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INVITATION

After a period in which the level of activity at the
International Office was quite low due to Greet’s
absence because of her exams for Marketing (in which
she succeeded very well) and my holidays which were
long, warm and beautiful, we are back at work again.

We especially have to thank two persons who helped
us survive this period.

First of all Nimet Salem who took care of a lot of
organisational problems during the first workshop in La
Soleillette and secondly, Isabelle Duroi, who took on
voluntarily the secretariat of I.S.N.I.P. on a full time
basis during the month of July.

The first International Casriel Institute workshop in

June was a good happening
and a first step in the re-
establishment of an internatio-
nal institute for LS N.IP. We
thank Ron and Pat Kissick for
giving the first push and all
the participants for their role
as guinea pigs.

We are working hard to make
the ICI a success, but we will
only succeed if we can count
on everybody’s support !

Johan Maertens,
President
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BonNDING

IN A
THERAPEUTIC
COMMUNITY
FOR DRUGADDICTS

A. Introduction

Lecture at the ISNIP-conference '93 in Gronenbach
Jobanna Martens, PhD, Psychotherapist, Co-director T.C. DE SPIEGEL

B. What is drug addiction?

Today four people are going to speak about NIP in the T.C. for drug
addicts. This gives us a fantastic opportunity for a rich exchange.
Most people in the audience are familiar with the work in the T.C.
Therefore I think it will not be necessary to give an extensive
introduction about this work. I guess it would take a separate lecture
to do so because the treatment network for drug addicts bas become
so complex these days.

[ intend to give you my personal summary of what seems impor-
tant to me concerning the themes “drug addiction, T.C. treatment
and NIP”. I'll be referring accurately to other people who bave been
thinking and writing about this, so that you can go back to these

sources if you are interested.

1. Common definitions

Following the chronology of histo-
ry, I think we have to go back to the
definition of addiction as it was writ-
ten down in the World-Health Orga-
nisation - memorandum of August
1980.

In an article of 1982 Edwards, Arif
and Hodgson made a summary of
the evolution of this definition over
the last 30 years and they quote the
mentioned WHO-memorandum as
follows. The word “addiction” has
been changed into "dependence”
(Edwards et al, 1982).

They write that: “Drugdependence
is a socio-, psycho-biological syndro-
me with a pattern of behaviours,
where taking the psycho-active drug
has become more important than
other behaviours that used to be of
much bigger importance before”,
Later in 1987, following the same line
of reasoning, we find the descripti-
ve definition of the Diagnostic and
Statistical Manual of Mental Disorders
(DSM-III-R).

Drugdependence is defined here as
“a disorder with a cluster of cogniti-
ve, behavioral and physiological
symptoms that indicate that the per-
son has impaired control of psycho-
active substance use and continues
the use of the substance despite ad-
verse consequences.” A difference is
made between drug-dependence
and drug-abuse. This is only a mat-
ter of the severity of the problem
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measured by 9 criteria who indicate
the loss of control and its consequen-
ces. A classification is made of the
substances used (APA, 1987, 165-
185).

Of course these descriptive defini-
tions don’t say anything about the
etiology of drug abuse. The etiology,
and therefore the proposed treat-
ment, is seen differently in a collec-
tion of theories. For more details
about these theories I want to refer
to Martin Kooymans last book “The
therapeutic Community for Addicts”.
In this book he gives a survey of the
biological, psycho-dynamic, behavio-
ral, system oriented and psychiatric
theories about this matter (Kooyman,
1993 24-33).

However, none of these theories can
fully explain the origin and continua-
tion of the drugabuse, says Kooy-
man. He prefers interactive models
in which dependence is seen as a
psycho-physiological-social syndro-
me, determined by a complex sys-
tem of reinforcements (WHO, 1981).
He refers to the writings of Van Dijk
(1979, 1980)who gave an excellent
description of the pharmacological,
the psychological, the social and the
cerebro disintegrative vicious circles
that keep the addict addicted (Kooy-
man, 1993, 35).

2. Casriel’s idea about drug
addiction

For the purpose of this lecture it is
important to look at Casriel’s view
of the problem.

In my knowledge, Casriel gave no
systematic description of his ideas
about drug addiction, but he speaks
regularly about it here and there in
his writings. He was very familiar
with it in his work as a psycho-ana-
lytical psychiatrist. If I understand
well it was exactly his frustrating psy-
cho-analytical experience with
young addicts and delinquents that
made him look for a better treatment.
His search started in Synanon (a self-

help community for addicts) where
he learned about the importance of
the behavioral approach (stop the ac-
ting-out) and the emotional confron-
tation (cfr. “games”). In 1963, short-
ly after this visit, he became one of
the founders of one of the first the-
rapeutic communities for addicts. A
that moment he introduced the NIP
at once as part of the treatment.

So, from the historical point of view,
NIP is very much connected with the
treatment of addicts. I even have the
hypothesis that the NIP-method was
first made for addicts and proved also
to be useful for other patients later
on. To me the general theory of NIP
refers very much to the specific trea-
tment of addicts, namely first stop
the acting-out behaviour and then
teach them to handle the emerging
emotions and attitudes in cathartic
groups.

What more does Casriel write about
the phenomenon of addiction? In my
review about this matter I'll be refer-
ring mainly to Casriel’s basic book
“A scream away from Happiness”
(1976) and Janneke Coolen’s docto-
ral dissertation (1985).

Casriel's classification of psycho-pa-
thology is very simple. He speaks
about three large categories: neuro-
tics, character disorders and psycho-
tics. For him most addicts belong in
the category of character disorders.
(Casriel, 1976, 148).

He considers symptoms as external
signs of an internal emotional distur-
bance. They are the result of speci-
fic defense mechanisms of the per-
son against too much pain. People
with a character disorder cannot
handle the pain. Instead of transfor-
ming their basic emotions, as the
neurotics do, they have no contact
with their basic emotions. They dis-
connect them from their cons-
ciousness, “freeze” them and so don’t
feel them. At the most, they feel a
vague tension that they try to chan-
nel temporarily with acting-out be-
haviour (taking drugs). This acting-

out behaviour has a destructive cha-
racter for others and for themselves
and it can also take the form of ag-
gression or control (in the case of
anger), of flight or withdrawing (in
the case of fear).

