“Since ancient times, art has served
as a means to repair and renew the
self, and the world’s wisdom
traditions have affirmed imagery as
a remedy for what ails body and
mind.” - Cathy A. Malchiodi -

Most of us know that life can
be more colorful, fun, and satisfying
when we are in touch with our
creativity. We no longer consider
creativity — often defined as the
ability to bring something new and
original into existence as
something belonging only to a few
artistic geniuses; we know that we
too can experience it both in
creative self-expression and in
everyday activities like cooking,
child-rearing, or even something so
mundane as organizing our desk.
Many of us place a high value on
creativity and some of its
recognized qualities such as
spontaneity, playfulness,
motivation, originality, and
intuition. As art therapist Cathy
Malchiodi notes, creative people
“are known to be more independent,
autonomous, self-sufficient,
emotionally sensitive, assertive, self
-accepting, resourceful,
adventurous, and risk taking”. This
description happens to correspond
pretty closely to most therapists’
definitions of mental health, and so
it comes as no surprise that more
and more therapists these days are
using the arts as a “means of
personal growth, self-understanding,
change, and rehabilitation” (Cathy
Malchiodi, in: The Art Therapy
Sourcebook).

Expressive Arts Therapies
Some therapists specialize in one
artistic medium, or modality, i.e.,
visual art, dance and movement,
music, drama, or writing; and some,
usually referred to as expressive arts
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therapists, are trained to work with
different creative modalities and
interweave them into an eclectic,
“intermodal” approach. Therapists
who use the arts usually regard them
as both a tool and an objective for
healing. Unblocked expression,
spontaneous “free play” (in the
words of improvisational musician
Stephen Nachmanovitch), can be the
goal of therapeutic work for
someone who is cut off from her
aliveness and inhibited in her self-
expression. Creativity is the way to
get there.

Many writers on creativity wax
philosophical about the mystical
dimension of creativity: the spiritual
source of creative energy, the
replication of divine Creation in any
creative act. In practical terms, what
many people experience is the
inherent healing quality of creative
activity. Very often they find that
their awareness shifts, they drop into
the intensely focused but relaxed
state known as “flow”, and they
gain access to insights that seem to
come from a deeper place.

The World of Imagery

Expressive arts therapists use the
arts as a way to gain deeper access
to emotions and tap into the
unconscious. The words we use in
therapy are fine for getting a handle
on our conscious thoughts and
feelings, but images can lead us into
what we don’t remember or don’t
yet know. Neuroscience teaches that
words are the currency of the
logical, linear left brain hemisphere
and the prefrontal cortex, while
images are the language of the right
hemisphere and the limbic system,
the emotional parts of the brain.
Trauma research has shown that
traumatic memories are stored as a
holistic “gestalt”, complete with all
the sensory information that
accompanied the traumatic

experience. And attachment
research tells us that emotional
wounding often takes place in the
early months or years of a person’s
life, before the acquisition of
speech. With nonverbal means such
as images, movement, and body
awareness, that we can gain access
to these nonverbal or preverbal
memories so that they can be
processed and ultimately released.
In working with these spontaneous
images, therapists and clients often
feel a sense of mystery that
sometimes verges on transcendence:
These images from their own depths
speak deeply to clients, often
conveying messages that provide
new insight and, ultimately, healing.
At this point it is often helpful to
return the verbal mode of processing
and ground these new insights in
verbal sharing or writing. By virtue
of their having been born out of the
crucible of imaginal, nonverbal
experience, these cognitions are
more grounded in the entirety of a
person’s being and thus more able to
be integrated into consciousness.
Creativity DIY

To get some sense of what this is
like, you can “do it yourself” with
the following expressive arts
experiences:

1. Feelings Drawing: Turn your
attention inward. Relax, take a
couple of breaths, and scan through
your body, particularly noticing any
areas of tension or discomfort. Then
take a moment to check in with how
you are feeling right now. Are you
aware of any particular emotions?
Can you feel where they might be
located in your body? Now, choose
a drawing medium such as crayons,
markers, pencils, or oil pastels, and
use colors, lines and shapes to
express how you are feeling right
now.

