in people with bipolar disorder. A 2003 study found that adult
and adolescent bipolar patients tended to have considerably smaller amygdala volumes and somewhat smaller
hippocampal volumes.[31] Many studies have focused on the connections between the amygdala and autism.[32]
www.wikipedia.org
Implicit memories (those that are difficult to describe but are easily “felt” or “known”) are stored differently from
regular memories (those that can be recalled easily and told as a story) and appear to be stored in different sides of
the limbic system, J. Bacon explained in June 2008. Traumatic memories are often stored as implicit memories,
especially those that occurred early in life. The amygdala is involved in the process of how these memories are
categorized and stored. Exposure to trauma (particularly chronic exposure) not only has an effect on emotional
regulation processes in the brain, but also on the ability to process the memories of those events. The unnatural
storage of traumatic memory has an impact on one’s ability to handle future exposure to adverse situations. The
circuits in the brain are less connected to the frontal lobes, where thinking and considering can mitigate the
emotional reaction, leaving the amygdala on its own to evaluate the threat, J. Bacon added. Without the mitigating
effects of executive functioning, the limbic system activates fight/flight response in the brain stem, causing an
inability to regulate or cope with an overwhelming flood of emotion. The differences between a typical response in
the brain to stimulus and the responses of a traumatized brain include: Normal Stimulus Response vs. Trauma
Reaction. www.kidspeace.org
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After the thalamus defines a certain incident as traumatic, the amygdala takes over. Intentions are the
result of the amygdala’s emotional survival responses which involves the fight or flight responses. When
there is trauma, the amygdala develops a protocol for future emotional and physical responses designed
to handle a specific environmental stimuli, should it ever come into our experience field again. Let say,
for instance, you were at a New Year’s Eve party and you were accidently injured by the fireworks. The
thalamus defines this as a traumatic incident the amygdala takes over by responding with high levels of
intense emotions, and develops the intention: “I will from now on always try to get away when there are
fireworks around”. This intention can be generalized to include the entire spectrum of sensory
experiences and can even include other previously experienced traumas. The amygdala can, for
instance, form the intention to always feel anxious when there are loud noises around, or always feel
anxious when things are being lit by a lighter, or always feel anxious in crowds, if maybe there were a lot
of people at the party. These intentions can be strengthened over time when other traumatic incidents
take place that are associated with the first trauma. As mentioned before, it is about the formation of a
“solution” which becomes fixed, such as, “I will from now on never….” Or “I will from now on always..”.
After these intentions are formed and a stimulus in our environment triggers the traumatic memories,
these intentions are immediately fired via the amygdala. Therefore it won’t be strange when you run to
find shelter during the next New Years Eve’s fireworks or refuse to be around fireworks again or
depending on the strength of the subconscious intentions, refuse to attend New Year’s Eve parties all
together. Although these intentions are initially formed as a necessary part of protecting us from
further trauma, it is exactly these intentions that continue to impair our social and psychological
functioning and wellbeing. The intentions that are formed through our subjectively perceived traumatic
incidents operate in the background of our mental and emotional lives and continue to affect our
decisions, behavior and emotional wellbeing indefinitely. This is an obvious example of how trauma
forms intentions, but in a lot of cases the trauma could be minor and the intentions more subtle, but still
affecting our decisions, interactions and general functioning.
Let us look at an example of how intentions are formed and how it affects the individual in later life. A
client came to therapy complaining that his wife wanted to leave him because of his pathological
jealousy and jealous rages. He said that he had tried to change too many times and promised his wife
after every rage incident that he would not do it again and that he would stop checking up on her and
being suspicious. He explained how he had no idea why he felt and behaved like that but that he
continued to fail in his attempts to stop these thoughts, emotions and behavior. He was scared to lose
his wife and was desperate to get help. Now of course there are hundreds of different theoretical
lenses in psychology through which his problem can be viewed. The lens through which his problem is
viewed will determine the therapeutic approach that will be taken to resolve this issue. I looked at his
problem through the trauma lens as it was so crystal clear to me. His problem was trauma driven.
This is what happened when I looked at his problem through the trauma lens. I hope this example can
convince you that the trauma lens is basically the only lens that could sufficiently explain and resolve
this problem.
Looking through the trauma lens implies that if an individual is suffering from unwanted negative
emotions, thoughts and behaviors, it must be the result of some past traumatic incident. In other
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words, trauma is behind this and one’s job as a therapist is to discover the trauma and then, of course,
help the client to resolve it. As mentioned above, trauma shouldn’t be viewed in a narrow way. It
should be viewed as any and all negative experiences in the individual’s past that lead to the forming of
self-protective intentions. The most important task is, in fact, to discover the root traumatic incident
which lead, in this case, to the subconscious intention of not trusting his wife. We had to explore and
describe his emotional and behavioral responses in depth so as to open the neural pathways of
association with these intentions. In other words we had to discover the incident in which the
intentions were formed that kept his jealous rages alive.
We did exactly that and discovered the traumatic root incident during Thematic TIR. (Thematic TIR will
be explained under another heading). He was 4 years old and saw his mother kiss a man who wasn’t his
father. As young as he was, he became very angry, shouted at his mother, ran to his room and cried on
his bed. It was traumatic for him because he had a very close relationship with his father and, of course,
loved and respected him very much. If we look at the intentions that were formed as a result of this
traumatic incident they could be: “From now on I will never trust woman” or maybe, “I will from now on
always see woman as unfaithful” or “Woman cheat on their husbands; I will never trust my wife”. We
can make an infinite number of guesses about the exact intentions that were formed during this
incident, but what we know for a fact is that these intentions continued to affect him for the rest of his
life and had a major impact on his romantic relationships, interactions with his wife and subsequently on
his marriage and emotional wellbeing.
As long as the memories are being controlled by the neurobiological process that involves the amygdala,
these intentions won’t go away and can continue to affect him until death. These intentions become
stronger over time as the brain incorporates other similar traumatic incidents. Can you see how these
subconscious intentions can have a massive impact on his relationships? The primitive brain, the
amygdala cycle, is an extremely powerful force in human emotions and behaviors.