Following Casriel’s idea, Kooyman
explains that their acting-out beha-
viour can be understood as a de-
fence against being hurt, for the
most important fear of addicts is to
be rejected. In fact they are the ones
who provoke this rejection by their
acting-out behaviour. But if they
cause this rejection themselves, it
looks as if they have more control
about it and this seems to be more
bearable. (Kooyman, 1985).

Their fear of being rejected is con-
nected to their extreme negative
self-image. They have a very strong
conviction that they are “condem-
ned to lose” (failure identity). Kooy-
man says from his experience that
most of them can’t feel that they
have the right to exist. And he says
that if one does the necessary re-
search one generally finds that the-
re is a situation during their first year
of existence that shows a problem
in the relation with the person who
is supposed to take care of them.
From this experience the child can
get the feeling not to be wanted
(Kooyman, 1985, 163).

Casriel thinks only a small part of
the addicts are neurotics and in that
case the addiction is secundary to
the neurotic problems. The most fre-
quent addiction in this group is al-
cohol- and medicine-addiction. Cas-
riel says that neurotics do feel their
emotions but have problems to ex-
press them. Their defense mecha-
nism is the distortion of their emo-
tions.

Casriel writes that even a smaller
group of addicts have a psychotic
disorder. With these people the ad-
diction can be seen as a way of self-
medication to control the psychia-
tric symptoms. These people suffer
from uncontrollable emotions and
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their defense mechanism is to dis-
connect from the “so painful” reali-
ty. The psycho-dynamics of all forms
of character disorder are very simi-
lar for Casriel and for this reason he
treats them all in a simular way. We'll
talk about this later. What I like about
Casriel’s way of thinking is the way
he puts it into a social context. He
says that it is the social reinforcment
that makes certain forms of addic-
tion more socially accepted than
others.

He speaks about the same disturban-
ce with “workaholic, succesfull bu-
sinessmen, compulsive houseclea-
ners, mild-mannered bookworms,
reckless drivers, long-term undera-
chievers, overeaters, unhappily mar-
ried people” as with “people who
shoot dope, drink heavily or are
sexually promiscuous”. The common
denominator is anaesthization of
basic emotions and encapsulation of
the feelings behind a defensive shell
which is extremely hard to penetra-
te in traditional psychotherapeutic
situations. (Casriel, 1976, 3).

Other factors such as individual back-
ground, social values and rules,
knowledge about and attainability of
the substance or the behaviour, age,
individual preference etc. are the
ones that decide how the addiction
is going to look (Casriel and Amen,
1971).

Casriel goes on with his social ana-
lysis and says that addiction is partly
caused by society itself. He points a
finger at our society and describes it
as going from a neurotic type of so-
ciety to a character-disorder-type of
society. He describes how the chan-
ge in the structures of society have
their influence on the development
of new emotional disturbances such
as addiction (Casriel, 1976). Impor-
tant factors for this change, says Cas-
riel, are the disappearence of the big
family, the competitive city life and
the social mobility. These living con-
ditions have their influence on the
fact that it is getting hard to have

deep emotional relationships and
develop a feeling of belonging.
Going away is often easier than figh-
ting for something that is difficult to
get.

Casriel’s socio-cultural analysis and
experience (as a disciple of the an-
tropologist Kardiner) brought him to
introduce the concept of bonding
and to practice bonding during the-
rapy sessions. As you know for Cas-
riel bonding means emotional open-
ness and physical closeness. And as
you can imagine from their already
described living-strategy, it is very
difficult for character disordered drug
addicts to accept this kind of intima-
cy. For them physical closeness is
mostly only connected with sex. For
this reason they are not able to have
long lasting intimate relationships
with others (Kooyman, 1991, 88-89).

3. Conclusion

As a conclusion to this search for a
NIP-vision about drug addiction, 1
can formulate the following defini-
tion, for which I will be using the
familiar “A-B-C"-concept which re-
fers to “affect-behaviour-cognition”.
A drugaddict is a person who's be-
haviour is characterized by acting-
out in such a way that he or she has
lost the control of the use of a psy-
cho-active substance. On an emo-
tional level this person “freezes” his
emotions and feels only a vague ten-
sion which is released through his
acting-out behaviour. On the cogni-
tive level there is a deep negative
attitude towards life which means
that he or she doesn’t believe to have
the right to exist and be succesfull
in life. Addicts have big difficulties
to give and to receive tenderness and
bonding, and therefore don’t have
long lasting intimate relationships.

From this NIP definition of drug ad-
diction it is easy to think that the
proper treatment for addicts will con-
sist of: first stop the acting-out, se-
condly teach the person to manage
his emotions and thirdly help him to

acquire positive attitudes towards
life. Emotional but also physical clo-
seness will be an important part of
the treatment.

C. Drug addiction:
How can it be treated?

1. Introduction

Neurotic drug addicts can be hel-
ped by outdoor treatment with indi-
vidual-, group- and/or system -
oriented psychotherapy. The diffi-
culty here is the control of the use
of the drug. For this reason urine-
control needs eventually to be part
of the treatment. Sometimes these
people also need a short or longer
hospitalization. This is the case when
they have almost no social networks
supporting them.

Drug addicts with a psychotic per-
sonality usually belong in psychia-
tric hospitals. But these hospitals so-
metimes have problems to control
their drug abuse or other ways of
acting out (violence for example),
and send these “difficult” clients to
the T.C. In fact the T.C. is not the
proper place for people with little
ego—strength because of the pene-
trating techniques that are used such
as confrontation, stress and intima-
cy. More and more exceptions are
made on this point, especially in the
case of borderline patients who are
getting a specific treatment in the
usual hierarchical structured T.C.
This new treatment has been elabo-
rated by people such as the Stauss
group here in Gronenbach. We’ll be
able to learn more about this during
this conference in a separate work-
shop.

In other places I heard about dis-
cussions about the proper “number”
or “kind” of borderline patients that
would be welcome in a regular T.G.
Janneke Coolen writes about a sta-
tement of Casriel who said that he
would allow maximum one border-
line patient in a group (Coolen, 1985,
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25). I remember a statement of Peter
Geerlings (in a NIAD-course of april
1991) saying that the “symbiotic”
(vervloeiende) but not the “compul-
sive-destructive” borderlines would
be welcome in a T.C. This because
of the big anxiousness that emerges
when intimacy or feelings of belon-
ging start o come.

