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Transforming Imagery 
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By Robert Ferrie MD, FRCSC 

 
“Imagination: by this faculty he [mankind] unites independently of the will, former 
images and ideas and thus creates brilliant and novel results.” (Charles Darwin 1871) 
 
“The human imagination is a priceless resource.” (Gregory Peck 1988)  
 
Introduction: 

Childhood trauma, usually in the form of physical, sexual, or emotional abuse, or 
profound neglect, is a common feature in psychiatric patients. In a survey of female 
psychiatric patients 2/3 reported such a history. (Chu in Michelson & Ray1995)  

Lenore Terr distinguishes single event trauma (type I) from prolonged repeated 
trauma (type II) (Terr 1991). Judy Herman has defined Complex PTSD in such a way as 
to include adults traumatized repeatedly as children (Herman 1997, pp 121). Victims lack 
a single traumatic event but may have lived in a constant state of chaos as children.  

In his presentation at the American Psychiatric Association meeting, Julian Ford 
reported that most trials of either medication or psychotherapy for PTSD excluded 
patients with Complex PTSD because of comorbidities. He emphasized that Complex 
PTSD was the disorder most frequently associated with psychiatric illness, substance 
abuse severity, and healthcare utilization, and yet there are no scientific studies to guide 
treatment choices. (Ford, 2001) Since then, Resnik et al. have reported a significant 
improvement in a group of women with childhood sexual abuse using cognitive 
behavioural therapy (Resnik, 2003). 

When treating adults traumatized as children, I observed that real overall 
improvement occurred following non-verbal portions of the session, when the client was 
generating mental imagery. It seemed reasonable that an increased therapeutic focus on 
mental imagery, rather than words, would lead to better outcomes.  

I am using the term mental imagery in what follows to mean any non-verbal 
mental representation of a sensory perception, visual, kinaesthetic, olfactory, auditory.  
Visual imagery will be referred to as visual mental imagery.  

There was a time when mental imagery was not thought to be a legitimate subject 
for scientific investigation. However the exclusive bottom-up approach of behaviourism 
in neuroscience began to reveal its inherent flaws in the early 1970s, when Roger Sperry, 
discovered the function of the corpus callosum and was later awarded the Nobel Prize for 
this. He put forward the alternative mentalist view: “I hold subjective phenomena to be 
primary, causally potent realities as they are experienced subjectively, and not reducible 
to their physiochemical elements.” And again: “…subjective experiences … are emergent 
properties of brain processes”(In Brian 1995).  

An emergent property, a term borrowed from the field of non-linear dynamics, is 
one that is greater than the sum of the properties of the parts composing it. The debate 
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about mental imagery had focused on this very point, whether it was an emergent 
property (real), or an epiphenomenon of brain function (ephemeral).  

Steven Kosslyn and his colleagues figure prominently in the trend to take imagery 
seriously. They have shown the intimate links between visual perceptual processes and 
mental imagery. Kosslyn states that: “…  mental imagery is a basic form of cognition, 
and plays a central role in many human activities – ranging from navigation to memory 
to creative problem solving” (Kosslyn 1994, pp1). Furthermore: “Compared to a mental 
arithmetic task, visual mental imagery results in an increase in blood flow in the occipital 
lobe and posterior temporal lobe  - all areas that are also used in high-level visual 
perception “ (Kosslyn 1992, pp131).  

Perception and mental imagery are closely linked in their representations in the 
brain, utilizing many of the same areas. There is also a separation of mathematical-
logical, and imagery-producing functions (see also, Bartolomeo 2002, D’Esposito, M., 
1997, Mechelli 2004, Polk 2002, Shin 1997,1999, Slotnick 2005).  

Bessel van der Kolk describes how traumatic images activate non-verbal areas of 
the brain. “During exposure to their traumatic scripts PTSD subjects show a decrease 
activation in Broca’s area, which is responsible for motor speech.” (in Panksepp 2004, 
pp. 335). Chris Brewin has proposed the Dual Representation Theory (DRT) to explain 
why PTSD occurs and how it may resolve. In DRT, successful therapy would act on both 
the Situational, Accessible Memory (SAM) where image based traumatic memories are 
located, and on Verbally Accessible Memory (VAM) systems, allowing interaction and 
thus healing to occur. Arousal must be modulated particularly in traumas that occurred in 
childhood, or frontal and hippocampal activity will again be impaired and the person will 
re-experience the trauma without transferring the trauma from the SAM to the VAM 
system. He refers to the opinions of Brown and Kulik who feel that there is a distinct 
nonverbal, imaginal memory system, and Pillmer that there is a dual verbal and imaginal 
memory system (Brewin 2001). Thus situational accessible (traumatic) memories are 
thought to be image based. Their resolution then would occur by accessing them through 
image-based memory and allow their transfer to the verbal memory functions of the 
brain.  