If we look a little bit deeper at subconscious intentions and how they continue to affect us, we can use
the example of birth trauma. I met a person who suffered from claustrophobia. After an exploration
was done and no root incident was discovered, I asked her to ask her mother whether there was birth
trauma. I asked this because I knew there was trauma behind her claustrophobia. I think there is
trauma behind all forms of phobias. In her case the answer was: “My mother said I got stuck during
birth”. Trauma can be stored based on sensory experiences in isolation of language or concept
formation and separate from conscious awareness. Intentions can thus form as early as birth and can
continue to affect the individual throughout his life. Pre-language trauma is stored as implicit memories
and thus only as a sensory memory. When the senses experience similar stimuli, there will be an
emotional response. The intentions that were formed during her birth trauma was that she will from
now on always feel anxious when she feels trapped and her brain associated this with other experiences
as secondary trauma unfolded, until she reached the point where she was unable to go into a lift.
I have witnessed individuals discovering root incidents during Thematic TIR which left them surprised as
to how such a seemingly small insignificant incident could have such a massive impact on their lives. I
worked with a client who was extremely attractive but believed he was hideous and would never find a
girlfriend. In fact, he was so self conscious that he couldn’t even take his shirt off on the beach. We
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discovered the root incident where these intentions formed. It was a comment a friend made about the
freckles on his back while they were playing in the sand pit. It happened when he was about 5 years old.
Later incidents strengthened these intentions and countless other stimuli that could trigger the
traumatic emotional and behavioral responses were included in the trauma triggering cycle. Can you
see how when we define trauma in a subjective way and in a very broad way, it opens up therapeutic
doors? This is because we acknowledge the influence of objectively minor trauma on our client’s
current issues.
Don’t Overlook Objectively Minor Trauma in Therapy
Therapists have the tendency to only look through the trauma lens when major trauma was involved
and they forget the subtle, objectively small incidents of trauma and its effect. Like for instance the
comment about the freckles on my client’s back when he was 5 years old. Not even the client was
aware of the impact this had on him, it had to be discovered through TIR along the neural pathway of his
current issues. The unfortunate reality is that most individuals are exposed to multiple and sometimes
even chronic trauma of this nature, not to mention the effects of more acute traumatic incidents. When
the thalamus interpreted an incident as trauma, it is traumatic for the individual whether it is objectively
minor traumatic incidents or major trauma. The understanding of how subtle trauma and its intentions
can affect us in later life is what I feel is lacking in our understanding of the impact of trauma on
psychological problems and disturbances.
Even in incidents of objectively minute traumatic incidents, if the emotional charge associated with that
incident is still high, the amygdala takes over and responds on the basis of the intentions that were
formed to protect the individual. When the amygdala takes over and the rational mind is on the
sidelines, it renders the individual helpless to change. In the example of the jealous man, it was evident
that there was a strong desire to change, but a powerlessness to do so. He felt that he must try harder
and use more willpower until we realized that his inability to change was the result of a root memory
and its intentions that were being controlled by his amygdala. This is why willpower and insight do not
equal change.
Amygdala Hijacking – Why Insight and Willpower Does Not Equal Change
Most practicing psychotherapists realize that insight does not necessarily equal therapeutic change. In
fact, some might differ from me but I think that insight doesn’t equal change at all. When we look at
psychological problems and disorders through a trauma lens it becomes clear why. In other words if my
client understood that he felt and behaved the way he did because of what happened to him when he
was 4 years old and that his brain formed intentions that made him feel and behave like this, does this
mean that he would be able to stop feeling and behaving like that? Absolutely not! Why not? Because
of the force of traumatic memories and the neurobiological processes that are involved when traumatic
memories are triggered. The following quoted section of an article explains aspects of this process.
Daniel Goleman coined the term Amygdala Hijack to explain the forces of emotional responses. He is
considered an expert on emotional intelligence. I love Goleman’s description of how the amygdala
hijacks the rational brain when trauma memories are triggered.
Amygdala hijack is a term coined by Daniel Goleman in his 1996 book Emotional Intelligence: Why It Can Matter
More Than IQ.[1] Drawing on the work of Joseph E. LeDoux, Goleman uses the term to describe emotional
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responses from people which are immediate and overwhelming, and out of measure with the actual stimulus because
it has triggered a much more significant emotional threat.[2]
From the thalmus, a part of the stimuli goes directly to the amygdala while another part is sent to the neocortex
(the "thinking brain"). If the amygdala perceives a match to the stimulus, i.e., if the record of experiences in the
hypocampus tells the amygdala that it is a fight, flight or freeze situation, then the Amygdala triggers the HPA axis
and hijacks the rational brain. This emotional brain activity processes information milliseconds earlier than the
rational brain, so in case of a match, the amygdala acts before any possible direction from the neocortex can be
received. If, however, the amygdala does not find any match to the stimuli received with its recorded threatening
situations, then it acts according to the directions received from the neo-cortex. When the amygdala perceives a
[3]
threat, it can lead that person to react irrationally and destructively.
Goleman states that "Emotions make us pay attention right now - this is urgent - and gives us an immediate action
plan without having to think twice. The emotional component evolved very early: Do I eat it, or does it eat me?".
[4][5]
The emotional response "can take over the rest of the brain in a millisecond if threatened".
An amygdala hijack
exhibits three signs: strong emotional reaction, sudden onset, and post-episode realization if the reaction was
[4]
inappropriate.
Goleman later emphasised that "self-control is crucial ...when facing someone who is in the throes of an amygdala
[6]
hijack" so as to avoid a complementary hijacking - whether in work situations, or in private life. Thus for example
'one key marital competence is for partners to learn to soothe their own distressed feelings...nothing gets resolved
[7]
positively when husband or wife is in the midst of an emotional hijacking'. The danger is that 'when our partner
becomes, in effect, our enemy, we are in the grip of an "amygdala hijack" in which our emotional memory, lodged
in the limbic center of our brain, rules our reactions without the benefit of logic or reason...which causes our bodies
[8]
to go into a "fight or flight" response'.
Positive hijackings
Goleman points out that 'not all limbic hijackings are distressing. When a joke strikes someone as so uproarious
[9]
that their laughter is almost explosive, that, too, is a limbic response. It is at work also in moments of intense joy'.