The final treatment for the character
disordered drug addicts is usually the
hierarchically structured T.C. It may
take a long time before they get trea-
ted, because they’ll try to avoid it as
long as they can.

Only when social or personal pres-
sure and suffering is at its maximum,
and they sitill choose life, they will
come into the T.C. And many of them
will run away several times during
their treatment.

2. The bierarchically
structured T.C.

Most of you are familiar with the
work in a T.C. for addicts. And as I
told you in my introduction I shall
only try to tell you what seems es-
sential to me about this matter. For
more details I would like to refer you
to Kooyman'’s recent book, which is
a real manual about the T.C. (1993),
and also to my own writings (Mar-
tens, 1989, 1990 ¢, 1993).

For me a T.C. for drug addicts is a
kind of self-help community with a
rather strict supervision by a clinical
and/or by experience trained (ex-
addicts) staff. The treatment deals
with all the aspects (such as medi-
cal, psychological and social) of the
addiction problem in a well integra-
ted treatment consisting of socio-,
psycho-, body- and family therapy.
The most important acting-out be-
haviour is stopped at the beginning
of the therapeutic program by for-
bidding drugs, violence and sex with
each other.

The social reintegration of the ad-
dicts is programmed step by step,
first inside the T.C., later outside, until

the ex-resident is able to manage his
own life.

3.Nip in the TC.

Where does NIP appear in this T.C.?

First it has to be said that for addict
NIP was connected to the T.C. from
the very beginning as Casriel him-
self introduced it when he founded
Daytop. As he was not able to deve-
lop NIP in Daytop with the support
of his team, he left Daytop and star-
ted his own T.C. for addicts “ARE-
BA” where NIP-groups were part of
the therapeutic program.

Not only historically but also theo-
retically there is a strong tie between
T.C. and NIP. The implicit basic work
hypothesis of T.C.’s and NIP are iden-
tical, namely: stop the acting out and
teach them to deal with emotions and
attitudes. This is beautifully illustra-
ted in an outline by Johan Maertens
about “De twee T.G.’s” (in Dutch):
one “T.G.” standing for “T.C.” and
the other for “therapy group”. (cfr.
Figure n 1).

Personally I would complete the at-
titude of “I am good enough” with “I
have the right to exist and [ am good
enough the way I am”. (Maertens,
2D).

NIP-groups fit into the psychothera-
py-part of the T.C. The psychothe-
rapy of the T.C. is mainly group psy-
chotherapy. Only during the later
phases of the treatment, individual
psychotherapy is sometimes added.
The group therapy usually is the
encounter group, the so called “con-
frontation - encounter” wich was de-
veloped from the “Synanon-game”.
During these encounter groups the
residents of the T.C. confront each
other about their destructive beha-
viour here and now in the T.C. This
confrontation is very intense becau-
se of the yelling and the screaming.
If there is a connection with the past,
this is worked out in the here and
now situation. The objective is to
change the negative behaviour of the

confronted resident and make him
understand himself better. On the
otherhand, the objective is also the
full expression of emctions in the
people who are confronting others.
For more detailed information, I
would like to refer to Kooyman’s
very didactic writings (Kooyman,
1985, 168-169; 1993, 71-79).

The encounter groups are conside-
red to be the most important thera-
peutic tool of the T.C. Although they
have their limits. On the one hand,
it is necessary to limit the work in
these groups to the here and now
situation to be able to channel the
tensions and conflicts which emer-
ge from the very demanding com-
munity life, on from the other hand,
the techniques used are not suffi-
cient to allow a full emotional re-
lease if a connection is made with
the past. And here comes the im-
portance of the bonding-group. As
you know, NIP groups allow and
stimulate this emotional regression
to the past, not only to release, but,
also to work on emotional blocka-
des or traumatic experiences from
the past.

This working-on seems to be ne-
cessary to be able to start a2 new
life. If this is not done, the trauma-
tic experiences from the past can
go on having their destructive in-
fluence.

4. Advantages and disadvan-
tages(?) of NIP in the T.C.

Having NIP in the T.C. brings more
adventages than only giving the
opportunity for deep emotional
work.

An important advantage is the theo-
ry which is introduced with NIP.
This theory makes it explicit that a
complete treatment should take care
of behaviour and emotions and at-
titudes. The behaviour correction is
mostly done by the socio-therapy.
Emotional work happens mostly in
the encounter- and bonding groups.
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The cognitive change (insight and
changing basic attitudes) grows du-
ring the whole treatment but it is
especially trained during the last
period of the treatment connected
to the concrete social reintegration.
The theory of NIP is simple and easy
to use as a common language by staff
and residents.

A second advantage is that NIP of-
fers the possibility not only of emo-
tional but also physical closeness and
intimacy. This part of the treatment
would not be available in the T.C.
without the NIP-approach. And as
said before, this is very important to
help the residents build up a lasting
partner relationship in the future
(Kooyman, 1991, 89-99; 1993, 57).

The possibility to experience intima-
cy during the NIP-sessions also helps
the residents to touch each other and
hug outside the sessions. Hugging
can be a way of giving support to
someone in a difficult moment, and
at other times it is done just for fun.
In and outside the T.C. residents hold
hands or arms. The typical cool sub-
culture of addicts disappears: sho-
wing tears but also laughing is easier.

NIP as a theory and as a practice
shows the way to not only a “neu-
tral” but certainly a “pleasurable” life.
Addicts have a serious problem ta-
king in pleasure as they are afraid it
will soon disappear and that will hurt.
So, itis very good that the NIP points
clearly to that problem for them.

From the technical point of view,
NIP-sessions are very economic: lots
of people can work individual at the
same time. The used techniques of
bonding and screaming are also a
safe way to handle very intensive
emotions which would normally lead
to acting-out or leaving the T.C.

The weekly release of emotions cer-
tainly has a positive influence in time.
Violence and running away is less
frequent. As Johan Maertens writes:
“You eventually run away because

of a warm transference relationship,
but you certainly come back for it!”
(Maertens, 23).

Are there any disadvantages when
introducing NIP in the T.C.? I don’t
know if you can call it a disadvanta-
ge, but working with NIP asks a lot
from the staff of the T.C. First of all
at least two staffmembers have to go
through the process themselves and
they have to follow the training
which takes minimum 4 years. The
rest of the staff is expected to be
interested and emotionally open and
willing to hug once in a while. To
me this change for better is only an
advantage both for the residents and
the staff, but it asks a lot (from botht).
NIP cannot be used disconnected
from the rest of the therapeutic pro-
gram.