C.G.Jung developed a technique that he called Active Imagination. “… a method 
of introspection for observing the stream of interior images. One concentrates one’s 
attention on a…visual impression, and observes the changes that take place in it.” 
(Jung ¶ 319) 

A number of trauma therapies focus predominately on the use of mental imagery. 
Eye Movement Desensitization and Reprocessing (EMDR) therapy has been extensively 
studied and approved (Am. Psychological Assn. 1998, Am. Psychiatric Assn. 2004, US 
Department of Defence, 2004, etc. see www.emdr.com) for the treatment of PTSD. 
Francine Shapiro proposes the Adaptive Information Processing Model to explain the 
therapeutic effects of EMDR. Traumatic perceptions become mental imagery, which 
overwhelm a normal system of information processing. EMDR has a strong focus on 
transforming imagery in a non-verbal state. If the transformation is blocked suggestions 
are offered by the therapist to the client for possible changes in the evolving imagery. 
Arousal is kept in a therapeutic range with the aid of perceptual cues, classically eye 
movements. Considering the work of Kosslyn et al., perhaps eye movements, besides 
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their calming effect, also activate visual-imaginal shared areas of the brain, which could 
explain some of the therapeutic effect of eye movements on traumatic memories.  

Shapiro warns against accessing disturbing memories in those clients traumatized 
in childhood because of the danger of their being overwhelmed, and of potential  
re-traumatization. “ If the client is unable to completely eliminate moderate levels of 
disturbance in the preparation phase two, of the EMDR protocol with …[visualization 
and guided imagery], the client should not continue EMDR.” [Until he can do so.] 
(Shapiro 2001, pp.71). 

 Jo Weiss, Mervin Smucker and Jane Dresser reported on imagery rescripting and 
reprocessing therapy (IRRT) whose stated goal is to replace victimization imagery with 
mastery and self-nurturing imagery (Weiss 2003, pp381).  

Imagery Rehearsal Therapy (IRT) is a successful intervention for nightmares and 
possibly also waking PTSD symptoms, in which alterations such as imagining that the 
enemy guns become toy guns, (i.e. transformations that promote mastery or control) are 
made to the content of a recurrent nightmare. (Krakow 2001, Forbes 2003)  

Intrusive disturbing images originate in perceptions that occurred during 
traumatic events. These memories, as images, utilize many of the same brain structures in 
the occipital and temporal lobes as mental imagery that can be created de novo. The more 
pure neuroscience of Kosslyn and the work of more clinically oriented researchers into 
PTSD, such as that of Bessel van der Kolk, are beginning to merge. When traumatic 
imagery resolves by transformation, many of the same areas of the brain are involved as 
in the original perceptions; the brain revisits the scene, and has a second chance to “see”it 
a different way, i.e. to reprocess the memory. 

In this paper I report on preliminary data from a pilot study of a symptomatic 
group of women, traumatized in early childhood.  The study examines the correlation 
between an increased ability to create new mental imagery and the reduction of PTSD 
symptoms. It utilizes a single system design (Bloom, 2001). This study was carried out in 
an office setting with clients seeking therapy.  
 
Method 
Participants  

Nine women between 20 and 53 years of age who presented sequentially to my 
practice between September 2004 and May 2005 and met the following criteria:   

1. They had reportedly experienced events before the age of 12 years of age, the 
recollection of which caused them to have disturbing reactions such as 
tachycardia, chest pain, muscle tension, choking, and other bodily sensations.  

2. All cases satisfied the criteria for Complex PTSD. (Herman 1997)  
3. All scored at 44 or above in the PTSD Symptom Checklist, Civilian Version 

(PCL-C, Weather 1991) and 55 or below on the Global Assessment of 
Functioning  (GAF, APA 2002) 

4. All expressed a desire to enter the study for purposes of examining the correlation 
between increasing ability to generate mental imagery and its relation to the 
outcome of psychotherapy, and gave their written consent. 