He also cites the case of a man strolling by a canal when he saw a girl staring petrified at the water. Suddenly,
'before he knew quite why, he had jumped into the water - in his coat and tie. Only once he was in the water did he
[10]
realize that the girl was staring in shock at a toddler who had fallen in - whom he was able to rescue'.
Emotional relearning
Many of the most common psychiatric disorders that afflict humans are emotional disorders, and many of these are
related to brain's fear system. According to the Public Health Service, about 50% of mental problems reported in
the U.S. (other than those related to substance abuse) are accounted for by the anxiety disorders, including
phobias, panic attacks, post-traumatic stress disorder, obsessive compulsive disorder, and generalized anxiety.
Research into the brain mechanisms of fear help us understand why these emotional conditions are so hard to
control. Neuroanatomists have shown that the pathways that connect the emotional processing system of fear, the
amygdala, with the thinking brain, the neocortex, are not symmetrical -the connections from the cortex to the
amygdala are considerably weaker than those from the amygdala to the cortex. This may explain why, once an
emotion is aroused, it is so hard for us to turn it off at will. The asymmetry of these connections may also help us
understand why psychotherapy is often such a difficult and prolonged process- it relies on imperfect channels of
communication. www.wikipedia.org
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Unlike the Public Health Service, I believe that a bigger percentage of mental problems could be
attributed to trauma. In our case example for instance, pathological jealousy doesn’t appear as a
trauma driven problem, but as we could see it is trauma driven. I agree with the authors when they say
that therapy relies on imperfect channels of communication and is therefore such a prolonged process.
This is because the imperfect channels are about, firstly, the general tendency to overlook the role of
minor trauma in psychological wellbeing and, secondly, not having a tool powerful enough to resolve
trauma when it’s discovered. When psychotherapy is approached through the trauma lens right from
the outset and when TIR is used as a trauma therapy tool, therapy shouldn’t be such a prolonged
process. It is necessary to understand the impact on mental health of minor traumas and their
intentions and not only recognize and address trauma when it is major.
In addition, therapeutic approaches that rely on the willpower of the client, like for instance conflict
management, anger management, cognitive restructuring or any other method which is designed to
help the individual cope with the intensity of his emotions by controlling them or adjusting the way he
thinks or responds to them, are, according to my understanding, tools that won’t bring about
permanent change. Firstly, because the information that the client acquires in therapy functions within
the rational mind area and, as we have concluded from Goleman’s description, the rational mind is not
involved when trauma is triggered. So yes, we teach our clients skills, and yes they understand it and
store it, but the reality is they cannot access that information when it is actually needed. Goleman’s
amygdala hijack thus explains why endless conversations about the dynamics of the client’s situation
won’t lead to change.
As mentioned earlier, most other therapeutic methods add on to existing structures while TIR subtracts.
Therapeutic attempts that are geared towards helping the client control his jealous rages can lead to
attempts met by failure for the client and thus more negative emotions because the reality is, as
mentioned before, we do not have control over the amygdala hijack cycle. In my case sited above, some
therapists might even end up doing couple’s therapy, which I think would not have made a difference in
this situation. I believe it could lead to the client getting more lost in the mess and having a bigger sense
of failure after therapeutic pressure lead him to “promise” he won’t do it again. There is, unfortunately,
also nothing his wife can change to convince him of her faithfulness as the amygdala doesn’t include the
rational brain in its responses. How many times have you heard clients say: “I know I shouldn’t behave
like this but…” or “I know it’s silly or even destructive to act like that but….” or in this client’s case: “I
know my wife is faithful and it’s ridiculous to check on her like this and be so aggressive, but I cannot
stop doing it”. Why can’t he stop doing it even if his rational mind tells him how destructive and
ridiculous he is being? Because of the subconscious intentions that are still operating through the
amygdala triggering cycle. We are dealing with a very powerful force called trauma and its intentions
that drives this dynamic and it needs to be understood and dealt with as trauma. The amygdala’s
response to trauma is beyond reason or rationality. It completely overrules the rational mind.
Intermittent explosive disorder is a typical example of this.
When we look at psychological disorders and problems through a trauma lens, we definitely need a
strong trauma therapy tool because without one we are left with insight and willpower. This is not good
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enough. It renders us just as helpless as our clients to bring about change. Fortunately TIR is exactly
that, a very strong trauma therapy tool.
Before I say more about TIR as a therapy tool, I want to continue to discuss the effects of trauma on the
individual’s functioning and emotional states. The intentions that are formed during a traumatic
incident are connected to the way that sensory memories are triggered by associations. The brain is all
about extremely complex networks of associations. The triggering of traumatic memories has a huge
impact on the individual’s emotional wellbeing.
How Trauma Continues to Traumatize
Sensory memories play a key role in understanding trauma or any intense emotional response for that
matter. As Goleman mentioned above, the amygdala also plays a role when it comes to the triggering of
pleasant memories.
When we look at what happens during a traumatic incident, we see that all our senses are memories.
There is a visual, olfactory, auditory, tactile and taste sensory memory. Sensory memories are stored in
association with the emotional response memory and when there is a similar stimulus in the individual’s
environment, the emotional response is triggered via these sensory memories. For example, if someone
was robbed and there was, a strong smell of petrol, the smell of petrol in the future will trigger the
traumatic memory and the emotional response that was present during the time of the incident. If a
child was constantly held tight by his father during play and the child experienced this as traumatic or a
child had an experience of breathing difficulties due to illness and found this very traumatic, they will
most likely develop claustrophobia. The intention, in other words, as discussed before, is to protect the
individual from being exposed to similar incidents, and in these cases could be: “I will from now on
always fight to escape when I feel trapped”, or “I will from now on never trust situations in which I feel
stuck”. The problem here is not claustrophobia, the problem is trauma. Given the complexity of the
brain’s networks of associations, these triggers or environmental stimuli grow in number as other stimuli
are added over time to the existing ones. The fear/anxiety responses in these examples could be
elaborated to include any form of narrow spaces or feeling of inability to escape. The reality is, because
of the triggering process and the subconscious intentions that drive this, no amount of discussion about
the claustrophobia will bring about change. It needs to be dealt with as trauma and when this is done
through TIR, permanent changes in the triggering cycle take place. The following quote describes some
aspects of this process.