Please turn to page 4.
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Reflections on Getting Set Up for Success

This article highlights important
considerations for both supervisors and
interns. My intention is to empower both
parties so that they may create their most
successful private practice internship.
Fundamentally, a private practice internship
is a collaborative business partnership
between two individuals. I believe it is wise
to clarify the expectations that you each
bring to this venture. In this way, you will
have consciously built the most favorable
working rapport possible.

I have had extensive personal experience
in both of the roles of intern and supervisor.
As an intern I consciously prepared myself
for a successful transition into a private
practice. As a licensed MFT, I have
supervised private practice interns since
2002.

The knowledge that I found I needed, for
navigating the transition into private
practice, did not come from any aspect of
my schooling. Graduate programs generally
do not directly prepare interns for the
pragmatic realities of building a private
practice business. As an intern, my most
valuable insights came by paying close
attention to friends and colleagues who
were two years ahead of me in creating their
own private practices.

My first internship was at College of San
Mateo. My long-term goal was to develop a
private practice in San Francisco. It was
clear that I needed to build a local client
base and referral network within San
Francisco. I decided to invest my time,
efforts, and money at a counseling center
because I knew marketing had not been one
of my strong suits. This strategy served me
well, as I was able to leave the counseling
center with a number of clients. This
assured that my client fees would be more
than adequate to cover the costs of the
internship, and that is what made it possible
for me to find a willing supervisor.

Interns: Financial Realities

As a supervisor | often get phone calls
from prospective interns. During these
conversations, I have found it necessary to
educate the callers about what a private
practice internship fully entails. I frequently
hear surprise as [ mention the
comprehensive list of the estimated start-up
costs. Here is a rough breakdown:
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Monthly Expenses
Bank fees
Bookkeeping
Intern’s payroll
Supervisor’s profit
Voicemail
Annual Expenses
Malpractice insurance
Worker’s compensation insurance

Initial Start-Up Expenses
A fire-safe lockbox
Printing business checks
Printing business cards

My next step is to help the intern
calculate the cost of the running the private
practice and compare it with the current
revenues generated by the intern’s monthly
client fees. One can quickly assess whether
a practice would be financially viable.
There is, however, potential flexibility here,
because private practice interns are allowed
to pay for supervision out-of-pocket.
Ideally, I prefer for an intern’s practice to be
fully self-sustaining. But during times of
unexpected financial fluctuations (such as
client attrition), it may be beneficial for
interns to exercise the out-of-pocket option
as an investment in their business.

It is essential for potential interns to
understand that they are beginning a new
business when they initiate their private
practice internship. Most people are aware
that there are numerous expenses associated
with building a new business, and that it
may take years for their venture to provide a
reliable primary source of personal income.
I like to encourage interns to hold realistic
financial expectations and plan ahead for a
smooth transition. Therefore, I prefer interns
to have an additional source of income that
enables them to cover all basic living
expenses. This may be another job, a
financially supportive partner, or some other
source of funds.

Interns: Self-Assessment
I encourage interns to set themselves up
for long-term success. Therefore, I ask:

® In addition to being an effective
therapist, do you feel you have the
entrepreneurial self-confidence and the
perseverance needed to initiate your own
business?

e Have you planned how you will
acquire your 500 hours of child/couple/
family therapy?

® Do you have enough of a referral
network already in place?

® Does your life have adequate
personal support in place to deal with the
potential isolation of private practice?

® Do you have at least three strong
professional references?

® Are you comfortable talking about
how you work?

e Do you have an area of
specialization?
e Do you understand the work

entailed in marketing and networking?

If you answered “no” to any of these
questions, you may want to consider
working within a counseling center
where you can grow your professional
capacities and your practice without the
pressure to immediately produce new
clients.

I stress, when speaking with interns,
that it essential to choose a supervisor
wisely. This is a critical juncture in
one’s career path. A supervisor may be
with you from two to four years, so this
is a relationship that will greatly impact
your professional trajectory. When you
are interviewing with a potential
supervisor, come prepared with your
own well-considered questions. It is
your job to confirm that your supervisor
is a suitable match for you in all ways.
Do you get the sense that with this
supervisor you can create the safety
necessary to truly share your
vulnerabilities? Don’t make the mistake
of latching on to a situation based solely
on logistical convenience. Remember,
the best fit will always be one in which
you like and respect your supervisor.