 
At the time of intake all had had some sort of prior therapy for the presenting 

condition. This included psychotherapy with a psychiatrist, a licensed social worker at a 
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community mental health centre, or with counseling at a local woman’s shelter. Seven 
women had also been treated with psychotropic medication prescribed by either family 
doctors or psychiatrists. 

All participants taking selective serotonin (nor epinephrine) reuptake inhibitors 
(SSRIs, SNRIs) expressed a desire to discontinue them, because of side effects and lack 
of efficacy. I strongly supported them in their decision because these drugs tend to 
impede recovery, and are known to increase suicidality, cause cognitive impairment as 
well as other adverse reactions, such as weight gain and serious sexual dysfunction. 
Subsequently, all reported increased feelings of well being when the dosage was reduced 
and finally discontinued, although most reported various reactions to withdrawal.  A 
standard group of nutritional supplements, essential fatty acids, the amino acid L-
tryptophan, minerals and natural vitamins (Larson 1999, Peet 1999, Ross 2004) were 
used during the period of withdrawal.  
 
Table 1. showing client’s prior therapy for presenting condition (Complex PTSD) 
(N.B. Initials are coded.) 
CLIENT  
& AGE 

PRIOR # SESSIONS PSYCHOTHERAPY PRIOR PSYCHOTROPIC MEDICATION & 
EFFECTS 

DU    25y 48, with a psychiatrist  Zyprexa, 36 mos, loss of interest in sex,” loss of 
interest in all things” 

KK    20y 
 

2-3, of family therapy, 2-3, with a psychiatrist Prozac, Paxil, both discontinued after a few doses 

QE    47y 50, with a social worker, including CBT group.  Effexor 36 mos, 300 mg.: Gained 40 lbs, tics, 
inability to concentrate, sex ⇓, friend noticed she was 
“not the same person” lost job, suicidal. 

AJ     23y 10 years of sporadic counseling 6 yrs Zloft, Celexa, Lithium 300 mg bid, “numbed 
me, no benefit”.  

RR    24y 5, anger management group Celexa 12 mos, “made me tired, took myself off it, 
no better on it”. 

KE    39y 48, CBT Group and individual therapy with a 
social worker. 

7 years Zoloft & Wellbutrin. Effexor because of a 
suicide attempt. Serious suicide attempt on Effexor, 
then placed on Remeron.  Still feeling suicidal. 

AA    34y 
 

200 sessions counseling with a social worker  

AL    53y 
 

A few sessions with family doctor 3mos Paxil 40 mg, no better. 

UC    37y 
 

@ 400 psychotherapy with various therapists  

 
It is important to note the following with regard to SSRIs and SNRIs: The studies 

that supposedly proved their efficacy and were presented to the regulatory government 
agencies, to obtain market approval, are now known to have been mostly fraudulent.  It is 
further known that their effectiveness is extremely limited, little better than placebo. 
Serious short-term adverse effects and long-term dangers to health were deliberately 
hidden by their manufacturers from the regulators. Today, they all have black box 
warnings (FDA) and advisories (Health Canada) attached to them. One must conclude 
that today there is no justification for prescribing these drugs, except as part of a 
withdrawal-protocol. (For full details on the history and current status of these drugs see: 
Abramson 2005, Angell 2004, Cooper & Schriger 2005, DeAngelis 2005, Dean 2005, 
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Ellison, 2005, Ferris, 2002, Goozner, 2004, Healy, 2003, House of Commons, UK, 2004-
05, Kassirer 2005, J. J. Lexchin & B. Mintzes, Transparency in drug regulation: Mirage 
or oasis?, CMAJ, vol 171/11, Nov. 23, 2004Loe 2005, Michaels 2005, Moynihan & 
Cassels 2005, Thompson 2001,Wild 2005). 
  
Measures: 

Although mood, personality, relational and dissociative disorders occur with 
Complex PTSD, all share PTSD symptoms and therefore can be monitored with a 
measure such as the Post Traumatic Check List for Civilians (PCL-C). The PCL-C is a 
widely used self-report instrument measuring PTSD symptoms present in the preceding 
month.  More studies have used the PCL as a screening instrument, than any other for 
PTSD. It has a high degree of correlation with the Clinician Assisted PTSD Scale 
(CAPS) but is easier to apply in a clinical setting.  Chris Brewin reported studies 
demonstrating that a cut-off of 44 resulted in optimal performance. (Brewin 2005). 
Others since have found that 37 optimally assigned a diagnosis of PTSD in a non-
treatment seeking population (Cook 2005). 

