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Abstract

This article provides an introduction to the clinical psychotherapeutic modality of Integrative
Body Psychotherapy (IBP), and its view and treatment of emotional trauma. Interweaving
current thought on regulation theory, mindfulness, and the window of tolerance model, the article
explains how IBP clinical practices reshape a client’s autonomic nervous system to bring about
transformation in their experience of themselves.

An Overview

Integrative Body Psychotherapy (IBP) is an experiential, body-mind psychotherapeutic modality.
IBP was developed 30 years ago by Dr. Jack Lee Rosenberg and later augmented by Dr.
Marjorie Rand, Diane Asay, MFT, and Dr. Beverly Kitaen-Morse. It integrates a number of
different psychological theories and techniques, including those that focus on attachment, object
relations, cognitive behavior, psychoanalysis, Gestalt, Reichian, transpersonal, and self
psychology. It also incorporates body-mind theory, which includes body awareness and
movement, and breathing techniques borrowed from various yogic, Eastern meditative, and
spiritual practices. IBP is a comprehensive, continuously evolving body-mind psychotherapeutic
model that provides a unique and valuable roadmap for the psychotherapist. Its basic tenet is
that a person’s sense of well-being as well as their psychological disturbances are somatic
experiences.

The Core Self Experience

Stern (1985) was the first to use the term “core self.” Since then, others have also used the
term, including Antonio Damasio (1999), an author and neuroscientist, who described the
here-and-now sense of self as the “core consciousness” or “core self,” which he depicted as “a
transient entity, ceaselessly re-created for each and every object with which the brain interacts.”
Damasio declared that core self consciousness was the doorway to knowing oneself. Siegel
(2007) called this here-and-now awareness “mindfulness.” IBPspeaks of “core self experience”
as a focused, strong, resilient, energetic way of being.

In the core self state, one is open to the possibility of being more accepting of the self and
others (Rosenberg, Kitaen-Morse, 2009). In its essence, it is a body experience..eyes, face, and
body are relaxed and glowing, and one feels both calmness and energy. It is the sense of



well-being, aliveness - an inner peace and knowing. When in core-self, one is alert, present, and
spacious - there is room to breathe. There is a light and playful sense. In this state, one feels
open, receptive, and able to connect to self and others. It is a balance between the
inner connection to self and an outer connection to others which leads to a resilient vulnerability
– the ability to be touched and to touch others. It is one’s most attuned place of self in which
compassion is able to grow and flourish.

When in core-self, self-regulation of arousal is easy and automatic. It is the simple joy of being,
and the state of pleasure and eroticism. Life is supportive and simplified. Core self is the wisest
part of who we are. If we have enough psychological insight and body awareness to cease the
negative left brain chatter, we can experience, on a more sustained basis, inner spaciousness,
presence, well-being, truth, authenticity, satisfaction, wisdom, heightened awareness, aliveness,
clarity, a sense of being grounded, an optimism that includes hope and trust. When we are
inhabiting our core self, creativity, love and compassion arise.

Dan Siegel (1999) portrayed the core-self state as the “window of tolerance” – the optimal state
of the autonomic nervous system within which “various intensities of emotional and
physiological arousal can be processed without disrupting the functioning of the system (p. 253).
Ogden, Minton, and Pain (2006) stated that each individual has a “habitual ‘width’ of the window
of tolerance that influences his or her overall ability to process information” (p. 28). “People with
a wide window can cope with greater extremes of arousal and can process complex and
stimulating information more effectively. People with a narrow window, experience fluctuations
as unmanageable and dysregulating” (Ogden, Minton & Pain, 2006, p. 28).

From an IBP perspective, the core self or window of tolerance is felt in the body and can be
accessed using presence and grounding exercises along with breathing, movement, and
mindful awareness of one’s body state. Hence, in IBP parlance, those individuals with a wide
window of tolerance are able to access their core self experience easily and consistently. Those
individuals with a narrow window of tolerance may have little core self experience upon which to
draw, and spend most of their lives in a dysregulated state.