Supervisors: Self-Evaluation
It is best to plan out the business
aspects of an internship, and clarify your
philosophical approach in advance. I ask
supervisors:

® Do you already know that you enjoy
supervising?

Please turn to page 4.
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Last year I began co-leading a Dialec-
tical Behavioral Therapy (DBT) Skills
Group with Dr. Deborah Mitchell at the
San Francisco DBT Center. DBT is an
innovative approach for helping clients
with a broad range of challenges, including
tendencies toward emotional sensitivity
and self-harming behaviors. The skills help
clients manage their relationship to self as
well as their relationships with others.

For me, this was an opportunity to learn
and teach the four modules of DBT skills.
They are: Core Mindfulness - being pre-
sent and non-judgmentally aware in the
moment; Distress Tolerance - managing
difficult feelings without acting impul-
sively; Emotion Regulation - learning to
skillfully use or change emotions; and In-
terpersonal Effectiveness - relating skill-
fully with others. The skills are useful for
many clients, not only those traditionally
treated with DBT.

This was also an opportunity to bring
together different approaches I use in my
work. Much of my thinking has been influ-
enced by relational and intersubjective
approaches, coming out of psychodynamic
traditions. Yet I have also been strongly
influenced by approaches such as expres-
sive arts, somatics, and cognitive-
behavioral therapies. In our field, these
approaches often seem at odds with each
other, having different champions and
communities, and competing for relevancy,
research support, and the “hearts and
minds,” if you will, of new clinicians and
graduate students.

I have found that learning from multiple
approaches allows me to be a flexible clini-
cian, in terms of what I offer clients and
how I understand their struggles. This fa-
cilitates both knowledge and openness — 1
can call on my clinical experience to for-
mulate theories, ideas and diagnoses, with-
out having to use just one perspective. This
leaves room for new information and for
clients to teach me about their particular
stories. I am continually learning and
thinking with clients, while still being able
to provide useful guidance and reflection.

Through this multidimensional lens I
have begun to appreciate both the cogni-
tive-behavioral aspects and relational as-
pects of skills groups.

By Jodi Perelman, MFT

What I like about DBT groups is that
they offer concrete ways to increase self-
awareness, regulate emotions, and manage
relationships — and a forum within which
to discuss this. While the skills themselves
are effective, equally important is the en-
tire relational matrix within which the
skills are learned, taught, chewed on, wres-
tled with, digested and made into muscle,
so to speak.

It’s important to know that skills train-
ing groups are not group therapy. As Mar-
sha Linehan writes (1993), “Although
there is much sharing in the group, it is not
unlimited and it is focused on practicing
skills, not on whatever crises may have
occurred during the week.” Naturally, this
can be disappointing as well as relieving
for group members (and for group lead-
ers!).

Because the emphasis is on skills train-
ing, it’s tempting to think that not much is
happening interpersonally. However, the
interpersonal aspects of the group are very
important. For example, each week the co-
leaders start with homework review, where
we talk with each member about their at-
tempts to implement skills. Because this
happens in front of the whole group, it
takes a lot of vulnerability. Members must
be willing to put their triumphs and chal-
lenges on full display. Doing so requires
self-disclosure and the development of
interpersonal trust and safety.

Members also watch each other interact
with the co-leaders. In these exchanges, we
try to incorporate empathy, encouragement
and thinking things through. This provides
a model, repeated over and over, for how
to analyze situations, implement skills and
get to know your own challenges and sen-
sitivities. As Linehan writes, “Frequently
such persons have lived in environments
that overuse punishment. They often ex-
pect negative, punishing feedback from the
world in general and their therapists in
particular ... skill reinforcement by thera-
pists can modify the client’s self-image in
a positive manner, increase their use of
skilled behavior, and enhance their sense
that they can control positive outcomes in
their lives.”

Often skills groups are made up of both
returning and new group members. This is
extremely beneficial. New members get to

hear veterans report on how the skills have
helped them, and they learn that the skills
are worth grappling with. Veterans get to
talk about their accomplishments and
struggles, while providing valuable model-
ing and self-reflection.