Information comes into the brain from various sensory organs and usually enters the Thalamus region. The
Thalamus asks itself, “Is this a threat?” The Prefrontal Cortex and other cortical, or “thinking” areas of the brain,
then considers this new information and asks itself, “Have I ever experienced this before? What is the best thing to
do? What might the consequences be?” After processing the information, the Prefrontal Cortex sends a signal to
the Amygdala, which provides a measure of emotional output that is appropriate, based on the analysis of the
Prefrontal Cortex. This experience is then carefully stored in the Hippocampus. The brain stem may never be
activated at all (or minimally activated) depending on the experience.
Reaction to Stimulus in a Traumatized Brain
Information comes into the brain from various sensory organs, and the Thalmus assesses if there is a present
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threat. Immediately, things begin functioning differently than in a typical brain. Past trauma experiences trigger a
trauma reaction in the brain, which causes the Thalamus to interpret even small losses or rejections – losing a shoe,
being asked to do a chore, being denied a snack – as a new traumatic event. Once the Thalamus has interpreted the
experience as a trauma, the Amygdala shifts into overdrive. The Amygdala has a disproportionate fear/emotional
response to the experience and sends signals to the Brain Stem. Consequently, the individual gets a dose of cortisol
and adrenaline. Palms may sweat, or the person may feel shaky. He experiences a fight or flight urge. Around this
time, we may see some troubling behaviors such as impulsive decisions, verbal or physical aggression, self-harm,
etc. The reason is that the Prefrontal Cortex was skipped. The memories of this event can be foggy and stored
erratically in the Hippocampus. If the Prefrontal Cortex is involved at all, it may be after the crisis is over, when the
child thinks about what just happened.
Food for Thought
It is becoming increasingly clear that trauma must be a key consideration in the treatment of youth who have been
exposed to abuse, neglect, abandonment and other traumatizing circumstances. Clearly, treatment should be
developed keeping the physiological effects of trauma on the developing brain and understanding how those
changes are linked to developmental and behavioral problems in mind. Trauma-informed care must include
education for professionals on these fundamentals so that we do not inadvertently fuel the trauma reaction.
Instead, we should help to maintain normal levels of homeostasis in the brain during stressful situations.
www.kidspeace.org

If the trauma isn’t resolved through trauma therapy, the trauma information stays in the form that it
was stored in and the trigger effect can go on indefinitely. The amygdala will continue to regulate these
memories while the emotional charge is still high. In other words, in the robbery example, the individual
can still feel anxious or upset by the smell of petrol 30 years later. The brain associates this smell with
the trauma. This association and trigger process is very complex and, as mentioned above, can include
other triggers over time. These triggers or stimuli always involve a certain emotional, physical and
behavioral response. Pavlov explains this process in his experiment in classical conditioning on dogs.
We have experiences, our experiences become memories, these memories get triggered by
environmental stimuli and we respond.
In the case example of the jealous man, the process of associating original stimuli developed to the
point where the mere visual image of his wife talking on her cell phone triggered his emotional and
behavioral response of feeling jealous and he became verbally abusive. The subconscious intentions
that were initially formed could have been strengthened when he was exposed to a similar trauma at a
later stage. Let’s say, for instance, a girlfriend cheated on him before he met his wife.
Let me give another example. A client of mine was involved in a bicycle accident 6 years ago. He was
riding on the highway when a truck came past and his backpack got hooked by the bumper of the truck.
He got flung off his bicycle, fell hard and his bicycle was completely written off. The truck driver just
drove on and didn’t even realize what happened. My client was hurt quite badly, but walked home with
his bicycle. Six years later, he came to see me about other issues. As I have learned to approach
psychotherapy through the trauma lens, of course I asked him to tell me about the traumatic incidents
that he could recall in his life. He mentioned this incident but then added that it wasn’t an issue as he
was over it and it didn’t bother him anymore. Although our TIR training taught us that the therapeutic
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focus should be on the traumatic incidents that clients are interested in working on, I knew that this
trauma was still affecting him in some way, without his knowledge. The reality is that individuals are, in
a lot of cases, unaware of how the subconscious intentions that were formed through trauma operate in
the background of their everyday functioning. When we do Thematic TIR, past incidents are discovered
and the client’s are not necessarily interested in working through them, but we do that anyway and it
brings massive relief.
A few sessions later, after we addressed his issues of primary concern, I explained again how there could
be subconscious intentions that still affected him without his knowledge; he then agreed to work on this
trauma. We worked through it in one session by using the Basic TIR tool. He came back two weeks later
and when I asked him how he was doing, he said he is generally well but he noticed that since our
previous session, he is very relaxed when riding his motorcycle. He said that for the first time in six
years he noticed that he rides his motorcycle without constantly looking over his shoulder. He just rides
and now that he just rides, for the first time he actually realizes that he used to do that.
At the time of the accident, his brain formed the intention to always look over his shoulder when riding
his bicycle, and later it became associated with riding on his motorcycle. This intention formed as a way
to protect him from the repetition of that traumatic incident. One of the most significant outcomes of
TIR is that these subconscious intentions fall away spontaneously during the process of therapy. This is
the most liberating part of this therapeutic process.
We have a tendency to put the painful memories in our lives aside, not to be thought about again, under
the faulty perception that if we choose not to think about it, we are not affected by it anymore.
In some cases we know that when we smell or hear or see something it reminds us of a certain incident
but in a lot of cases we are not aware of that. In fact, sometimes, like in the case example of the jealous
man, we can’t even recall those memories without it being discovered by the therapeutic process.
The more traumatic incidents there are that are constantly being triggered in the brain’s memory
system, the more our mood states are affected. Some individuals struggle with a chronic mood state of,
for instance, feeling sad or down or feeling angry or irritable because there are too many trauma
incidents of this emotional type that are constantly being triggered. I believe that disturbances such as
chronic depression, chronic anxiety and all its sub-disturbances and mood swings are the result of the
triggering process of multiple past traumatic incidents. And as explained before these incidents could
be the smallest of incidents or massive trauma.
Even if we look at conditions such as anorexia or bulimia and if we take on the challenge of exploring the
past down the identified neural pathways of emotions, we will discover a root traumatic incident or
incidents and their intentions that are operating in the background of these disorders. In order to
discover these pathways, it is extremely important to indentify the exact feelings, thoughts and
responses associated with the problem.