It is IBP’s theory that a person is in a state of autonomic nervous system equilibrium or
homeostasis when he or she functions from their core-self experience. A person is capable of
feeling pleasure and love, and can easily cope with stress when in a core-self state. When we
are in our core self, we are humming along in the middle of the window of tolerance.

Trauma from an IBP Perspective

From an attachment and IBP perspective, there are no perfect, but only good enough parents.
Hence, we have all suffered some degree of emotional injury. Trauma is an emotional injury that
causes autonomic nervous system dysregulation. Dysregulation of the autonomic nervous
system into states of hyperarousal or hypoarousal and out of the window of tolerance is what
IBP terms “fragmentation”, and is the result of an emotional injury being experienced in a
current event which is the same as or similar to earlier emotional injuries. Fragmentation refers



to “a period of temporary insanity that intermittently disrupts [one’s] state of mind” (Rosenberg &
Kitaen-Morse, 1996, p. 43) and well-being, and causes one’s perception of reality to become
distorted. It is an emotional and physical experience and is a state of autonomic nervous system
dysregulation. People have varying vulnerabilities to present day traumatic events depending
upon how emotionally injured they were as infants and children.

Trauma runs along a spectrum from mild to severe with Post Traumatic Stress Disorder being
one of the more severe disorders resulting from life threatening experiences. The degree of
trauma is based upon the person’s current or recent situation (involvement in a war, diagnosis of
a life-threatening disease, serious accident, violence, fight with a spouse, etc). How we cope
with these major life events is based upon our dysregulated body experience of early childhood,
autobiographical emotional injuries, generational themes and events, and our beliefs about
them. Life threatening experiences bring up fear of loss of one’s life, someone else’s life -
essentially, our mortality. Those fears get lodged in our brains and bodies. If the life-threatening
trauma is severe enough, it can bring up the body experience of the feelings from earlier
traumatic experiences.

From a clinical perspective, IBP therapists focus on helping their clients access and then sustain
their core-self experience. During a therapeutic session, IBP therapists look at the ways a client
is triggered into an unconscious, automatic, dysregulated response that interrupts core-self. The
therapist tracks the interruption of core self and then helps the client return to core self by
helping them resolve the earlier injury first. The IBP therapeutic system divides the ways in
which people interrupt well-being into separate arenas: the basic fault, primary scenario,
character style, agency, and existential/transpersonal. The psychological arenas can operate
individually or simultaneously to interrupt a person’s sense of well-being. IBP has developed
effective experiential techniques and therapeutic tools to counter these interruptions. Once the
IBP client understands the arenas and the steps that lead out of them, the individual becomes
empowered to tune inward and become his or her own therapist. The following is a basic
description of the IBP arenas.

The Basic Fault

IBP uses Michael Balint’s (1968) theory of the basic fault to uncover the client’s unconscious,
nonverbal experiences of self. The basic fault can be described as a lens through which each
person experiences and interprets their sense of self when triggered by a stressor. Balint (1968)
described the patient’s experience of the “basic fault” as a “feeling of emptiness, being lost,
futility, and so on, coupled with an apparently lifeless acceptance [deadness] of everything that
has been offered.” Balint named this phenomenon the basic fault because it described an
injury in the “basic” or primitive infant/mother relationship, and it referred to the fact that patients
would often explain their experiences as an inner fault that had to be corrected.

Balint (1968) also explained that at the level of the basic fault, the patient had great anxiety and
desperately “demand[ed] that the analyst should not – in fact – must not fail him.” Balint (1968)
portrayed the basic fault as a deficit in the patient’s life experience. Unlike an instinctual need



that could be satisfied or a conflict that could be resolved, the basic fault might only be healed
once the “deficient ingredients” could be identified. He traced the basic fault’s origin to the
“lack of fit” between the infant and “care that is insufficient, deficient, haphazard, over-anxious,
over-protective, harsh, rigid, grossly inconsistent, incorrectly timed, over-stimulating, or merely
un-understanding or indifferent” (Balint, 1968).

