
Complex Trauma Modifications: A Clinical

Comparison Chart

When to Use Each Modality's Specific Modifications

A practical guide for trauma therapists working with complex, developmental, and

relational trauma

Quick Reference: Modality Selection Guide

Client Presentation
Primary

Modality
Rationale

Frozen/stuck states, core

aloneness
DBR

Accesses brainstem-level processing

before overwhelm

Memory fragments, flashbacks EMDR
Bilateral processing for memory

reconsolidation

Chronic body tension,

movement inhibition
Sensorimotor Body-based action completion

Relational wounds, contact

issues
Gestalt Here-and-now relational repair

Nervous system dysregulation SE Titrated discharge and pendulation

Internal conflict, protective

parts
IFS Parts work and Self-leadership

Dysregulated brain activity,

treatment-resistant
Neurofeedback Direct brain training for regulation

Deep Brain Reorienting (DBR) Modifications

When to Use DBR for Complex Trauma

DBR is particularly indicated when clients present with deep attachment wounds and

core aloneness pain that other modalities struggle to access. The focus on orienting

tension provides an anchor point before the shock or overwhelm, making it especially

useful for highly dissociative clients.



Indication DBR Modification Clinical Rationale

Fragmented sense of

self

Extended Protoself

Work

Build stable Where-Self awareness

before approaching trauma

Overwhelming affect
Micro-Dosing

Orienting Tension

Brief contact (seconds only) prevents

flooding

Deep emptiness/

hollowness
Core Aloneness Work

Therapist presence as neurobiologically

active intervention

Structural

dissociation

Parts-Aware

Processing

Identify which self-state is orienting to

stimulus

Key DBR Principles for Complex Trauma

The therapeutic relationship in DBR is not merely supportive—it is neurobiologically

active. The therapist's attuned presence activates oxytocin-mediated connection

systems that directly counteract the core aloneness pain. This makes DBR particularly

powerful for early relational trauma where the wound occurred in the context of

attachment disruption.

Best For: Early attachment trauma, core aloneness pain, clients who dissociate with

other approaches, frozen self-states

EMDR Modifications

When to Use EMDR for Complex Trauma

Standard EMDR was designed for single-incident trauma. Complex trauma requires

significant modifications to ensure safety and effectiveness. The key distinction is

between unrestricted processing (standard protocol) and restricted processing (for

complex trauma).

Indication EMDR Modification Clinical Rationale

Insufficient window of

tolerance
Restricted Processing

Target single image/fragment rather

than full memory

Dissociative responses
Back of Head Scale

(BHS)
Real-time monitoring during processing

Unstable daily

functioning
Extended Preparation

Resource Development and Installation

(RDI) first

Multiple trauma

memories
Strategic Targeting

Process present-day triggers before

historical material



Restricted vs. Unrestricted Processing

Feature Unrestricted Processing Restricted Processing

Target Full memory with all elements Single image, sound, or fragment

Client

stability
Stable, regulated Not yet stable enough for full processing

Goal
Complete memory

reconsolidation

Build capacity while processing

manageable pieces

Duration Standard sets of BLS Shorter sets, more frequent check-ins

Best For: Intrusive memories, flashbacks, nightmares, clients with some capacity for

dual attention

Sensorimotor Psychotherapy Modifications

When to Use Sensorimotor for Complex Trauma

Sensorimotor Psychotherapy excels when trauma is held in the body as chronic

tension, truncated defensive responses, or movement inhibition. For complex trauma,

the focus shifts from processing specific memories to building somatic resources and

completing thwarted survival responses.

Indication
Sensorimotor

Modification
Clinical Rationale

Chronic hyperarousal Extended Resourcing
Build somatic resources before any

trauma processing

Collapsed/frozen

states
Micro-movements

Tiny movements to restore sense of

agency

Truncated fight

responses
Supported Pushing

Complete defensive movements with

therapist support

Truncated flight

responses
Grounded Walking Restore capacity for healthy escape

The Three Phases for Complex Trauma

Phase Focus Key Interventions

Phase 1:

Stabilization

Safety and

regulation

Grounding, containment, somatic

resources



Phase Focus Key Interventions

Phase 2: Processing Trauma memories Titrated processing with somatic tracking

Phase 3: Integration Daily life application Embodied new patterns, relational repair

Best For: Body-held trauma, chronic tension patterns, clients who "live in their heads,"

incomplete defensive responses

Gestalt Therapy Modifications

When to Use Gestalt for Complex Trauma

Gestalt therapy's emphasis on present-moment awareness and the therapeutic

relationship makes it particularly suited for relational trauma. For complex trauma,

modifications focus on slowing down contact, working with polarities, and using the

therapeutic relationship as a corrective experience.