For this a good briefing and co-ope-
ration between the NIP-therapist and
the other members of the staff is
necessary. This integrated way of
working is especially important in the
treatment of addicts who would take
advantage of “any hole in the thera-
pynet to continue their escape” (Mar-
tens, 1993, 116-124). Doing all the
necessary to have a harmonious
team takes time and effort.

A limitation of NIP is that NIP is too
scary for residents who have just
come to the T.C. The contrast with
the way they handled emotions be-
fore their intake is to big. A waiting

period of at least 6 weeks is indica-
ted.

Another limitation of NIP is that it is
not useful for people with a weak
ego, at least when NIP is used in the
common way. The risk of getting lost
within their own emotions is too big.
We'll talk more about this further on.
Going on the mat together can be
problematic for residents who have
been sexually abused. The physical
contact can evoke the traumatic ex-
perience before they are prepared
to deal with it emotionally. Waiting
some time and giving them indivi-

dual psychotherapy can be a solu-
tion.

For some “tough” boys the physical
contact on the mat is not something
they want because they make the
association with homosexual expe-
riences. This, of course, is only a form
of resistance and can be worked with
as a resistance.

But NIP can also be abused by resi-
dents! In Deinze I already told you
the story of one of our residents who
was working on the mat with his fear
to be caught for his secret sexual
contacts with a female resident. But
he was doing this without telling
anybody what his fear was about!
Other boys and girls just try to make
fun together on the mat without al-
lowing any real intimacy. (Martens,
1986, 61-62). In this case it is very
important to teach the difference bet-
ween intimacy, sensuality and sex.

D. My personal
experience with NIP in
T.C. De Spiegel in
Brussels.

1. Introducing NIP

Shortly after I started to work in T.C.
De Spiegel in 1983, I started to talk
about introducing NIP into the T.C.
Together with another staffmember,
who was an ex-addict, we were con-
vinced by our personal experience
that NIP would bring the necessary
depth to our therapeutic program,
as it was originally thought out by
Casriel. My arguments were more or
less the ones I just mentioned. The
big doubt of my colleagues was
whether such a “strange” method
would not interfere with the other
very reality oriented parts of the the-
rapy. We decided that each staff-
member would check it with his per-
sonal experience and participate in
an NIP-workshop. This happened
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during the spring of 1984 and the
experience was mainly positive. So
we decided to introduce NIP and I
went on with my training.

The question remained how we
would bring the residents to use NIP.
We finally saw an opportunity du-
ring a crisis we had that summer.
We had to discharge several resi-
dents for a while because of drug
abuse. When they decided to re-
enter we took advantage of the si-
tuation to ask “more” of them. From
now on they were expected to ex-
press their feelings during groupses-
sions by screaming and hitting ma-
tresses. We were making go-
arounds, holding hands screaming
and making eye-contact as it is used
in our usual attitude groups. At the
same time we gave them seminars
about the NIP-theory. But we still
didn’t dare to use the groupscream
or propose the full body contact and
work on the mat. This finally hap-
pend during a five day marathon in
February 1985 which was started and
supervised by Alix Kremer. Since
that time we have been doing our
weekly 3-hour session in the fami-
liar way.

As we have only a small T.C. with
about 13 residents, we thought we
would need all of them to have
reasonably good dynamics in the
NIP-group. As you can imagine this
was very scary to young residents.
We respected their fear and hand-
led it by asking them to participate
only at a behaviour level: be there,
look, listen, eventually start to
scream and touch. They were en-
couraged to express their fear, res-
pect it and demarcate their limits.

In the beginning borderline residents
were accepted in the NIP-groups.
They were mostly doing some ego-
strengthening work by practising
positive attitudes. I'll say more about
this later in my lecture.

To avoid that the NIP would beco-
me an isolated part of the treatment,
great care was to take brief the other

staffmembers before and after the
NIP-sessions. Staffmembers who
didn’t have a training had their turn
as a co-therapist. Their role was to
observe, take notes and assist the the-
rapist if necessary (for instance to go
afer a resident who leaves the group
during confrontation). My main pre-
occupation, though, was that all staf-
fmembers would know what was
going on during the NIP-sessions and
that they would be able to follow
the emotional process of the resi-
dents.

2. Evolution and situation today

As the years went by my attention
was drawn to what I would call the
average NIP-process of the addicts
in our T.C. This was definitely diffe-
rent from my experience with neu-
rotic people in my private practice.

In the T.C. the resistance to express
and release emotions is much big-
ger. For this reason, my interventions
are more active, directive and some-
times provocative. In a way they are
simular to my interventions in an
encounter group. But in the NIP-
group I show more interest for the
inner-world, the “difficult” or better
“painful” emotions, I also ask for con-
nections with important persons from
their past. Sometimes I stimulate the
regression-atmosphere with my low
voice and caresses.

I noticed that one can recognize a
certain chronology in the emotional
work of the residents. Most male re-
sidents first dare to let out their an-
ger. They already know this from the
haircuts and the encounter groups.
They experience it as a real relief to
be able to release this anger fully
and use for this not only their voice
but also their body by hitting the ma-
tress or doing an anger-attack. Fe-
male residents usually first start to
express their pain and have big dif-
ficulties to do so with anger.

For the character disordered male,
pain comes second, if it comes at all,

because this is very hard for them.
It usually happens after a few months
in the context of their clean but pain-
ful contacts with the outside world.
Seeing back the family and the rests
of their junklife (social isolation,
debts, juridical problems) brings up
the pain about what is and what was
missing in their lives.

At that moment the emotional regres-
sion to the infant-period may hap-
pen.

Fear is always there during the whole
process but it is stronger at the be-
ginning and at the end of the pro-
gram. In the beginning it is the fear
for emotions and the loss of control.
At the end it is a deep fear coming
from their negative attitude.about the
right to exist. This appears when they
are trying to build a new life for
themselves: getting a job, finding a
house, eventually having a partner.

The emotions of pleasure and love
are the real tough ones to work with.
This work only happens a couple of
times at the end of the therapy buta
year of therapy usually is too short
to benefit from this last part. There
is a lot of fear to allow these emo-
tions because they are expected to
disappear quickly, and missing them
will hurt. Negative emotions are
more familiar and safe for addicts
anyway.