From an IBP perspective, the basic fault is felt in the body. A person experiencing their basic
fault inevitably feels alone. The body feeling might be an emptiness, hollowness, constriction
and tension. It is often described as feeling as if one is falling into a large hole or crevasse. The
basic fault is inherited from preceding generations. Unfortunately, it determines how individuals
define themselves. The basic fault impinges on decisions and undermines a person’s sense of
constancy and well-being. A child born to a mother who did not want her might look at every
intimate relationship from the perspective of not being wanted, which would be her basic fault
theme. Since the basic fault is formed during the pre-verbal infancy stage, it is vital to assist
clients in accessing it through an awareness of their body experience and a visualization
process. The therapeutic task is to help them identify this feeling, what and where they feel it in
their bodies, how it formed in childhood, and then to normalize it so that they understand that
any infant, born to this mother, would have felt the same way. This process supports the client to
self-attune and to create a coherent narrative about childhood themes. By self-attuning, they are
empowered to create a new narrative in which they are no longer child victims but adults
capable of giving themselves new messages and taking care of themselves. When they become
aware of their basic fault theme, people realize they no longer have to perpetuate it.

The Primary Scenario

A child learns to internalize a sense of self and an ability to regulate their autonomic nervous
system, and thus their emotional reactivity and response to the external environment, from their
first caregiver (usually the mother), then in later infancy, the father (Schore, 1994). Early primary
care-giver/infant bonding and attachment experiences are the building blocks that influence the
way in which various brain structures work in concert with the autonomic nervous system and
form neural pathways. These neural pathways become the individual’s unique roadmap into
their sense of themselves, and how they perceive, interpret, and respond to their environment.

Rand (1996) cited several articles lending evidence to a fetus’ existing consciousness inside the
womb. Since a fetus and newborn infant have no words for their experience, their first inklings of
consciousness are felt on a body level. The mother’s experience while the child is still in her
womb is an important factor in the individual’s earliest beliefs and feelings about themselves. If
the mother is unable to regulate her autonomic nervous system while pregnant, her stress
hormones and neurotransmitters will certainly penetrate into the fetus, setting up lifelong
patterns of dysregulation. Thus, from the moment of conception, the developing fetus is learning
how to keep its emotional arousal within the window of tolerance (core self) or not. Upon entry
into the world through the birth process, the infant continues to develop its sense of self based
upon the mother’s ability to self-regulate. Her energetic connection with her baby is conveyed



through eye gaze, vocal prosody, facial expression, body posture, touch, and her ability to
accurately tune into the needs of her infant. Schore’s psychoneurobiological model highlights
the contribution of early experience of the nondominant right [brain] hemisphere in the
beginnings of socioemotional function (Schore, 1994).

The right brain hemisphere controls the autonomic nervous system by processing external
stimuli and integrating it with the internal “visceroendocrine environment” (Schore, 1994, pp.
35). The right brain hemisphere is involved in “social and emotional behaviors, in the
regulation of body and motivational states, in the adjustment or correction of emotional
responses” and “attachment processes” (Schore, 1994, pp. 42). Schore (1994) described
shifts in the parasympathetic and sympathetic nervous system states during the early
infant/toddler – primary caregiver dyadic interactions which organize the individual’s brain
structure and shape the autonomic nervous system’s reactivity over the lifespan.

Early developmental psychopathologies can result from “lingering
parasympathetic-dominant states of anaclitic depression” (Schore, 1994, pp. 248) when the
primary caregiver does not institute shame repair in the child. The “parasympathetic
dominant arousal of the shame state” (Schore, 1994, pp. 248) is linked with hypoarousal
and negative shame states during misattuned object relations. “Sympathetic-dominant
arousal supports increased activity and positive affect” (Schore, 1994, pp. 248).