Indication Gestalt Modification Clinical Rationale

Contact boundary

disturbances

Slowed Contact

Exploration
Gradual, titrated approach to contact

Introjected beliefs Modified Empty Chair
Externalize and dialogue with

internalized voices

Retroflected anger Supported Expression
Safe expression of held-back

impulses

Confluence/merger

patterns
Differentiation Work Strengthen sense of separate self

Contact Modifications for Complex Trauma

Standard Gestalt Complex Trauma Modification

Direct confrontation Gradual, supported exploration

Full emotional expression Titrated, contained expression

Here-and-now focus Pendulation between present and past

Experiment immediately Extended preparation and resourcing

Best For: Relational trauma, contact disturbances, clients who need relational repair,

introjected shame/criticism



Somatic Experiencing (SE) Modifications

When to Use SE for Complex Trauma

SE's focus on the nervous system and titrated discharge makes it ideal for clients with

chronic dysregulation. For complex trauma, the goal shifts from processing specific

events to building a regulated nervous system that can eventually process trauma

naturally.

Indication SE Modification Clinical Rationale

Chronic dysregulation
Extended

Stabilization
Regulation before any trauma touch

Overwhelm with any

activation
Micro-Titration Smallest possible "doses" of activation

Dissociation Grounding First
Establish body awareness before

processing

Freeze states Gentle Pendulation
Oscillate between activation and

resource

The SIBAM Model for Complex Trauma

Element Standard SE Complex Trauma Modification

Sensation Track freely Track with grounding anchor

Image Allow emergence Contain or titrate imagery

Behavior Support completion Micro-movements first

Affect Allow discharge Titrated emotional contact

Meaning Emerges naturally May need to defer meaning-making

Best For: Nervous system dysregulation, freeze/collapse states, clients who flood

easily, somatic symptoms without clear memory

Internal Family Systems (IFS) Modifications

When to Use IFS for Complex Trauma

IFS is particularly effective when clients present with internal conflict, protective parts

that resist change, or difficulty accessing a sense of Self. For complex trauma,



modifications focus on extended work with protective parts before approaching exiles,

and building trust in Self-leadership.

Indication IFS Modification Clinical Rationale

Highly protective

system

Extended Protector

Work

Build trust with managers and firefighters

before exile work

Dissociative parts Parts Mapping
Identify and differentiate parts before

unburdening

Self-access

difficulties
Direct Access to Self

Use therapist's Self-energy to model and

support

Legacy burdens
Ancestral

Unburdening
Address intergenerational trauma patterns

The 6 F's Protocol for Complex Trauma

Step Standard IFS Complex Trauma Modification

Find Locate part in body May need extended grounding first

Focus Turn attention to part Titrate attention to prevent flooding

Flesh Out Learn about part Extended curiosity phase

Feel Notice feelings toward part Monitor for blending

beFriend Develop relationship May require multiple sessions

Fear Address part's fears Extensive reassurance before unburdening

Best For: Internal conflict, protective behaviors, dissociative presentations, clients who

intellectualize, legacy/intergenerational trauma

Neurofeedback Modifications

When to Use Neurofeedback for Complex Trauma

Neurofeedback is particularly indicated when clients present with treatment-resistant

symptoms, chronic dysregulation that doesn't respond to talk therapy, or when the

nervous system needs direct training before other modalities can be effective. It works

at the level of brain physiology rather than cognition or emotion.