The way I understand it is that we are genetically predisposed to cope and manage with trauma in a
specific way and psychiatric disorders are the result of the interaction between our predispositions and
the traumatic incidents and their intentions in our lives.
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It is thus our job as psychotherapists to discover the traumas that are causing these unwanted emotions,
thoughts, responses and subconscious intentions that continue to affect our clients.
The Discovery of Trauma
There are two types of trauma that we can work with in therapy: those incidents that can be
remembered and those that were forgotten. TIR gives us a tool for each type of trauma.
I usually ask my clients to make a list of all the traumatic incidents in their lives. As this could be a very
emotionally draining process I choose to do it together with my client. Once current concerns are
addressed, as suggested by TIR practice, I begin to work through the traumas on their list one by one
with the Basic TIR tool. The Basic TIR tool is thus used for incidents that can be remembered. In the
bicycle trauma case example, we used Basic TIR to work through that trauma.
It is often the case that there are numerous traumatic incidents that cannot be recalled by the
individual. In some cases this is because they were suppressed because they were too overwhelming to
remember and in other cases because the trauma was so early that it was stored in pre-language or prenarrative form. Sometimes traumatic incidents could be recalled but are viewed by either the therapist
or the client or both as unimportant for the current presenting problem or a non-issue. The job of the
Thematic TIR tool is to point out the connection between current feelings and past traumatic incidents,
whether these incidents are remembered or forgotten or perceived as important or not. In a lot of
cases clients will say things like: “I had no idea this incident had anything to do with the way that I am
feeling now.” The Thematic TIR tool is thus used in the case of repressed traumatic memories or
memories that could be recalled but wasn’t associated consciously with the psychological problem.
The Thematic TIR tool is designed to focus on current unwanted feelings, emotions, sensations, attitudes
and pains, FESAPs as it is named by the TIR theory, and to discover the root traumatic incidents behind
these FESAPs. It is very important to help our clients describe their FESAPs in detail to make sure we are
starting our journey on the correct neural pathway. Once FESAPs are clearly described, the journey
starts with the most recent incident where the client felt the unwanted FESAP. When the incident
remains heavy after about 3 or 4 repetitions, we have to ask if there is an earlier incident where that
FESAP was present. The brain will automatically associate this most recent traumatic incident with an
earlier one and we continue our journey down this neural pathway. The primary goal of this journey
through traumatic incidents is to discover the root incident. The root incident is the place where the
subconscious intentions were formed for the first time and thus the place where it all started.
If we look at, for instance, bulimia, and we focus on the diagnosis in itself, we might not necessarily
associate this disorder with trauma, but when we focus on the unwanted feelings and emotions and
thoughts behind it and describe that in detail, we have opened a neural pathway where we can start our
journey to discover the trauma behind the disorder. The root trauma behind this disorder can
sometimes be as objectively small as one comment by a friend or boyfriend or parent which was then
strengthened by other similar traumas. For some sensitive individuals the smallest of incidents could be
perceived as traumatic. This is the most important consideration when approaching therapy through
the trauma lens. We must understand the impact of the smallest of incidents and its subconscious
intentions and how these can snowball over time to become full blown disorders or emotional upsets.
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The second important notion is how these minor incidents of trauma are chronically triggered together
with the emotional charges and that this has a major impact on the individual’s mind and mood states.
If we continue to look at bulimia as an example, let’s say, hypothetically, we ask the bulimic client: “How
do you feel about yourself currently?” “I feel good because my weight is what I like it to be.” “What do
you like your weight to be?” “Thirty eight kg is a good weight for me.” “How do you feel if you go over
38kgs?” “I look ugly and fat, really fat!” “How do you feel when you are looking fat?” “I don’t like myself,
I feel like a failure.” “Tell me more about feeling like a failure. Try to describe it exactly and where in
your body do you feel it?” “Yes, it feels like I can just crawl into a little bundle and die. I feel this pain in
my heart”. In this way, we identify and describe the FESAP clearly and begin our journey there. “Can
you recall the most recent incident where you felt like a failure, where you just wanted to crawl into a
little bundle and die and you felt that pain in your heart”? The psychotherapeutic plan is then to work
back in time from this most recent incident to the earliest. In this case there could be more than one
neural pathway to explore with a root incident and its intentions operating behind different aspects of
the disorder. All of these need to be explored and worked through in therapy. Can you guess what kind
of root incidents and their subconscious intentions are operating in the background of disorders such as
bulimia or anorexia? Of course the therapist would not in any way make suggestions along these lines
but allow the client to discover her own personal experiences and her own particular responses to them.
As has become clear by now, having conversations about trauma will not resolve it permanently because
of the amygdala hijack cycle. TIR is unique in the sense that it breaks the amygdala hijack cycle. On the
basis of a very simplistic and concrete description we can view it as shifting the trauma memories from
the control of the amygdala to the control of the rational mind where it becomes normal memories. Let
me explain how this happens in therapy and why the TIR tool brings about permanent change.
Breaking the Trauma Memories Free from the Amygdala Hijack Cycle
The repetition process of TIR brings about change on many levels. For those who are not familiar with
TIR, the process consists of viewing (silent reliving of the event) then narrating, then viewing, then
narrating until the client reaches, as it’s called by TIR, an end-point.
Most of the trauma memories are the memories which the clients choose to push out of their conscious
mind and in some cases these memories are automatically repressed. They shy away from thinking or
talking about those incidents. What we do in TIR is to take those memories and look at it so much that
they lose their emotional charge. Or, in another language, we can say that we look at those memories
so much that the clients become desensitized to those memories and in this process intentions fall
away, and the trauma memory is stored in a different form. When the emotional charge is very high the
amygdala hijacks the information as was explained by Goleman. It basically tells the neo-cortex to back
off as this is the job for a professional to handle. When the thalamus perceives the information as
threatening, high levels of emotions are thus kick-started and the amygdala takes charge of all
responses in this intense situation. The amygdala then instructs the rest of the body to act according to
the high intensity of the emotions. The neocortex or the rational brain is thus always on the sideline
when it comes to the responses involved in trauma. What happens during TIR is, as the emotional
charge comes down through repetition, the rational mind begins to take over and the amygdala begins
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to withdraw. When this happens, subconscious intentions fall away as the client can look at the
information almost objectively for the first time.