Through my observation of our re-
sidents in NIP groups I also noticed
a different process in two catego-
ries of psycho-pathology namely the
anti-social and the borderline resi-
dents.

First the anti-social ones. These re-
sidents have a lot of resistance be-
cause of their fear of loss of control
and more specifically for their own
aggression. It is important to help
them understand the difference bet-
ween aggression (against the other)
and anger (with themselves) and in-
vite them to have enough faith to
express their anger in a direct way
without violence.
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Hitting matresses and screaming ma-
kes it easier for them to make the
evolution from an expression only
“via the body” to an expression only
“via the emotion”. The next step is
letting out the pain and this is very
hard but very important for a positi-
ve prognosis. Their pain is the pain
from early deprivation or rejection in
their childhood. They experience the
same pain in their conflictuous rela-
tionships with figures of authority and
society. This turning point happens
about the sixth month of their stay in
the T.C. There is usually an emotio-
nal break-through or a splitting away
from the T.C. at that time.

If they come to the end of the one
year treatment they usually have to
fight with their paranoid attitudes.
They are convinced that there is no
place for them in society. It is true
that most of them have to deal with
big debts to pay or even the possibi-
lity to have to go back to jail.

With the borderline residents, on the
contrary, emotions come very easily
on the mat. But soon you will realize
that they don't really work on/
through their emotions. They don't
experience any relief as they go on
release and they feel disappointed.
There is no regression. Some of them
get panic stricken by fear.

To me the only meaningful thing to
do is to let them work with ego
strenghtening attitudes such as: “I am
I” and “I can control myself”. Later
we decided to give them individual
psychotherapy instead of bonding.

Hundelgemsesteenweg 1
9820 Merelbeke - Belgium
Tel ** 32 9 231 54 45

Fax ** 32 9 231 67 15
Thank you.

This is more helpful for them and it
saves me a lot of preoccupation du-
ring the NIP-session.

As time went by we also decided
not to allow the younger residents
to the NIP-session during the first
six weeks of their stay. I found that
they were taking much of my ener-
gy at the cost of the ones who could
benefit better from it. The result is a
smaller but better working group.
And as lately the average occupa-
tion level of our T.C. is better than
it used to be, the NIP group actual-
ly has 10 to 12 members.

3. Specials!

Special for our T.C. was that for
years the NIP-session came after a
body-therapy session of one hour
by a trained therapist. The goal of
this therapy was to make the resi-
dents more conscious of their body
and teach them how to relax. This
was considered to be a good pre-
paration for the NIP-session. This is
not done any more because the the-
rapist has been given another task
in the T.C.

Instead we do dynamic meditations
now and then, just before the NIP-
session. The residents generally love
it except for the anti-social ones who
do not like to lose control once their
eyes are blindfolded. The “Hoo”-me-
ditation seems to make the residents
express anger and the “Kundalini”
lo express pain.

Our very special experience consists

A therapist is looking for information on existing literature and practice with bonding and NIP
with respect to palliative care and the treatment of cancer patients.

Please send your information to the
ILS.N.IP. - International Office

p/a De Sleutel - Greet Coutuer

of two NIP-marathons we did toge-
ther with the residents of another
T.C. Twice in 1990 we had a two-
day marathon together with the re-
sidents of T.C. “De Sleutel” in Gent.
This marathon was directed by the
two NIP-therapists of both T.C.’s
They were already familiar with each
others work outside the T.C. The
advantage was that we were able to
work with a much bigger group of
people who did not live together.
We thought this could be an oppor-
tunity for a bigger variety of the in-
put, that it would provide more pos-
sibilities for confrontation and pro-
jection and interesting group dyna-
mics. Our hypothesis was confirmed.
The marathons were very producti-
ve. The residents were really surpri-
sed to see that they could trust “stran-
gers” and be open with them.
Important confrontations and emo-
tional break-troughs took placé. The
impact of the standing-up attitude
group with 25 residents was very
powerfull for the ones who were
practising positive attitudes in the
middle of the circle. At the end the-
re was an exceptionally warm and
loving atmosphere.

E. General conclusion

My general conclusion to this rather
long lecture can be very short: just
use NIP in the T.C. for addicts! It's
interesting and very useful!
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Boardmeeting 7

Mcirch 1994

Present;Jeff Gordon, Fiede Ingwersen, Martien Kooyman, Carlo Kreiner,
Inger Jobansson, Bo Goran Gustafsson, Thomas Renz and Joban Maertens

The board voted unanimously for following items

1.1.

1.2.

The International Casriel Institute
Data for 1995

February 20-24

April 24-28

June 12-16

September 25-29

November 20-24

As the September dates coincided with the International Conference, the dates of the work
shop were changed to 4-8 September 1995..

Program

There is shift in the program due to the cancelling of the 1rst workshop.
As a result, the June workshop becomes the first workshop.

The complete program is published on page ...

Alterations in the bylaws

These alterations will be published at least 60 days before the International Conference
- cfr. the bylaws - where a general voting on the changes will be organized.

Agenda Teaching Fellow meeting April 1994

See report Teaching Fellow Meeting page ...

Planning 1995

A location for the 1997 edition of the International Conference in Europe is not planned
yet. The board suggested the Netherlands, but nothing has been decided definitely.
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BONDING IN A
THERAPEUTIC
COMMUNITY

1. History

Possibilities and restrictions of bonding, a psychotherapeutic method
in the therapeutic community (TC) De Sleutel
Observations of 15 years of group monitoring.

Lecture on the occasion of the 6th 1.S.N.LP. conference in San Felice -
Italy. Adapted and elaborated for the 8th 1.S.N.LP. conference at
Gronenbach (Germany) - September 1993. To be published in “Psychia-
trie en Verpleegkunde” (Psychiatry and Nursing).

Magda Baukeland, psychotherapist, co-founder of De Sleutel and at
present instructor and supervisor of the staff

2. The population

DeSleutel (The Key) is a TC (therapeutic community) for drug addicts situated near
Gbhent (in the Flemish part of Belgium). The TC developed from the activities of the
student group Y.A.C. (Youth Advice Cenire) in 1973 as, at the time, drug addicts
were refused in psychiatric hospitals.