Further, the groups teach about shared
reality. For example, the goal of the Dis-
tress Tolerance module is to reduce the
distress we feel in order to increase our
tolerance for certain emotional experi-
ences. So we teach that pain and distress
are part of life. We also teach that refusing
to accept this often leads to even more pain
and suffering. Some of our clients have
experienced so much pain in their lives that
it’s hard for them to imagine that anyone
else has felt the same thing. When we
teach that pain is part of life, we mean eve-
ryone’s lives: the other group members, the
co-leaders, therapists, teachers, parents and
so on. Our goal is to teach the actual skills
that reduce distress, and also to humanize
the experience of pain and suffering and
reduce the isolation that comes with it.

In conclusion, I have found that DBT
Skills Groups contain many relational as-
pects, which may not seem apparent at first
glance. Both the cognitive-behavioral and
relational aspects of the group serve each
other well and both are necessary. As a
clinician, it’s a pleasure to use multiple
approaches to helping clients, as I believe
our first duty is to clients and not to a par-
ticular theory or school of thought. At the
same time, it’s wonderful to learn from
colleagues who have delved deeply into a
particular area and can share the wisdom
they have found.
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Continued from page 2.
® Do you feel an intuitive comfort with
your prospective intern’s demeanor?

Do their professional

indicate any areas of concern?

° references

e Will you feel confident in making

referrals to them?

® Are you comfortable with the level of

responsibility it takes to have others
working under your license?

® Do you have the skills and knowledge

to generate your intern’s payroll, or will
you hire a professional bookkeeper?

® Are you prepared for the weekly

banking, monthly bookkeeping and
additional paperwork at tax time?

e Have you already developed the

business forms your intern will use?

e Will you have flat fees for your

supervisor’s profit, or will you charge a
straight percentage of the intern’s income
that might build as the profit margins
grow?

e  Would you prefer an intern who shares
your same theoretical orientation, or are
you willing to be exposed to other
methods?

e  Will your supervision focus mostly on

client material or will you focus on the
intern’s personal development as an
integral part of this process?

Overall, are you committed to traveling
with your intern into whatever territories
become necessary?

Philosophy of Supervision

My experience has taught me that the
supervisor’s role in a private practice
internship is inherently multi-faceted: The
supervisor is the employer, clinical
supervisor, business coach and a mentor.
Correspondingly the intern holds multiple
roles: an employee, a clinician, and most
importantly a human being who will grow
and change during the time in supervision
together. These complexities can, at times,
create some tension. In business settings,
many of us have learned to conceal any areas
of “inferior functioning,” out of concern that
employers may not tolerate our limitations.
However in the supervision setting it is vital

authentic expression of truth that can be
embodied. From this viewpoint, in therapy
and in supervision, there is nothing that
needs to be disowned. Rather, everything
needs to be brought fully into the light of
consciousness.

Ultimately a supervisor’s wish is for
each intern to understand that the entire
richness of his or her life experience is
welcomed. With this intention of creating
a vessel of sacred trust, in time interns will
feel safe enough to reveal their entire self,
including doubts, fears, growing edges and
most importantly the areas where they feel
most personally challenged. To conclude,
this professional relationship, if
consciously created, is one that can offer
remarkable benefits to both supervisors
and interns.oo

that both people be willing to take the risk to
be vulnerable and genuine. Thus, holding an
integral perspective is essential.

The archetype of the healer governs both
the role of therapist and supervisor. Holding
the idea, “Healer, heal thyself,” brings us to
the holy task of continually making room
inside for the full technicolor range of
emotions that is this wondrous human
experience. As one moves into wholeness,
ultimately there is nothing that can be left
out. So rather than striving for some concept
of perfection, it is important to realize that
everyone is on the quest for the deepest

Lori E. Opal, MFT has her private practice
in San Francisco, which currently includes
supervising two private practice interns.
She is available for in-person or phone con-
sultations about private practice internships.
Whether you are a potential supervisor, or a
hopeful intern, she can help you examine

your individual needs to set yourself up for
optimal success. Lori also welcomes the
opportunity to make this information avail-
able via trainings or public presentations;
she can be reached at 415-503-0522 or
www.loriopal.com.
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Continued from page 1.