An amazing process plays out in the therapy room as the rational mind begins to control the information
for the first time. On observation it looks as if the client can almost separate the emotions from the
incident and really look at it. This is evident in the body language of the clients. I always observe my
clients carefully during this process too look for signs of relief. In most cases clients would during the
first few time of going through the trauma memories, when the emotional charge is still very high, avoid
eye contact, in most cases there would be a visible frown and their hands are usually clenched, if the
trauma was severe they would cry intensely or have a panic reaction. These are all signs of mild to
severe distress as it was felt at the time of the trauma and signs that the amygdala is still in charge of
the information. During the course of the therapy visible signs of relief begin to present themselves;
clients begin to make eye contact when they narrate the story, in almost all the cases the frown goes
away, their breathing begins to go back to normal, their hands are relaxed or used while they talk, the
stories are shorter, they stop crying and there is, in general, a visible calmness. In some cases they reach
a more dramatic end point. In some cases physical symptoms disappear right there in the session or
they break out into laughter.
I had a client who was a victim of a house break in. When she got home, she noticed that they broke
into her home and stole most of their belongings and the part that upset her the most was the fact that
they went through her underwear and it was scattered all over her bedroom. She felt violated and, of
course, extremely upset. We did Basic TIR on this trauma and close to the end of the session she
explained that the throbbing headache that she has been suffering from since the break in was gone for
the first time in two weeks. She could think about the incident without feeling anxious and it was the
same when she came for follow up sessions. The headache never returned. Although according to good
TIR practice we shouldn’t start a TIR session when there are disturbances such as physical discomfort,
tiredness or any other discomfort, it was obvious that the headache was a manifestation of the acute
shock and trauma that she experienced and I continued with TIR.
Another client who worked on past incidents of abuse by her husband was initially extremely anxious
about confronting those memories. She tried to push them far away, never to be thought of again.
During the start of the session she was visibly anxious, she felt she couldn’t breathe and explained how
it felt like something was pushing down on her head. She was in huge distress by the recall of these
memories. By the end of the session all the signs of relief were there. Her breathing was normal, she
made eye contact, her frown was gone, her hands were relaxed, her story was shorter and, believe it or
not, she broke out into laughter while explaining that it was actually quite funny the way he threw the
food at her. She finished off by spontaneously saying that it’s wonderful to think that he can never do
this to her again. On follow up and checking where she stood with those memories, she explained that
it didn’t bother her anymore and it continued not to bother her and we focused on other issues.
Once a trauma memory has been processed properly through TIR, it cannot return to the original
emotional state as it has become free from the amygdala hijack cycle. Complex neurobiological change
thus happens. I am not a neurobiologist and it is beyond my ability to explain this in detail. Not
knowing exactly how electricity works, doesn’t mean that we cannot appreciate the wonders of
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switching on a light. Change is evident in the feedback of clients after TIR. The trauma remains resolved
within weeks, months or years of follow up. This is why change through TIR is permanent change.
The most meaningful change it brings about is the resolution of the subconscious intentions that were
formed during the trauma. Although we don’t explore intentions or discuss it with our client or we
don’t bring it up at all during the therapy process, the subconscious intentions automatically fall away
when the client can look at the trauma memories almost objectively for the first time. The neocortex is
thus in control of the traumatic memories and the sensory information that is related to those
memories for the first time.
In the case example of the jealous man, after we worked through his root traumatic incident, he came
back reporting that the urge to check his wife’s cell phone was gone and he didn’t feel like calling her all
the time to hear what she was up to. His wife also commented on the change in him. These changes
took place because the subconscious intentions that were driving his problem fell away once the
rational mind took control of the trauma information. By working through the incident where the
intention of not trusting females started, using Basic TIR, those intentions thus fell away once the
memories were broken free from the amygdala hijack cycle. If we didn’t attempt to resolve his jealousy
problem through the trauma lens and trauma therapy we would never have discovered the root incident
and even if we did, and we didn’t have a good trauma therapy tool, those intentions would still be
operating in the background of his interactions with his wife.
We can see that the change was permanent and it didn’t rely on the willpower of the client to control
his jealous rages. Through the TIR therapy, the intentions that were driving these rages fell away
because the brain realized that the threat is not present anymore. It didn’t have to fight or flee
anymore. The wonderful thing about TIR is that this destructive disorder was resolved in two sessions
and the change was permanent. If his problem wasn’t viewed through the trauma lens and no trauma
therapy was done, I believe that he would have been in therapy for many sessions and these sessions
would have revolved around changing his behavior or cognition which wouldn’t have led to the
permanent change that took place through TIR.
Some readers might perceive TIR as cruel and re-traumatizing. I have heard about criticism stating that
TIR does more harm. I have never seen clients cry or panic as intensely as I have seen since I started
using TIR, but I also haven’t had so many clients saying that they do not know how to thank me enough,
since I have started using TIR. The usual feedback is: “I should have done this a long time ago”. I
haven’t seen so many liberated clients since my first attempts at psychotherapy. As I always say:
“Psychotherapy is always just an attempt”. These are the best attempts I have ever made at bringing
about permanent change. So let’s look at the idea of re-traumatizing.
The Healing Re-traumatization
TIR is initially an extremely painful process depending on the intensity of the original trauma. I always
use the analogy of walking around with a thorn in once foot. The clients come to complain about the
constant pain. The pain is always present. The only way to get rid of that pain is to open and extract
and that is painful, but clients can walk pain free from there on. Some therapists acknowledge the
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impact of past trauma but are under the impression that all they can do about it is to help the client
cope with the effects of trauma.
If the client comes to complain about the constant pain in his foot and we focus on helping him handle
the pain through self-soothing and other coping skills or, worse, even convince him that there is actually
no pain by attempting to change the way he perceives the pain, we haven’t brought about permanent
change, because we don’t understand the fact that there is a thorn, or when we acknowledge that, we
are too scared to remove it as it could cause the client more pain. So the thorn stays in there. In the
case example of the jealous man for instance, it was painful to focus on those memories again, but if we
didn’t remove that thorn, there wouldn’t have been permanent change and, most importantly, if we
didn’t notice the thorn, he would still be walking around with that pain.