IBP’s clinical model supports Schore’s thesis regarding the infant’s earliest experiences with
autonomic nervous system hyper and hypoarousal. The sense of self is initially a body
sense experienced through the energetic connection with the primary caregiver. This
earliest dyadic relationship experience with its primary caregiver is the key component to an
individual’s later ability to self regulate. People with infancy and childhood bonding and
attachment injuries are more susceptible to fragmentation/dysregulation. The IBP clinical
process is to understand the in utero, infancy, and childhood experience of each client and
how it relates to the body feelings they still hold on an unconscious level. IBP’s roadmap to
the patient’s psyche is the use of a tool we call the Primary Scenario. From an object
relations perspective, nuclear and extended family relationships and themes within the
family are of utmost interest to the IBP therapist. Understanding the client’s family relational
history and generational themes provides valuable information for treatment. The primary
scenario process consists of mapping the client’s in utero/infancy/child developmental
history, and the meanings ascribed to it.

Like a movie, a person’s relational, generational and secret themes continue to play out
unless they can be brought to awareness and consciously interrupted. Siegel (2007) called
this movie replay “living on automatic,” a process that makes life seem “repetitive and dull.”
There are usually only a few unconscious, underlying, repetitive themes that keep a person
from living a clear, meaningful life (Rosenberg & Kitaen-Morse, 2009).



The therapeutic task is to bring those themes into the client’s awareness and to link them to
the client’s body feeling so that he/she can begin working toward a state of well-being.
Siegel & Hartzell (2003) first coined the phrase “coherent narrative” to describe the process
by which a person is able to make sense of current emotional dysfunction. This occurs
when the individual can trace development back to the emotional themes from childhood.
Most clients feel a true sense of relief when they begin to realize that most of the emotional
pain they carry is not even their pain but generational themes and patterns they are
repeating (Rosenberg & Kitaen-Morse, 1996).

As a coherent narrative begins to take shape, so develops the sense of self across the human
lifespan, which, at its zenith, Damasio (1999) called “extended consciousness”. It is only by
understanding that many of our dysregulated beliefs about ourselves are not even about us, but
are habitual, and learned from a dysregulated caregiver, that we can begin to access our
core-self experience on a more consistent basis.

Character Style

The primary caregiver and infant must form an emotional bond to ensure the infant’s and later
the child’s healthy sense of self (Rosenberg & Kitaen-Morse, 1996; Schore, 1994). Schore
(1994) likened the newborn infant to an external fetus. He underscored that the two goals for the
infant in its first year of life were “the creation of an attachment bond of emotional
communication with the primary caregiver and the development of self-regulation” (Schore,
2005). If the primary caregiver is emotionally and/or physically unavailable during this stage of
development, the child is left “constantly trying to secure that bond in intimate relationships
throughout their adult life” (Rosenberg & Kitaen-Morse, 1996). Rosenberg & Kitaen-Morse
(1996) further proposed that if the main injury occurs at this stage of development, the individual
will struggle throughout life with abandonment anxiety.

At the other end of the spectrum, the primary caregiver must be secure enough to allow the
infant/child enough breathing room, “freedom and autonomy to test out their core self, to have
their own thoughts, to make their own decisions and their own mistakes” (Rosenberg &
Kitaen-Morse, 1996). Winnicott (1958b) pointed out that primary caregivers/parents must be
secure enough within themselves to allow their children to fail sometimes and to learn from their
mistakes. Rosenberg & Kitaen-Morse (1996) suggested that children with controlling, inundating
parents have “feelings of claustrophobia, suffocation, or panic in an intimate relationship,” which
IBP calls inundation anxiety.

Both abandonment and inundation anxieties are first formed by the lack of empathic attunement
by the primary caregiver toward the infant, and later the child. Schore (2005) stated that the
mother must attune to the “rhythms of [the infant/child’s] internal state.” He pointed out the
inevitability of misattunements within the mother/infant dyad, and suggested that it was the
capacity of the primary caregiver to regulate his or her own internal states (both positive and
negative) and the ability to “repair” the negative state brought about by the misattunement, that
builds the infant/child’s capacity to emotionally self-regulate and to become resilient in the face



of environmental stresses. Rosenberg & Kitaen-Morse (1996) stated that empathic attunement
includes the feelings of “being seen and heard,” a sense of “mutuality or shared experience,”
and communion. Stern (1985) defined communion as sharing “another’s experience with no
attempt to alter or change what that person is doing or believing.” Rosenberg & Kitaen-Morse
(1996) advanced the idea that empathic attunement and mutuality cannot exist within a
relationship in which either abandonment, inundation or a combination of both anxieties are
acted out.