The idea is to be very abstract, and not try
to depict anything concrete. When you are
done, spend a few moments looking at
your creation and see what happens with
your feeling state. Does anything shift?
Before stopping, find a title for your piece
and, if you like, write something about it
on another piece of paper.

2. Scribble Drawing: Pick out a single
color of a drawing medium of your choice.
If you like, you can think of an intention or
a question to be answered before you
begin. Starting in the center of a large
piece of paper, close your eyes, and begin
to scribble around the paper. (If you prefer,
you can do it with your eyes open.) Simply
make a series of scribbled lines for about
30 seconds. Then open your eyes and look
at the lines and shapes to see if you can
find an image — a particular shape, figure,
object, etc. Using any colors you wish,
color in the image that you see. Bring the
image into clearer focus by adding details,
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colors, and lines. When you feel done, take
some time to look closely at your piece. Were
there any surprises? Are there any messages?
Before stopping, find a title for your piece
and, if you like, write something about it on
another piece of paper.

These experiences are a jumping-off point
for endless exploration: You can amplify parts
of the image for more information; you can
dialogue with it; you can feel into where it
resonates in your body and create a movement
to express it; you can pair it with music,
choose some more colors, and embark on a
whole new creative exploration.

Creativity Unbound

This expressive dialogue with one’s internal
images often opens up a person’s creativity in
other areas of their life. This blossoming is
experienced as extremely liberating and
satisfying and can give a person an inner
stability and resilience they never felt before.
There are numerous methods for unblocking

creativity and “recovering your creative
self’, in the words of Julia Cameron,
author of the phenomenally successful
book “The Artist’s Way.”  The
foundation of her program are the
“Morning Pages,” three pages of
handwritten, stream-of-consciousness
musings, to be written without stopping
and preferably first thing in the
morning, as a way of overcoming
internal blocks, limiting beliefs, and the
ever-present nagging of the Inner
Critic.

“Creativity inevitably involves
taking risks, breaking boundaries,
pushing limits, and inventing new
ideas”, says Cathy Malchiodi. In this
way, by helping us to overcome fear
and depression and connect with our
deepest self, creativity and imagery are
a therapy for the soul. «©

For more information regarding this
article, please turn to page 6.
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Hello, my name is Sally. I need to

talk to you because my husband just
doesn’t understand that I must have one
more plastic surgery to get rid of the
bulges around my thighs. Please help me;
I can’t go on without this surgery.”

Three days later, Sally arrived at my
office for her first appointment. During
our initial phone consultation, Sally had
explained to me that she was in great need
of plastic surgery because although she
tried to exercise and watch what she ate,
she had abnormally large hips and wasn’t
able to fit in clothes, walk through
doorways or sit in regular size sedans.
Due to Sally’s depiction of herself, I
expected her to look as she had described
herself, much to my surprise, Sally
appeared to be or average height, weight
and most importantly shape. Having
worked with many people struggling with
aspects of food addiction and body image,
I was quick to remind myself that we all
have perceptions of ourselves that are
subjective, therefore, I was eager to begin
the session with Sally to better understand
where she was coming from.

During our initial assessment, it became
apparent that Sally did not meet the
qualifications for an active eating disorder
but she did suffer with severe anxiety

associated with her body image,
specifically the size of her hips.
Therefore, 1 assessed her for Body

Dysmorphic Disorder. (BDD). Several
questionnaires are available to assess a
client for BDD: the Body Dysmorphic
Disorder Questionnaire, (BDDQ; Phillips,
2005, Structured Clinical Interview
(SCID) for BDD (Philips, 2005), and the
Body Dysmorphic Examination (BDDE;
Rosen & Reiter, 1996) I also thought it
was important to assess Sally for anxiety

disorders and obsessive compulsive
disorder.
If necessary, please see

www.samanthazylstra.com/articles
“Anxiety and Eating Disorders” for more
information on assessments related to
anxiety.