The way I see it, if we cannot handle emotional pain and its intensity, we cannot be thorough therapists
who facilitate permanent change. If we start the TIR process of viewing and narrating past traumatic
experiences and we stop before our client has reached an end-point just because it became too intense
for our client and it becomes too uncomfortable for us as therapists, I believe that we have caused more
damage as the client felt all that pain for no reason. We have ended up doing exactly the thing that
everybody, including the client does, which is to shy away from the pain, trying to make it better too
quickly, drying tears as fast as we can because the emotional pain of others make us feel intensely
uncomfortable. If we stop before an end point is reached, we don’t break the amygdala cycle and those
memories and the intentions that were formed continue to be controlled by the amygdala. We need to
be able to handle the intensity of our client’s emotional responses and stick with it. It’s important to be
brave for our client’s sake and continue to stick with the process and we need to clearly understand why
we are doing it. TIR can only be effective if we learn to feel comfortable with the intensity of emotional
pain and help our clients get through the pain and not turn around and run away just to face it again
another day. It’s the “getting on the other side” part that brings the massive relief.
In the case of the client who dealt with her past traumatic experiences of abuse by her husband, her
reaction was intense panic and her emotional charge was so high that she had physical symptoms such
as pins and needles during the session. Most therapists would perceive this as cruel and traumatic to
the patient, but because I understood the reason why I had to stick with my client through this intensity,
I calmly, invisibly and respectfully stuck with the intensity and continued the process, even though, I
have to add, it wasn’t easy. I didn’t console her and I didn’t try to make it better. I didn’t jump up and
run to rescue her. I stayed in my chair and repeated the same instruction. I just stuck with her and
stuck with the process of resolving the trauma. For those who might perceive this as cruel, you have to
see this in the context of years of suffering. She had regular panic attacks at home, at the office, in her
sleep and she suffered from these for many years, since her husband’s abuse. She suffered during the
trauma and she continued to suffer for years thereafter. For the first time her suffering and emotional
pain wasn’t in vain. And for the first time someone was there guiding her to the exit from all this mess.
We pushed on and, as discussed before, after pushing forward the visible signs of relief began to appear.
After some time, she began to view the incident without shortness of breath, the frown began to
disappear her hands began to relax, she began to make eye contact and, as mentioned earlier, she
reached an end point of massive relief when she even began to see humor in the incident. She had
17

endured her final suffering from this trauma. And all of this happened without any interference from
me. I merely stuck to the instructions and, in this way, pointed her towards the exit. She thanked me as
she felt free for the first time in many years. On follow up she could think about the abuse without
distress and commented how it didn’t bother her anymore. Months later she still reported that she
never thinks about the trauma anymore and when she forces herself to think about it, she feels calm.
She was truly over it as her rational mind was in charge of those memories for the first time.
If the mental recall and narrating of a traumatic incident can cause this much distress, can you imagine
what the client has been living with for all these years? There were thorns in her feet that caused
intense and chronic pain on a daily basis. The intensity of our client’s reaction during TIR is evidence of
the huge amount of emotional pain that these memories are causing them on a daily basis and should
be perceived as even more reason to stick with the intensity and help them to push through and resolve
it once and for all. If we are too scared of our client’s emotional reactions and we cannot handle the
intensity of working through this with our client, how can they ever be liberated from this emotional
pain? They cannot do it on their own. Every single trigger brings the emotional distress in little spurts of
emotional pain for years and years. The truth is: trauma continues to traumatize. TIR liberates them
from a traumatic incident or a root traumatic incident in one session.
If there is critique about TIR, I believe it is only in the cases where TIR wasn’t done properly by either
stopping before an end point was reached or when the therapist interferes with the process by making
comments or interpreting for the client or when they try to console the client or make it better, etc.
Therapist interference is one of the reasons TIR can be unsuccessful. As I mentioned before, the aim of
this article is not to teach you how to do TIR, but rather to stress how powerful TIR is in bringing about
permanent change, but I have to point out that when TIR goes wrong it is probably because therapists
find it difficult to play an almost invisible role in therapy. It goes against what we are taught in
psychology. Doing TIR properly, demands that we throw all previous learned techniques out the window
in the process of therapy and even when we plan our treatment. We have to be almost invisible in
therapy. It’s the client’s process and that’s why the TIR theory refers to the active therapist as a
facilitator. We should only facilitate not interfere at all. This goes as far as acknowledging that even a
slight facial expression or a certain tone of voice or even body language could be seen as interfering with
the client’s process during TIR. Interpretation, clarification and insight all happens through the client’s
own mind when the amygdala hijack is stopped and the rational mind begins to work with those
memories. The TIR therapist shouldn’t interpret anything for their clients. It is a process of resolution
which happens through the client and in the client.
Some critics might argue that there could be traumas that cannot be resolved and that continue to get
heavier, instead of lighter during TIR. The way I understand it, trauma only becomes heavier in three
situations. Firstly when there is a root incident that still needs to be discovered, secondly when the
trauma hasn’t reached a definite end point yet and thirdly when the trauma occurred pre-narrative. The
issue of pre-language or pre-narrative trauma and thus psychotherapy with implicit memories as pure
sensory memories is an entire different and controversial topic of discussion, but the point here is that if
an incident become heavier during therapy there is a root incident and we will discover it. No trauma
therapy will be effective before trauma has reached an end.
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When therapists are able to endure the intensity of their clients’ emotional pain and reactions and are
able to keep themselves completely in the background and allow the client’s process to continue to an
end point, it is impossible for the client not to experience relief. I have witnessed this over and over and
over again. I cannot stress this point enough, when TIR is done correctly, it brings about permanent
change and massive relief to clients after, in some cases, years of emotional pain. And the wonderful
thing about TIR, as mentioned, is that it can be applied successfully to almost all psychological problems
and disorders.
The General Application of TIR in Therapy
Yesterday a client of mine asked me if TIR can be applied to other problems as well and I said: “Yes, of
course it can”. He came to see me after an explosion at work. He was unable to return to the site
without having a panic attack and was clearly traumatized by the incident. We worked through it with
Basic TIR and when he came for his next session he reported that he was calm and could go to the site of
the explosion without distress. In our second session we did Basic TIR on a car accident that he was
involved in one month before the explosion at work. After this session, when I asked him if there was
anything he would like to say or ask before we finished for the day, he said that this therapy has helped
him so much and he wondered whether it could be used for other problems as well. He explained how
there is a colleague at work whom he cannot stand. If he sees him he feels immediate feelings of anger
and irritation. I explained that I use TIR for all kinds of problem and that it could definitely help him with
this problem. How can it help in this case?