Borrowing and then embellishing upon Reich’s (1976) concept of character attitudes and
structure, IBP uses the term character style to describe the defensive styles people use to
protect their injured selves from perceived abandonment or inundation anxieties. These styles
are formed in infancy and childhood to safeguard the child’s “tentative, fragile, and vulnerable”
sense of self from an early childhood experience in which primary caretakers were
overprotective, controlling and inundating or emotionally unavailable and abandoning
(Rosenberg & Kitaen-Morse, 1996).

Rosenberg & Kitaen-Morse (1996) asserted that the parent and child must be able to “form a
bond,” and “maintain enough breathing room for the child to develop a secure sense of self.” If
each of these tasks is fulfilled by a good enough parent, the child grows into adulthood with a
“secure sense of self felt in the body” (Rosenberg & Kitaen-Morse, 1996). When any one or all
of these tasks are not fulfilled, “the emotional injury forms an anxiety that remains in the
body” (Rosenberg & Kitaen-Morse, 1996).

Character styles are formed to protect the self against such anxiety. Unfortunately, they create
more anxiety because, when in character style defensive mode, people cannot access their
core sense of self, and often create more closeness or distance than they can tolerate
(Rosenberg & Kitaen-Morse, 2009). We all carry some degree of abandonment and inundation
injuries because there are no perfect parents. It is the degree to which abandonment and
inundation injuries are experienced which creates our vulnerability to trauma
fragmentations.

IBP’s clinical approach to character style defensive processes is to create an awareness of the
defensive cognitive thought patterns, emotional behavior patterns, and somatic body
experiences. Once a person can identify and recognize their particular style of abandonment,
inundation or a combination of both anxieties – he or she can learn how to live with and
attenuate their style so that it does not continually upset their sense of well-being and their
intimate relationships.

Agency

Stern (1985) defined self-agency as “the sense of authorship of one’s own actions and the
non-authorship of the actions of others: having volition, having control over self-generated
action...” He described having self-agency as a necessary experience of the infant in the
establishment of an “organized sense of core self.” Rosenberg & Kitaen-Morse (1996)



characterized self-agency as the “capacity for self-illumination.” It is the ability to experience
one’s internal state, and to know with clarity what one feels, needs and desires. Rather than
seeing one’s self in response to others’ needs or views, it is the somatic experience of inner
empathic attunement and communion with one’s internal self (Rosenberg & Kitaen-Morse,
1996). A self-agent is a person who is aware and attuned to his or her own inner desires and
needs.

Conversely, an agent in IBP terminology is someone who was trained during infancy and
childhood to abandon their own desires and needs to attend to the emotional needs of their
primary caregiver. In order to get love and approval from the parent, the agent had “to focus on
the parent, to be or do what the parent want[ed], to please and stabilize the parent” (Rosenberg
& Kitaen-Morse, 1996). When these children become adults, they rarely know what they want,
are unable to speak up for themselves, and abandon themselves in the service of other people,
especially in their most intimate relationships (Rosenberg & Kitaen-
Morse, 1996).

Rosenberg & Kitaen-Morse (2009) argued that agents feel bad about themselves as if they have
done something wrong; oftentimes feel omnipotent as they try ton“fix” other people to gain love
and approval; abandon themselves and their wellbeing to help others; feel foolish after they
self-abandon and do something for someone else to their own detriment; feel terrified when they
do something in their own behalf; create unilateral, unspoken contracts with others; collect
betrayals; try to get their sense of well-being from outside themselves; and generally feel as if
they don’t matter to anyone else. Rosenberg & Kitaen-Morse (1996) identified specific somatic
symptoms experienced by people when in agency, including tightness, shrinking, and a numbing
loss of awareness in the body, as if they are being diminished physically and emotionally. As in
the other arenas, awareness of the formation of agency injuries, the repetitive patterns of
behavior, and the body feelings associated with agency are the first steps in the
process of attenuating and healing.