Towards the end of the sixties and the beginning of the seventies, we as students
believed in an alternative treatment for drug addicis. We rented a farm in the
countryside where addicts could live together in drug-free surroundings. The therapy
was based on the democratical and non-directive concept of M. Jones. The group
therapy we used was the client-centred therapy of C. Rogers. Regularly there were
crises caused by acting out, fits of aggression and suicide attempts. The group therapy
was manipulated by the informal leaders, the most dominant residents, ...

We were disappointed and looking for new models of treatment when we came into
contact with the Day-top model in the Netherlands. After a period of training and
supervision we started with a structured TC in 1977. Three times a week an encovnter
session of two hours was organized based on abreaction or release techniques. Through
the confrontation with manifest negative bebaviour, often in an aggressive manner,
residents grew closer to one another, opened up and listened to each other! The
treatment was focused on their bebaviour, ontheir addiction related problems. The
treatment was a success. The TC had a rigid structure, rules and regulations and it
was free of drugs.

Residents were capable of taking more responsibility, they confronted each otber,
became more bonest, more mature.

Not only the fact that some members of our staff were trained in client-centred
psychothberapy, but also our own experience and clinical observations taught us that
addiction is a symptom which points to the presence of problems on a deeper level.
We started looking for an adapted therapy method.

Ata conference in Rome in 1978, we met Dan Casriel where be led a workshop about
N.IP.(New Identity Process). We were entbusiastic and invited the Swedish teaching
Sellow I. Arn to our TC. After theoretical and practical training, westaried in 1979
with NIP in our TC. A year later, four staff members went to A.R.E.B.A (New York) for
further training in this process. Since then, the application and the frequency of the
application of the process changed regularly. The motivation was the study of the
population of the TC.

2.1 Number

-A capacity of 15 beds - sometimes
we had 18 to 20 residents

-75% were male and 25% female
-The average age was 25 to 27 years
-The residents were detoxificated
when entering into the TC.

2.2. The Symptoms

Addiction:

- alcohol

- illegal drugs

- medication

Sometimes we had more alcohol
problems than drug related pro-
blems, less medication problems.
During these last five years, the drug
problems are on the increase.

23. The Personality

In addition to their addiction pro-
blems, many have psychiatric pro-
blems. In some American studies (Mc
Lellan) research was carried out on
drug addicts proving that 80% of the
research population had encounte-
red at least ONCE in their life psy-
chiatric problems BEFORE their drug
dependence became apparent.
Psychiatric disorders can be a result
of drug using but psycho pathology
is a risk factor for addiction.
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We have also found that alcohol
abuse and affection disorders fre-
quently go together to diminish pain.
Five years ago we investigated 50
patients using the D.I.S. (Diagnostic
Interview Schedule). The study las-
ted one year. We recorded a high
percentage of affection disorders
among drug and alcohol addicts. 70%
of the alcohol addicts showed affec-
tion disorders before their patholo-
gical use. Among drug addicts, we
noted a high percentage of sexual
disturbances.

For the personality disorders we used
the classification schedule of Millon.
The conclusion of the investigation
was that 60% of the alcohol addicts
had an A.S.P. (anti-social-personali-
ty) and 40% a dependent personali-
ty. Of the drug addicts 70% had an
AS.P., 50% a histrionic personality
and 40% a dependent personality.
The high percentage of A.S.P. can
be explained by the behaviour cri-
teria for A.S.P. in D.S.M. IIl R.

For the identity level the system of
Kernberg was used.

1. defence system: primitive - pro-
jection - self-destructive behaviour
- low self-esteem - narcissistic

2. reality testing: aimed at imme-
diate fulfilment of their needs

3. identity integration: weak ego
- dependent personality

4. object - relations: feelings of de-
pression - fear of losing the love of
people fear of attachment

Starting out from his psychoanalytic
background Casriel taught us that an
addict has a defective guilt mecha-
nism. The absent parent is not fulfil-
ling needs and as a result the reac-
tion is : I don’t have needs anymo-
re. The ego becomes weak, the con-
trol system is weak and the beha-
viour is anti-social. The addict only
loves himself (narcissism).

The two most important defence
systems are fight or flight. In these
people Casriel found a third defen-

ce system which is to freeze, to wit-
hdraw like a turtle. To withdraw wit-
hin themselves from the pain of rea-
lity which becomes the only way to
survive. This primitive defence sys-
tem works well at the beginning but
becomes dangerous afterwards.

That is the reason why an addict has
no inner motivation to change. He
does not feel the pain. He is not like
a neurotic who feels the pain of a

bad tooth.

24. Conclusion

The population of a TC for addicts
like De Sleutel in Ghent is made up
of a group of young people with, in
addition to the problems caused by
their addiction, a high percentage of
affection disorders and sexual pro-
blems as well as a personality which
is mainly anti-social (non-conformist)
and dependent.

3. The Treatment

To treat these people one needs a
residential place in which the resi-
dents and the therapists can live to-
gether. De Sleutel is a community
for 15 to 20 people, living together
24 hours a day. All activities are done
in group.

The rules are as follows :

-general rules: no drugs - no aggres-
sion - no sexual relations

-house rules: no isolation, grow or
go ...

There is a hierarchic structure based
on a Daytop model:

three groups made up of residents,
a person responsible for each group
and the co-ordinator.

They work, eat and play together. It
is a community run on the basis of
self-help with a staff who supervi-
ses.

Many therapeutic systems and games
are used to train the residents. The
games are based on five basic va-
lues: responsibility - honesty -

friendship - respect -authenticity.

The basic frame is a holistic huma-
nitarian concept (vision)

1. everybody can grow

2. we are not born with aggression,
with guilt

3. we need other people to grow,
not a supernatural power

3.1 The program

TC: +/- 1 year

re-entry: +/- 1 year: residential pha-
se: 6 months, non-residential phase:
6 months

IC

1st phase: the aim is -to work on
behaviour: to learn to observe the
rules - to learn to handle conflict -
to control impulses

If they can do this, they start to have
deeper feelings.