I explained that there must be trauma behind these intense feelings of irritation and anger. In other
words, there were incidents with this individual that caused these feelings and he agreed that there
were. He didn’t just see the person one day and decide that he cannot stand him. Even if this was the
case, trauma would still be the culprit, in fact even more so, as these types of irrational emotional
responses are always the result of earlier trauma. In these cases the amygdala associates the individual
with someone from an earlier traumatic incident and it triggers the emotional response of anger or
dislike. So I explained to him that we can work on the traumatic incidents that involved this individual
and that this should desensitize him and free him of the subconscious intentions that were still causing
these reactions. I explained that it goes even deeper. During our TIR session we could also discover past
traumas that could be perceived as root incidents on the neural pathways of this irritation and anger. It
could be that there exists a traumatic root incident with for instance a teacher or a bully at school and
that this individual or aspects of his interaction with this individual triggered those traumatic incidents
and strengthened his feelings of anger and irritation and the subconscious intentions that were
operating in the background, and we could also resolve those. We would thus look at the associations
his brain has made between past experiences and this specific individual. Once he has worked through
these traumatic incidents, his feelings towards this individual should be much less intense and I
explained to him that this is not all, we should do a future TIR session in which he visualizes a future
encounter with this individual to facilitate a preferred emotional response to this future encounter. I
have done TIR on a number of these types of cases and it is again extremely helpful. Can you see how
trauma is involved in most psychological problems and issues?
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TIR is thus not only powerful to resolve disorders such as phobias, anxiety disorders and so forth, but
also to resolve relationship issues. One of my clients complained that she always felt angry in the
presence of her father and she never felt like calling him. She explained how bad and sad she felt about
it, but she just couldn’t feel close to him or convince herself to make an effort to build a meaningful
relationship with him. She said she loved him, but at a distance. Looking at this problem through the
trauma lens I understood that trauma was behind this. On exploration she told me that her father
suffers from Bipolar Disorder. There were a number of traumatic incidents in her childhood where her
father attempted suicide and she was a witness to this. Can you guess the subconscious intentions that
she formed through the trauma of witnessing such an event and how these intentions had an effect on
her current relationship with her father? We identified the incidents that we could resolve with Basic
TIR and worked through those. In similar cases, one could also do Thematic TIR and use other Life Stress
Reduction (LSR) techniques, but in her case, once we worked through those identified incidents, she felt
different about her father and explained how those feelings of anger towards him were gone for the
first time in years and were replaced with feelings of sympathy. She felt calm when she interacted with
him and she began to make an effort in the relationship. Can you see how TIR can be applied in almost
all the cases we usually see as therapists when we begin to look at psychological disorders and problems
through the trauma lens? In addition to TIR, there are also LSR techniques that can be used for current
issues or as add-on techniques to resolve any other psychological issues. This is not the place to explain
these tools, but something for the reader to consider exploring further.
In continuing to discuss the general application of the TIR tool, I have to mention the difference TIR
makes in bereavement. I used to feel quit despondent when clients were referred to me, or came in on
their own after they had lost loved ones. I felt that the sadness they felt was a normal emotional
response to the loss of someone close and that there wasn’t much I could do about that. It’s the same
as being pregnant, you know the baby has to be born and it will be painful. There is nothing anyone can
do to change this and nothing anyone can do to make it less painful; it is a process that the individual
needs to go through on her own. When clients came to see me after losing a loved one I usually
engaged in conversations about their loss and went through Kubler-Ross’s five stages of grief, and I
would advise them to write a letter to address issues of unfinished business, but I always had the feeling
that this wasn’t really helpful. Then I began to approach bereavement through the trauma lens and
begin to use TIR in grief cases and, for the first time, I felt I did something truly meaningful to help the
bereaved.
Grief has three legs to it. On the one side there is the shock of losing the loved one. Shock and trauma is
present irrespective of whether the death was anticipated or not. On the other side there is the
sadness, the longing for the person and the missing the presence of the person and the third leg is about
the feelings of regret and self-blame regarding unfinished business with the diseased loved one. If we
look at this trauma and thus the acute shock of losing a loved one, the individual goes into a state of
dissociation for a while and the 5 stages of grief, as identified by Elizabeth Kubler-Ross, are present. This
is, of course, denial, questioning, anger, depression and acceptance. When Basic TIR is done on the
shock of losing the loved one, all these 5 stages are addressed without it being discussed. As the
emotional charge decreases, the individual is able to really look at the incident for the first time and the
denial falls away. The repetition process of TIR brings about clarity as the emotional charge comes
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down when feelings are expressed, the amygdala withdraws and the rational mind begins to answer the
questions. The client is given an opportunity, through the repetition of TIR, to look objectively at the
trauma for the first time. Acceptance is evident when the client reaches a TIR end-point to the trauma.
This does not mean that the client will not miss the loved one anymore or not feel sad. This pain is the
natural part of grief that the client has to cope with, but the trauma therapy brings an invaluable sense
of acceptance. When it comes to the feelings of regret and self-blame, LSR provides us with a technique
called Unfinished Business to work through those feelings. This brings a lot of relief in grief cases. I have
helped many clients work through their grief by using TIR and the Unfinished Business tool and felt for
the first time that bereavement therapy brought relief.
It is interesting to try and discover trauma and its subconscious intentions behind almost any
psychological disturbance or problem.
Conclusion
I have come to see almost all psychological disorders as it is referred to in psychiatric language, as
manifestations of the subconscious intentions that were formed through minor and major traumatic
incidents. When we approach psychotherapy through the trauma lens, TIR can be applied to resolve
almost all psychological disturbances, problems and issues. When TIR is used optimally, therapy takes
on an entirely new powerful shape. It brings about permanent change and the added bonus is that,
although TIR is one of the most powerful permanent change tools, it could also be perceived as one of
the most powerful short term therapy tools. Psychological disturbances and problems are resolved a lot
quicker with TIR than with most other forms of psychotherapy.
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