Existential-Transpersonal

We must consider the existential/transpersonal realm when dealing with more severe forms of
trauma because these experiences are, by definition, life and death experiences. The
DSM-IV-TR (2000) stated “The essential feature of Posttraumatic Stress Disorder is the
development of characteristic symptoms following exposure to an extreme traumatic stressor
involving direct personal experience of an event that involves actual or threatened death or
serious injury, or other threat to one’s physical integrity; or witnessing an event that involves
death, injury, or a threat to the physical integrity of another person; or learning about unexpected
or violent death, serious harm, or threat of death or injury experienced by a family member or
other close associate.” (American Psychiatric Association. (2000).

As people approach midlife, and begin to experience the death of parents or other loved ones,
many begin to think about impermanence and death. Rosenberg & Kitaen-Morse (1996)
described this arena as one in which “the spiritual aspects of life” are considered. Questions



arise such as: Who am I? What’s it all about? What is the source of joy? What is love? Why am I
here? What is the meaning of my existence? What is my purpose in this life? Rosenberg &
Kitaen-Morse (2009) warned of the upset and destabilization that can accompany existential
dilemmas such as the life and death situations that might be invoked by war, a natural disaster,
a violent act, the loss of a loved one, financial upset or an unfavorable medical diagnosis. They
also counseled that “it is not the existential dilemma with which we are faced…it is what we
psychologically-emotionally do with the dilemma…that has the potential to
shatter our constancy and sense of self” (Rosenberg & Kitaen-Morse, 2009).

The body feeling of the existential/transpersonal fragmentation is often experienced as an
empty void, a black hole through which we endlessly fall. It is accompanied by feelings of
hollowness, terror, despair, and a sense of panic that we will never find our way into the light –
the core-self experience - again. In this state, we are likely to remember all of the losses we
have suffered throughout our lives. The existential void is our basic fault – we believe we are
alone, that there is nobody there for us. If our traumatic experience has been severe
enough, we may also find ourselves frozen, unable to move. At its most severe, we may actually
feel like we would like to die or have died. All of these physical experiences are a result of a
dysregulated autonomic nervous system – a system that has become intolerably aroused and
out of balance.

Steps Out of Fragmentation

Rosenberg & Kitaen-Morse (1996) developed steps out of fragmentation for each arena, which,
in combination with the basic fault mantra, provide a cognitive, linear way out of the fragmented,
dysregulated state. Fragmentation occurs when an injurious emotional event in our present life
feels the same, similar, or familiar to an emotional trauma from our past. People respond to
fragmentation in different ways. They feel empty, alone, and annihilated if they are fragmented
by their basic fault. They feel different degrees of abandonment or inundation anxiety when
fragmented by childhood injuries (primary scenario), agency or character style. Some become
tight, constricted, frozen, and rigid in their bodies, or physically ill. Others become irritable,
angry, and/or emotionally distraught. Most people inhibit their breathing. IBP’s Steps Out of
Fragmentation were initially developed by Dr. Rosenberg to deal with primary scenario injuries.
With each client he treated, he recognized that certain feeling tones that should have been
energetically and non verbally communicated to the client during infancy and early childhood
within the mother infant dyad were missing from his clients’ internal self-talk repertoire. Since he
believed that these feeling tones were nonverbal and largely unconscious, he had to figure out a
way for his clients to take the messages in as adults – in effect, to learn how to give the
messages to themselves.

In explaining this dynamic, Schore (2005) said that between the ages of birth and two years, the
infant’s nonverbal, experiential and emotional right brain hemisphere undergoes rapid
development. The right brain hemisphere is also the region that interprets somatic and
emotional experiences, and governs the autonomic nervous system. The linear left brain, the
biological seat of language and cognition, does not begin its development until after two years of



age. Rosenberg, et.al. (1985) realized that his clients needed a linear, cognitive approach into
and then out of their nonverbal, somatic experiences of fragmentation. He fashioned his Steps
Out of Fragmentation as a journal exercise, recognizing that his clients must use their bodies in
the exercise of physically writing, and they must also be able to use their left brain hemisphere
to develop a language and new thought pattern to balance the nonverbal right brain, emotional
and body reaction to the fragmentation trigger. His steps include the recognition that one is
fragmented, the identification of the fragmentation trigger, an understanding of the childhood
injury; and the reparenting action of absorbing a parental feeling tone that was missing in the
similar childhood situation.