2nd phase: the aim is - to understand
themselves better -to have a cogniti-
ve insight into their personal systems,
psycho dynamic relations -
family systems - to take more res-
ponsibility - to interact with other
residents - to become more socially-
minded

3rd phase: the aim is - to be them-
selves, to make plans for the future,
to make new friends, to develop a
social conscience -to assume more
responsibility in the TC, to be a mo-
del for new residents -to integrate
new values - to prepare for re-entry

Re-entry
- residential phase: 6 months
- non-residential phase: 6 months

32 Therapy

Since De Sleutel came into being,
there has been a serious evolution
in the psychotherapy model.

3.2.1.Between 1975 and 1977 the
client-centred therapy (C. Rogers)
was used (3 x a week). This method
was not really adapted to the popu-
lation as already explained.
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3.2.2.In 1977 we were trained in
encounter techniques in accordan-
ce with the Synanon model : a lot
of provocation, people aggressively
confronting each other (cfr. Daytop-
system).

The encounters mirrored the tension
within the TC and the personal ten-
sion of the residents brought them
together. The TC became more se-
cure and closer. Per group there
were two-hour sessions three times
a week. In the first phase the TC
worked on the level of the persona-
lity : rules, standards, values, defen-
ce systems ...

The confrontation with their beha-
viour : dependent people became
more aware of their weak ego. The
structure and hierarchic model in
which residents who had been in
therapy for a longer period act as
role models, gave them the possibi-
lity to identify. The caring and warm
feelings opened them up and they
tried to trust people again.
Residents became once again capa-
ble of friendship, stopped loving
themselves and tried to make friends.
As psychotherapists, we were not
always happy with these provocati-
ve and hostile confrontation techni-
ques, because to us they often see-
med very destructive. We also be-
lieved that the deeper problems of
these primitive defence systems had
to be solved.

One part of the population did not
always feel happy either with the
methods used and from our obser-
vations we knew that a lot of them
never opened up and that some of
them guarded their feelings as if
against danger.

From dr. Casriel we learned the new
identity process (NIP) and brought
it into our programime.

3.2.3.For about two years we dis-
cussed the introduction of the NIP
group (place - frequency) into the
hierarchic model.

After the training (4 staff members)
we were so enthusiastic that we stop-

ped the encounters and replaced
them by 3 NIP groups of 3 hours a
week. After 6 months there was too
much aggressive acting out and so
many daily conflicts that we did not
have time for own psycho-dynamic
processes.

The conclusion was 1 encounter
group and 2 NIP groups; much later
2 encounters and 1 NIP group and 1
minithon every month or a marathon
every 2 months.

The schedule for the last 5 years has
been as follows :

1 NIP session of 3 hours a week with
1 therapist and a group of 10 to 12
residents. A minithon (8 hours of
therapy) every month led by 2 the-
rapists or a marathon of 2 to 3 days
(20 to 24 hours of therapy) with 2
therapists.

One needs a minimum of 2 thera-
pists (1 man and a woman) for a
group of 12 participants (with a mi-
nimum of 10) in a large room or in 2
adjoining rooms. If one does a ma-
rathon of 2 to 3 days, it is necessary
to involve all staff members.

In addition to the therapist, the other
staff members can organize other
activities such as dancing, creative
activities, relaxation sessions, sport
etc...

My 15 years of experience with NIP
in a TC with this particular popula-
tion has convinced me that this com-
bination is the most obvious one.

3.2.4. When to start with NIP in the
programme !l

With this kind of population charac-
terized by their obvious primitive
defence systems and the high per-
centage of non-conformist beha-
viour, it is opportune to start by con-
fronting them with their behaviour
which is also the target of the first
phase.

Keeping this in mind it is better for
the residents to start with the NIP
groups after having spent some
months in the TC (about 3 months).
In the encounters they learn to
abreact their tensions, their aggres-

sion. They learn to talk about their
feelings, their ideas, their needs. They
are confronted by their peer-resi-
dents. In this way, they begin to rea-
lize a hidden agenda, a blind part of
their awareness, which is necessary
before starting the NIP group.

The procedure to become part of the
NIP-group consists of writing a re-
port to the therapist. The therapist
and resident then make an appoint-
ment to talk about motivation. The
result is discussed during the clinical
staff meetings.

The criteria to participate in an NIP
group are:

- the resident starts to have some
feelings: anger, fear, pleasure, pain,
love

- the resident feels more responsibi-
lity for himself, his feelings and his
behaviour, he can stop his projec-
tions

- the resident starts introspection

- the resident is ready to work on
deeper emotions, the deep-seated
motives of his addiction, his problems
- the resident controls his acting out
-the resident has spent some time in
the TC (at least one month)

The NIP group is part of the pro-
gram which means that every resi-
dent becomes part of this group at
some point in time. The exact mo-
ment of participation is determined
in accordance with the resident and
in keeping with the criteria.

In the early days we let the residents
decide for themselves when they
were ready to participate in the NIP
group, but we soon realized that they
were not really capable to take this
decision. It would be like giving them
the chance to decide whether or not
to participate in the encounters. So
we decided that NIP would be a part
of the whole programme.

The question is whether NIP thera-
py is always the right answer for
every resident?

Sometimes we noticed that a resident
needed individual therapy on top of
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his participation in the NIP group.
The NIP therapist took care of these
individual appointments. This led to
good results for the resident, but the-
se individual sessions had a bad ef-
fect on group dynamics.

It is my opinion that individual sup-
port can be given by their personal
staff member.

3.2.5 How can we work psycho-the-
rapeutically with people with a pri-
mary defence system?

According to me the TC is the basis.
The NIP therapy only works with this
population as a result of the structu-
re and the whole hierarchic model.
I will now describe a working group
and some of the techniques used.
Residents in a TC use these techni-
ques on a level differs from the one
used by people in an out-patient
group.

The session starts with a group dis-
cussion. Each member of the group
talks for some minutes about how
he/she feels, what he/she wants to
work on in the group, who he/she
wants to work with and how he/she
realized what was decided at the last
meeting.Everybody sits down on
mats and holds hands. The therapist
also talks about his/her feelings.

Group scream: everybody stands up,
joins hands, breathes deeply and
screams together (Aaaaaaaaa). Then
every resident chooses a partner to
work with on the mat.

At the beginning of the therapy (the
first period: some weeks, some
months) residents have difficulties
talking about their feelings. They will
say : “I don’t know how to feel, I
don’t know what I feel, I don't feel
anything.” It is as if their feelings are
atrophied. Sometimes they cannot
express what it is they feel (alexy-
themia). The therapist or other resi-
dents have to tell the resident what
he feels. This happens by means of
trial and error e.g.