In order to determine overall change in the ability to function in the objective 
world, the Global Assessment of Functioning (GAF, APA 2000) was rated. The GAF is a 
clinician assessment on a numerical scale from 0-100 of a client’s overall functioning in 
such areas as self harm, relationships, school and work.  
 
Treatment: 

At the start, I explained to the participants that internal traumatic images were 
overwhelming them by generating physiologically based symptoms. Treatment would 
consist of learning to create and transform mental imagery so as to produce desired 
physiological states, the hypothesis was that as mental imagery ability increased 
traumatic memories would cease to have power over them. 

The treatment involved weekly 60-90 minute sessions, the total number of 
sessions, up to the cut-off date for each client varied and is listed in table # 2. As noted 
above this is a preliminary report. Five clients are currently still in therapy.  

A major portion of the total session was spent in tasks involving the generation of 
mental imagery, while noting the effects upon physiology, emotion, and self-appraisal.  
Clients were aware that the purpose of therapy was to master the generation of these 
images and not to spend more than a third of the session relating the preceding week’s 
happenings. This remained a challenge for most at first, but gradually a format of focus 
upon imagery evolved that was readily embraced by all the clients. No one has 
withdrawn from the study. 

For the purposes of this study I used primarily those guided imageries (GIs) 
developed by Beleruth Naparstek (2004), and the approach to ego state therapy (EST) of 
Sarah Krakauer (2001). They are clearly described and detailed, and both are currently 
available in print; in a sense, together these books form a manual for this treatment. 

The guided imageries of Naparstek fall into a hierarchy of difficulty ranging 
through  body focused imagery, safe place imagery, helpful figures ”radiating love, 
protection and support”, and finally incorporate indirect references to traumatic 
memories. They create a learning curve directed to the mastery of internally generated 
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mental images. These GIs were used especially in the early sessions and audio tapes were 
made for use at home in this preliminary stabilizing phase of treatment.  

Sarah Krakauer’s methods of Ego State Therapy and GIs were developed for 
treating Dissociative Identity Disorder (DID) but I found them to be equally valuable 
with these women suffering from Complex PTSD. A mentally imagined “ hall of safety” 
and a separate “meeting room” with a “screen” where child ego states could “reside”, are 
the basic elements involved.  (Kraukauer 2001). In this GI the imagined screen may offer 
the option to change the script of the trauma.  Ego states may go in and out of the screen. 
It can produce helpful figures and illustrate pleasant images that have a calming effect. 
Here the question, “If anything was possible what would you like to do or have happen 
now?” proved to be key to the client’s spontaneous generation of helpful imagery.  

The client, who generates mental images is obviously the final arbiter in their 
evolution rather than the therapist. Homework consisted of using techniques learned in 
session to access safe place imagery and eventually to transform disturbing imagery that 
might arise between sessions. The client remains in charge something is not being done 
to her. 

Pat Ogden’s technique of Sensorimotor Psychotherapy was used when a desire to 
physically resist a perpetrator was noted by the client (Ogden 2000). This is also a type of 
perceptual intervention as in eye movements although kinaesthetic rather than visual, and 
involved techniques such as pushing with activated adult muscles, while at the same time 
employing mental imagery of a childhood traumatic script that involved 
disempowerment. 

The creation of an actual storybook/ picture book, which illustrated the traumatic 
material and then transformed it, as one would do when creating a comic book, was also 
suggested and used in 3 of the cases. (Hanney 2002).  This is taking the creation of 
imagery into its dictionary definition, which is to create a “representation of the imaged 
object.”  

With repetition, confidence in calmly creating imagery at will, increased. The 
client gradually learned to use the techniques of Krakauer utilized in therapy as described 
above, to deal with flashbacks occurring between sessions. When appropriate more 
classical EMDR was utilized in session. 