What is BDD?
The DSM IV-TR diagnosis of Body
Dysmorphic Disorder includes:
e A preoccupation with an imagined

defect in appearance. If a slight physical
anomaly is present, the person’s concern is
markedly excessive.

e The preoccupation causes clinically
significant distress or impairment in social,
occupational, or other important areas of
functioning.

o The preoccupation is not better accounted
for by another mental disorder. A person
struggling with BDD may imagine a defect
in any area of their body. Common areas
tend to be the face such as thinning hair,
wrinkles, and scars, misshapen or sized
body parts, or any other body part, such as
the genitals, breasts, buttocks, abdomen,
arms, hands, feet, legs, hips, shoulders,
spine, overall body size and/or build.

Often times, BDD goes unrecognized
because individuals are so embarrassed by
their bodies they do not make reference to
the defects. Further, BDD sufferers tend to
spend copious amounts of time checking
their defective body part. They may spend
hours in front of a mirror, look at their
reflection in windows or watch the faces of
passers-by. Further, they usually try to hide
their defect by wearing make-up, dressing in
clothing that camaflouges their defect,
performing many plastic surgeries, and/or
severely isolating socially so prevent being
seen by others. It is important to recognize
that people suffering with BDD will not feel
better after their plastic surgery; therefore,
they may schedule more surgeries in hopes
that the correction will eventually relieve
the anxiety about their body part, but
usually surgeries only make the symptoms
worse.

Sally met all three requirements for BDD.
Every time Sally entered my office, she
would turn sideways in order to fit her hips
through the frame, she sincerely believed
she could not walk straight through the
doorway because she wouldn’t fit. She
never wore pants because she didn’t believe
they would stretch over her hips. She
reported spending several hours every
morning checking how her hips looked at
different angles to, “prepare for the looks
people give” when they walked past her.
Sally worked from home, therefore her
BDD did not interfere with her professional
life, but Sally had almost no social
interactions with people.  She reported
having friends while in college, the time

By Samantha Zylstra, MFT

when she met her husband, but after
getting married she began having fewer
and fewer social engagements. Sally said
that she never really liked her hips, she
knew as a little girl she was “bigger” than
all the other children. With time her hips
had gotten so large that she believed her
ugliness made others uncomfortable;
therefore, she ended most of her
friendships. Sally did not meet
qualifications for an eating disorder,
anxiety disorder or obsessive compulsive
disorder because all of her fears were
concentrated on the size of her hips,
therefore, BDD was the best diagnosis.

Step 1: First Stage Treatment -
Building Rapport

After Sally’s initial session I
recommended she receive a physical from
her general practitioner to rule out any
medical conditions that might be
contributing to her anxiety as well as
perceived body deformity. During this
time I also recommended that Sally see a
psychiatrist. I asked her to sign releases so
that 1T could speak with both medical
providers and create a treatment team
offering Sally the best care to meet her
needs. The general practitioner ruled out
any medical conditions and told Sally that
she was within normal weight range with
an average Body Mass Index. Sally
thought he was just telling her this to be
nice to her and that he didn’t take the
proper measurements. “Everyone lies to
me to try to be nice, I wish they would just
tell me the truth. How can people not see
how ugly I truly am?”

The psychiatrist agreed with my diagnosis
of BDD and prescribed a combination of
Prozac and Zoloft. BDD sufferers tend to
respond well to psychotropic medication.
Prozac, Paxil, Zoloft, Celexa, and Luvox
are commonly used in the treatment of
BDD. It is important to provide your client
with some pharmacologic education before
they begin this line of treatment. Clients
ought to know that although drugs are very
beneficial to treatment, they usually don’t
work immediately. Their psychiatrist can
provide a time frame, but most drugs do
not take effect for at least three weeks.

Please turn to page 6.
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Continued from page 5.
A clinician needs to explain the potential
for side effects as well as the need to be in
good communication with the prescribing
doctor in order to achieve the best dosage
and combination of drugs possible for a
particular patient.

Sally’s second session with me included a
follow-up on her doctor visits and a lot of
validation of the pain that she was feeling.
She truly believed that her hips were four
feet wide and she desperately needed
plastic surgery. She had received plastic
surgery before but she wasn’t satisfied
with the outcome and was now working
with a new doctor. I explained to her that I
recognized that her situation was extremely
painful, but I wasn’t sure another surgery
would take away the pain. After a few
sessions specifically focused on talking
about her grief, pain, and fear of her hips,
we had established enough of a rapport for
her to tell me she was willing to put off her
surgery.