Indication
Neurofeedback

Modification
Clinical Rationale

Chronic hyperarousal SMR Training (C3/C4)
Reduce high beta, increase calm

focus

Dissociation/numbing Alpha Enhancement
Increase present-moment

awareness

Treatment-resistant

PTSD
Alpha-Theta Training

Access deep processing states

safely

Emotional dysregulation Right Frontal Training
Balance approach/withdrawal

systems

QEEG-Guided Protocol Selection

QEEG Pattern Clinical Presentation Protocol Focus

Elevated High

Beta

Hypervigilance, anxiety, sleep

issues
Beta reduction, SMR enhancement

Excess Theta Dissociation, brain fog, numbing
Theta reduction, alpha/beta

enhancement

Alpha

Asymmetry

Depression, withdrawal, low

motivation
Right frontal alpha reduction

Unstable

Patterns
Emotional lability, reactivity Stabilization protocols first

Integration with Talk Therapy

Phase Neurofeedback Focus Concurrent Therapy

Stabilization Regulation protocols Psychoeducation, safety planning

Capacity

Building

Window of tolerance

expansion
Resource development

Processing Alpha-theta for deep work
Trauma processing (EMDR, DBR,

etc.)

Integration Maintenance sessions Relational repair, meaning-making

Best For: Treatment-resistant presentations, chronic dysregulation, clients who can't

tolerate talk therapy initially, attachment trauma affecting brain development, adjunct to

other modalities



Integration: Combining Modalities

Sequencing Considerations

Complex trauma often benefits from combining modalities across the course of

treatment. The following sequence is commonly effective:

Treatment

Phase
Primary Focus Suggested Modalities

Early
Stabilization and

safety

SE (regulation), Sensorimotor (grounding),

Neurofeedback (brain regulation)

Middle Building capacity
Gestalt (relational repair), DBR (Protoself work), IFS

(parts work)

Later Processing
EMDR (memory work), DBR (orienting tension), SE

(completion), IFS (unburdening)

Integration
Daily life

application
All modalities as needed

Contraindications and Cautions

Situation Caution Alternative Approach

Active suicidality Avoid deep processing Stabilization-focused work only

Acute dissociation
Avoid memory

processing

Grounding and present-moment

focus

Insufficient therapeutic

alliance

Avoid confrontive

techniques
Relationship building first

Active substance use
Limited processing

capacity
Stabilization and harm reduction

Seizure history
Caution with

neurofeedback

Medical clearance, conservative

protocols

Clinical Decision Tree

Step 1: Assess Stability - If unstable → Focus on stabilization (SE, Sensorimotor

Phase 1, Neurofeedback regulation protocols) - If stable → Proceed to Step 2

Step 2: Identify Primary Presentation - Intrusive memories → Consider EMDR -

Body-held tension → Consider Sensorimotor - Relational wounds → Consider Gestalt

- Core aloneness/frozen states → Consider DBR - Nervous system dysregulation →



Consider SE or Neurofeedback - Internal conflict/protective parts → Consider IFS -

Treatment-resistant symptoms → Consider Neurofeedback as adjunct

Step 3: Assess Window of Tolerance - Narrow window → Use restricted/titrated

approaches, consider neurofeedback first - Adequate window → Standard

modifications may apply

Step 4: Monitor and Adjust - Track dissociation throughout - Pendulate between

activation and resource - Adjust modality based on client response

Summary Table: At-a-Glance Comparison

Modality Core Focus
Key

Modification
Best Indicator Caution

DBR
Brainstem/

orienting

Micro-dosing

tension

Core

aloneness

Requires trained

therapist

EMDR
Memory

networks

Restricted

processing

Intrusive

memories

Monitor

dissociation

Sensorimotor
Body/

movement

Extended

resourcing

Body-held

trauma

Don't rush to

processing

Gestalt
Contact/

relationship
Slowed contact

Relational

wounds

Avoid

overwhelming

SE
Nervous

system
Micro-titration Dysregulation Stay in window

IFS Internal parts
Extended

protector work
Internal conflict

Don't bypass

protectors

Neurofeedback
Brain

physiology

QEEG-guided

protocols

Treatment-

resistant

Requires

specialized

equipment

This chart is intended as a clinical reference guide. All trauma therapy should be

conducted by appropriately trained and supervised clinicians. Complex trauma work

requires specialized training beyond basic certification in any single modality.

Educational Resource from Integrative Trauma Treatment

For more detailed information on each modality's complex trauma modifications, visit

the individual modality pages on this site.
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