Once an individual becomes aware of symptoms of fragmentation (thought and emotional
patterns, and somatic manifestations), they can learn to use their journals in conjunction with
breathing and a series of movement exercises to help release their physiological constricting
and holding patterns. This process allows them to get to the underlying psychological/emotional
issues that bring on the fragmented state. Releasing such old-body holding patterns and
replacing them with a new understanding and compassion for their origins provides a new
sense of strength, resilience, compassion, love, hope, trust and gratitude (the core self
experience).

The Body

Body Awareness

IBP’s approach to working with the body has three different aspects: body awareness,
breathing, and movement. IBP therapists begin by helping clients develop an awareness of
what they are feeling in their bodies as a way into their emotional/psychological content. Many
clients present with little or no consciousness of feeling anything in their bodies. These clients
are frequently physically and emotionally “cut-off” (Rosenberg, Rand & Asay, 1985). Usually
these people are very intelligent and have lived their lives thinking and talking, but avoiding
emotional connection and intimacy. Siegel (2007) stated that “the left [brain hemisphere]
specializes in linguistics, linearity, logic, and literal thinking.” The right brain hemisphere is
dominant for “nonverbal, holistic, visuospatial…autobiographical memory, integrated map[s] of
the whole body, raw spontaneous emotion, initial empathic, nonverbal response, stress
modulation, and a dominance in the alerting aspect of attention” (Siegel, 2007). IBP’s clinical
practices help the client balance and integrate their left and right brain hemispheres by creating
body awareness.

Siegel (2007) addressed the shift from left brain to right brain consciousness as “awareness of
the totality of our body’s experience.” IBP therapists are interested in helping clients cultivate a
mindful awareness of their inner states. Therapists observe where clients hold tension in their
bodies, mention it if appropriate to the conversation, and ask what the tension may be about.
What are the clients’ bodies trying to tell them? It is not enough for clients to merely understand
oland dysfunctional themes and patterns cognitively. They must be able to experience a
knowing in their bodies (Rosenberg & Kitaen-Morse, 1996). Through the process of building
body awareness, IBP therapists teach clients how to reconnect to their somatic sense of



core-self experience and provide them with the tools to return there again and again.
Throughout the IBP therapeutic treatment program, therapists engage clients in visualization
exercises, meditations, and mental body scans so that they can deepen their
body awareness.

Breath Work

IBP breath work is the second aspect of this unique mind-body approach. Pierre Janet was the
first to report an abnormal breathing pattern in neurotic patients (Boadella, 1997). Rather than
allowing the abdomen to expand with the inhaled breath, Janet observed that neurotic patients
constricted their abdomens, even sometimes pulling their abdomens toward their spines as they
inhaled (Janet, 1925). Dr. Rosenberg, borrowed from Reich and yoga to develop the breathwork
IBP therapists use with their clients. Two main breathing styles are used in IBP breath work:
“charge” high-chest breathing, and diaphragmatic belly breathing. Charge breathing is
characterized by a deep inhale through the mouth and concurrent movement and expansion of
the chest and back, followed by a relaxed, releasing exhale. IBP therapists use charge
breathing to build “excitement and aliveness” (an expansive sympathetic nervous system
arousal state).

Rosenberg, Kitaen-Morse, (1996) said that the way a client breathes is a “metaphor for how he
or she lives life.” “Some have trouble taking in; others have trouble letting go…Some breathe
cautiously, tenuously, or actually hold their breath. Some work hard at everything.” Working with
the client’s breath helps the client and the therapist arrive at underlying, unconscious themes
quickly by helping to “open” the client and intensify the emotion. The therapist does not have to
“force” an issue to come up this way; it naturally “bubbles” up during the session (Rosenberg &
Kitaen-Morse, 1996).