When working with clients with BDD it is
extremely important to validate their pain.
A clinician must establish rapport and trust
with the client so the client believes their
therapist understands their situation and
takes them seriously. Many sufferers of
BDD have been told, “There is nothing
there, just snap out of it.” This invalidates
the clients’ feelings and makes it
challenging for them to trust the person’s
opinion. Although you don’t need to agree
with  your client’s imagined body
deformity, you do need to validate how
painful it is to feel horrible every day and
address the shame they have about their
bodies.

Step 2: Education
Once rapport had been established, I
began educating Sally about her condition.
I explained to her that BDD is a
documented disorder and there are
treatments for it. She felt a lot of relief just
being told she wasn’t the only one
suffering with this and there was known

My Bulging Body

relief for her pain. As therapy continued
her trust in our therapeutic relationship
grew and we moved deeper into her
treatment.

Step 3: Behavioral Interventions

At this point in the therapy, CBT is most
recommended. Behavioral interventions
such as working with clients to identify
their beliefs about their deformed parts,
identify other negative thoughts and fears
and strategies to replace these thoughts
with positive and true thoughts are
indicated, as well as other cognitive
behavioral interventions . To normalize
the BDD experience and help develop
interpersonal skills, group therapy, such
as a CBT skills group for managing
anxiety may also be helpful for a client at
this stage.

Step 4: ERP
As clients notice and address their
negative thoughts and successfully

perform behavioral techniques to manage
those painful thoughts they are probably
ready for the next stage of treatment,
exposure response prevention. Sally and |
began by having her walk straight through
a door way. This particular intervention
we could easily complete in the safety of
my office. Sally and I had talked about
the challenges around trying to do this,
her fears, and she trusted that I would
support her through the process. Once
she walked through the doorway and did
not get stuck she felt relief and surprise.
We then discussed other usually avoided
activities and made a plan for her to
perform these tasks.

Step 4: End Treatment
Much of Sally’s pain had abated, and she
felt proud of her success. She was
amazed at the amount of things she had
been missing in her life because of her
condition. She was able to talk about the
BDD and recognize when it was keeping
her from doing something she wanted to
do. She was able to reconnect with an old
group of friends and told her husband she

no longer thought she needed plastic
surgery. Sally made a choice to continue on
her medication treatment, as was
recommended by her psychiatrist.

Sally made some long-term goals for herself
to keep her focused and motivated to move
forward. She decided to try to make new
friends, wear a variety of clothing, and go
swimming with her husband.

Clinician Thoughts

BDD can be a very difficult disorder to
treat. Being patient with a client, gaining
clinical support and consultation as well as
establishing a treatment team early in the
treatment are essential. I have included a
number of references that will also be
beneficial when working with clients with
BDD.w
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Samantha Zylstra, MS, MFT is in pri-
vate practice in San Francisco. She spe-
cializes in helping people overcome is-
sues around food and their bodies. She
holds a certificate in the treatment of eat-
ing disorders. Please contact her at 415-
585-3132 or
www.samanthazylstra.com

Therapy For The Soul
Sources & Resources
Jul i a Thesativvd Way.n
Cat hy HalowdhPulatd i :
Cat hy Fhadrtdierapo Shircebook.
St ephen NaArelPlayalhedPawerivfc h :
Improvisation in Life and the Arts.

Too o o o

BRIDGE, PAGE 6

Katie Cofer, author of “7 herapy for the Soul,” is an MFT
in private practice in San Francisco. She specializes in work
with stress, anxiety, trauma and depression. She is trained in

expressive arts therapy, the Hakomi Method and EMDR. Katie
can be reached at 415-826-2951, and please visit her website at
www.Kkatiecofer.com
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Samantha Zylstra, M.S., MFT (#44677) has
a private practice in San Francisco. She
provides services for couples, adults, and
children who desire healing in their lives.
Samantha believes therapy is an opportunity
for personal growth and lasting positive
change.