The sequence of interventions was as follows:  
1. the development of calming imagery  
2. recollection of traumatic imagery 
3. transformation of this imagery to that which led to feelings of safety 

and/or personal effectiveness 
4. re-exposure to the untransformed traumatic memory 
5. reassessment and possible repetition of this sequence until the  body 

scan was clear upon re-exposure to the untransformed traumatic 
images 

The above essentially follows the model for treatment of PTSD put forward by 
Bessel van der Kolk, “The critical element is re-exposure to traumatic imprints, and at the 
same time experiencing sensations (mastery, safety, etc.) that are incompatible with the 
fear and terror associated with the trauma” (in Panskeep pp. 338). It also follows the 
treatment plan of EMDR (Shapiro 2001). The addition to both is a major focus on the 
teaching of a mental imagery skill set. 
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In GI and in Krakauer’s (2001) approach to Ego State Therapy there is a strong 
emphasis on mental imagery rather than Socratic procedural cognitive processes. This 
would presumably access the SAM system in Brewin’s DRT and fascilitate verbalization. 
 
Results: 
All clients who had been using the class of drug known as SSRI and SNRI at intake had 
ceased to do so by the mid point in the study. 
 
Table 2.)  Post Traumatic Checklist (PCL-C) (* denotes clients still in therapy) 
 

CLIENT  
            X SEEN 

INTAKE 
 

MID THERAPY 
 

NOV 1 OR 
END  

1. DU    34         67        44     43 *      
2. KK   31         49        44     23 
3. QE    20         62        53     55 * 
4. AJ     15         59        55     39 * 
5. RR    08         57      27 
6. KE     26         70        25     24 
7. AA    32         64        37     47 * 
8. AL     15         67        39     25 
9. UC   32         67        44     50 * 
     
Mean           62        42     37 
     
%< 44           0%         38%      66% 

 
 
In the group who completed therapy before the cut off the ability to deal with disturbing 
intrusions had increased to the point where they could transform these intrusions, with 
appropriate imagery, successfully at home. This new ability correlated with a decrease in 
the number and intensity of intrusions.  

Although the PCL-C is an instrument developed for PTSD symptoms, it proved to 
be also useful in this group of clients with Complex PTSD as a guide to their progress. In 
the overall group the mean score for the PCL-C fell from 60 to 37 by the end of the study, 
below an accepted PCL-C cut-off for PTSD (Brewin 2005). Those with a significant 
degree of symptoms of any sort (e.g. dissociation) are continuing in therapy. These 
clients continue to score above 44. A final cut off will be at 48 sessions and a follow up 
of 12 months after completion is planned.  
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Table 3. Global Assessment of Functioning (GAF)  
(50 or below, serious symptoms, suicidality) 
 

CLIENT            INTAKE,  
 

     MID   END OR NOV 1 
’05 
   

    
GAF 

WORK, 
SCHOOL 

    GAF 
   

WORK, 
SCHOOL 

1.  DU*             45                           61    75                          + 
2.  KK              50                         57    90                         + 
3.  QE*               49                         63    75  
4.  AJ *              51                      +      60    80                          + 
5.  RR              49                        90                          + 
6.  KE              49                       +        55    80    + 
7.  AA*             51                        57    80                          + 
8.  AL              52                             62    80                          + 
9.  UC*               50                       55    79                       
      
Mean      50       58    81  
          
%> 79    0%      0%   77%  

 
In this measure of overall functioning at intake 100% were seriously impaired. 

This included suicidal ideation or recent suicide attempts and serious impairment in 
school or work or relational functioning. There was a significant improvement in all 
participants.  At the cut-off date 66% had attained a level of 80 or above meaning that, “if 
symptoms were present they were transient and expectable reactions to psychosocial 
stressors.” (APA 2000). Five out of seven not working or at school at intake, had returned 
to an occupation by the cut-off date.  
 
Discussion 

This is a preliminary report of a single system design study which aimed to show 
in a group of nine severely affected adult women traumatized before the age of 12, 
whether an educational focus on imagery would decrease symptoms of complex PTSD. 
All 7 on SSRIs had discontinued the drugs at the mid point in the study, resulting in 
improved symptomatology. Suicidality changed from 8/9 to 1/9 over the course of the 
study; this one became less suicidal than she had been when still taking an SNRI. By 
November 1, 2005, of the total group, 66% were below a score of 44, an accepted cut off 
for PTSD. Global functioning improved significantly and five of seven, who had stopped 
work or school because of symptoms, had returned at the time of cut-off.  

 
Tentative conclusions: The experience of trauma, subsequent intrusive memories, 

and creative imagery share common neural pathways. This may explain in part why 
learning to work with mental imagery, was a major factor in the significant improvement 
observed in this severely impaired group. This study will be completed after a 12 month 
follow up on all clients. 
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