In IBP, breathing is used not only as an assessment tool but also as a way to amplify body
sensations and emotions. Using the breath, the client learns how to tune into inner feelings,
becoming more aware of wants and needs. For a chronically anxious client, breath work can
begin to show how one persistently constricts in various parts of the body. “We eliminate
uncomfortable feelings either by constricting our chest and diaphragm so that we breathe
shallowly or by holding our breath. Many children who are abused learn to turn their energy
down in this way so, like shadows on the wall, they are barely noticed. They hold their breath
and restrict their movements, lowering their energy to create ‘invisibility’ in order not to attract
attention.” (Rosenberg & Kitaen-Morse, 1996).

Surprisingly little research is available to show how different breathing exercises might
manipulate the human central and autonomic nervous system. Pramanik, Sharma, Mishra,
Mishra, Prajapati, & Singh (2009) concluded that slow pace (inhale for four seconds, exhale for
six seconds, repeated six times in one minute) bhastrika pranayama breathing “shows a strong
tendency of improving the autonomic nervous system through enhanced activation of the
parasympathetic system.” Raghuraj, Ramakrishnan, Nagendra, Telles (1998) found that fast
yogic breathing exercises increased sympathetic activity in the body.



Body Movement

The third aspect of IBP’s body-oriented psychotherapeutic approach involves movement.
Rosenberg & Kitaen-Morse (1996) espoused Reich’s thinking about body holding patterns that
“cut off access or – like armour – protect [the] body and mind against feeling, moving, and
experiencing the energy in [the] body to the fullest.” Like Reich, Rosenberg, Rand & Asay
(1985) divided the body into seven segments (ocular, oral, cervical, thoracic, diaphragmatic,
abdominal, and pelvic).

Each of these segments can develop energy blocks and holding patterns, which, when released
opens the body to more aliveness, energy, and arousal. Rosenberg & Kitaen-Morse (1996)
pointed out in their book The Intimate Couple,“Opening your body is the secret to more
aliveness and better sex; and the more open your body is, the better you can experience a
higher charge, more intense and deeper feelings, greater orgastic release, and more profound
satisfaction.” Rosenberg & Kitaen-Morse (1996) developed a series of breathing/movement
exercises called Sustaining Constancy to help clients “deepen and spread” a charge of
aliveness in the body; “to integrate the segments of [the] body, and stabilize [a] sense of
well-being” in the body. For every psychological insight, there needs to be a corresponding body
feeling – an inside for every insight.

Conclusion

IBP therapists look at and track the body and the flow of energy in the body. IBP is a
contraction/expansion and containment psychotherapeutic model. For real understanding and
transformation within the psychotherapeutic process, there must be a visceral body experience
for every psychological insight. Using breath and body awareness, IBP therapists identify where
a client holds an emotional injury in their left brain language center and their right brain body
experience. The IBP psychotherapeutic process helps clients release their muscular holding
patterns and develop a coherent autobiographical narrative. IBP teaches clients how to become
aware of and release their muscular holding patterns and to develop a coherent
autobiographical narrative.

Through body awareness, breathing, and movement, in conjunction with the client’s
autobiographical narrative (Primary Scenario), IBP clinical practices regulate the autonomic
nervous system, and make conscious what was previously automatic and unconscious. Over
time IBP’s practices expand and make more constant, the client’s window of tolerance (core-self
experience). A more consistent core experience allows people to have a greater ability to
process complex and stimulating information on a constant basis (Ogden, Minton & Pain, 2006).
Events that may have triggered clients into hyper or hypo arousal (fragmentation) states no
longer have the same intensity. Using the IBP practices, clients are better able to self-regulate
their internalized, body-felt abandonment and inundation injuries.



By focusing attention on the internal world of cognitive and bodily sense of self, clients learn
how to self-attune, which transforms their neural circuitry. When clients develop a body
awareness and a better understanding of their behaviors and beliefs concerning their traumatic
emotional injuries and experiences, they find an inner compassion for themselves which allows
healing.
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