Samantha’s approach to therapy is
informed by her desire to meet each client
where they are, creating space for them to
strengthen their core self. Her role, as she
sees it, is to listen deeply and to respond
empathetically, facilitating opportunities for

ISSUE 2

insight and client-directed choices for change.
Samantha has a certificate of specialization in
the treatment of eating disorders. She has run art
therapy groups for people who struggle with
issues of food and body image. She has worked
extensively with  individuals and families
struggling with the devastating experience of an
eating disorder. Eating disorders are treatable, so
please don’t hesitate to call if you or someone
you know needs help.
For more information regarding her
therapeutic approach or groups please call 415-
585-3132 or visit www.samanthazylstra.com

Jodi Perelman, MFT (#45307), is a licensed
psychotherapist in private practice in San
Francisco. She works with individual adults,
couples and families from diverse backgrounds.
She helps clients understand themselves more
fully and create the life, work and relationships
they most deeply want.

Jodi welcomes people who are working with
relationship issues, self-esteem, anxiety and

Katie Cofer, MFT (#35856) is a licensed
marriage and family therapist in private
practice in San Francisco. Her work is
based on a fundamental belief in the
interconnectedness of mind, body, heart
¢y and spirit.  She integrates relational talk
r 1therapy with somatic, transpersonal, and
expressive arts approaches. She is trained
in the Hakomi Method, an experiential,
mindfulness-based and body-centered
lpsychotherapy approach. She is also a

depression, and alcohol and drug use, among other
areas. She uses contemporary innovations in her
field, as well as time-tested therapeutic approaches.

Jodi also has specialized training in working
with children and adolescents and welcomes young
people and their families into her practice.

For more information, you are welcome to
contact Jodi at 415-435-7559 or
www.jodiperelman.com.

technique that facilitates the clearing of traumatic
memories and emotional stuck points. Through these
processes of self-discovery and healing clients may
feel more connected with their core self and regain
access to their innate vitality and creativity. Some of
Katie’s areas of expertise include trauma, depression,
anxiety, phobias, unresolved grief, blocks to
creativity, and cross-cultural issues. Katie also works
with children and adolescents and is fluent in Spanish
and German. She can be reached at 415-826-2951, or
www .katiecofer.com.

practitioner of EMDR,

Lori E. Opal, MA, MA, MFT (MFC #35754)
views life as a spiral that is always moving us
towards healing and wholeness.  From this
perspective, the symptoms that bring us into
therapy or consultation are not really problems,
but the healing impulse of our psyche loudly
declaring that our awareness and growth are
required. Therefore, as life inevitably presents us
with transitions and loss, each unique
circumstance becomes an integral part of what
awakens us into the fullness of our human
experience. This is the focus of transpersonal
psychotherapy.

Lori is trained in EMDR and has expertise in
trauma, depression, anxiety, self-esteem,
relationship issues, couples therapy and spiritual

a powerful

matters, including spiritual emergence/emergency.
With her Masters degrees in East West Psychology

and Integral Counseling Psychology, Lori enjoys @

utilizing the rich wisdom traditions of the East:

Buddhism, Sufism, & Hinduism with Western |8
Christian mysticism in her healing work with clients.

She often weaves into sessions body awareness,
mindfulness practices, teaching stories or her special
love of mystical poetry, as inspired.

As a mother herself, Lori values helping women

prepare psychologically and spiritually for pregnancy,
the transition into motherhood, and the ongoing joys
& challenges of parenting.

Lori is available in her San Francisco office for
psychotherapy, consultation, and supervision; she can
be reached at 415-503-0522, or at www.loriopal.com.
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From the Editor:

Dear Readers,

Bridge is happy to be in its third year of circulation! Thank you to our many readers and contributors. In this edition we
are pleased to welcome Lori Opal, MFT as a contributing author. We appreciate all of your feedback and comments, so please keep
sending them in.

Sincerely,

Samantha Zylstra

Bridge Journal, Spring 2008 Issue
Bridge is a journal designed to provide Bay Area professionals with up-to-date articles and resources to help us help others.
Please contact us at bridgeinfo@hotmail.com or
Katie Cofer, 415-826-2951, www katiecofer.com Jodi Perelman, 415-435-7559, www jodiperelman.com
Samantha Zylstra, 415-585-3132, www.samanthazylstra.com Lori Opal, 415-503-0522, www.loriopal.com