A > screams A > no

F > screams F > yes

in this way an intrinsic frame of re-
ference is constructed.

Everybody is on the mats doing a
bonding exercise. One resident is
down on the mat and another resi-
dent is on top of him/her and they
hold each other. The one who lies
on the mat is working. The other
one is the teddy bear (the helping
person). Bonding is to be physical-
ly and emotionally open.

The residents of a TC are really af-
raid to do this exercise. Naturally
everybody who starts with NIP is
afraid to do bonding, but residents
in the first period (second and third
month) are taking less responsibili-
ty. They clearly demonstrate their
aversion.

They talk, laugh, sleep, try to sedu-
ce each other... they have problems
to do the exercise correctly. The
therapist has to follow them step by
step sometimes feeling like a poli-
ceman. One has to push them, to
support and trust them, to help them
to break through their resistance
because they are very much afraid
and have little contact with their
basic feelings.

Emotions of pain, pleasure and an-
ger are ego-dystoon (they are not
part of them). The therapist's expec-
tations should not be too high es-
pecially if one is used to work with
an out-patient group or if one com-
pares with the training group. The
therapist must be aware of his/her
counter-transfer : ‘they don’t want
to work or to feel, they don't like
me...

After some months (depending on
the residents), they start to take it
more seriously because they start to
feel and to experience their emo-
tions.

Residents who have been confron-
ted with incest or who have been
sexually abused constitute a speci-
fic problem. Bonding exercises will
often be identified with sexuality
which is why some residents may
ask to bond only with a woman ...

We agree with this and monitor their
process. Sometimes we suggest to do
a nurturing exercise (a mother and
child exercise) because the position
of the exercise is less related to
sexuality.

Scream exercises:

During all these exercises we use the
scream as a pre-verbal manner in
which to express feelings. We often
say a lot more in this way than by
using words. Especially for this po-
pulation, the scream AAAAA growing
in volume can produce feelings.

At this stage of the therapy it can be
observed that there is only a scream,
not a content (only music, no
meaning/words). The scream is also
more aggressively abreacted. This
comes from the encounter group
where the abreaction technique is
used.

The therapist has to teach them to
have feelings connected with the
scream. As an outsider one is in a
better position to hear whether the
scream contains feelings. By provi-
ding feedback the therapist can help
them to identify these feelings and
to support them to continue.

The first feelings are usually ‘Anger’
and ‘Pain’. ‘Fear’ comes later. ‘Pleasu-
re’ and ‘Love’ are difficult to feel.
‘Love’ is often connected to sexuali-
ty, ‘Pleasure’ is generally ‘act as if’
pleasure.

Attitude training:

After the individual work on the
mats, the residents form a circle.
Those who want to work tell the the-
rapist that they want to do an exer-
cise.

Attitudes are the individual cogniti-
ve process of someone. To work on
attitudes, one has to withdraw into
oneself to come into contact with
what one is feeling. During the first
months of the therapy, the therapist
has to specify the attitude as the re-
sident is not as yet able to do so.
Later on the residents know their
programme and they are more open
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and able to identify the attitudes and
to alter them from negative to posi-
tive attitudes (e.g. ‘T'm not good en-
ough’ becomes ‘I am good enough”.

Confrontation techniques:

In the circle, residents can confront
each other not by saying things that
hurt, but by expressing their feelings.
For instance they can say “you make
me angry” instead of “you’re an
asshole!”.

The difference between the NIP
group and the confrontation-encoun-
ter-groups is a serious problem. So-
metimes residents refuse to take res-
ponsibility for their own feelings and
they want to hurt someone else.

As a therapist it is necessary to be a
firm leader in order to avoid feelings
of insecurity.

After the exercises the group mem-
bers sit together, form a circle and
they end with a final group discus-
sion. Everybody tries to formulate a
resolve for the next session. A resol-
ve might be : ‘the next time I want
to work some more on my anger, or
I intend to hug 5 times a day with 5
different persons, ...".

Afterwards everybody hugs everybo-
dy, the therapist included. That is the
end of the session.

It is my experience that in a TC a
rigid timetable is necessary, for in-
stance

30’: initial group discussion

2 hours: emotional work

30': final group discussion and hugs
In an out-patient group one can
freely mix the steps of the process.
In a TC a rigid structure is preferred.

EDITORIAL

For the ISNIP Newsletter num-
ber 4 1994 all chapter informa-
tion and articles can be send to

Seminars:

It is instructive to introduce theore-
tical information about the process,
emotions, attitudes, defence-systems
and the formation and development
of identity. I prefer to do this before
the session or at the beginning of
the session.

The therapeutic relation:

The position of the therapist is im-
portant. Casriel taught us about peer-
transfer relations and authoritarian
relations.

In my experience, a peer relation is
not possible. One can achieve it in
an adult out-patient group. Someti-
mes the therapist has to be very di-
rective and limit the abreact exerci-
ses. It is important for the residents
that the therapist is also a human
being with his or her own feelings
and problems. To build up a rela-
tion of trust it is important that the
therapist also speaks about his or
her personal feelings, experiences
and to let the others know when one
is touched by a strong feeling. Dare
to show it !

The residents are characterized by
two basic attitudes :

1. A distrust of the therapist. They
will test you to see whether you are
willing to listen to their stories,
whether you won't laugh at them,
whether you take them seriously, ...
There is a lot of manipulation.

2. They trust you too much. Resi-
dents are too open, they tell you
their stories immediately, but they
expect an instant solution from you
> they want a symbiotic relation-

the International Office before:
November 5th to:

ISNIP - International Office
p-a. De Sleutel - Greet Coutuer
Hundelgemsesteenweg
B-9820 Merelbeke - Belgium
Tel.: +/32/9/231.54.45

Fax: +/32/9/231.67.15

ship.

The two basic pitfalls for the thera-
pists are :

1. Strong feelings of negative coun-
ter-transfer when residents are not
open enough.

2. Too strong a counter-transfer be-
cause deep down there is a huge
cry for help > take away my pain,
my suffering. The therapist is con-
fronted with stories which can be
very traumatic.

For NIP the therapist needs a lot of
energy and training. This powerful
method requires therapists to be well
trained in fundamental attitudes such
as honesty, truthfulness and uncon-
ditional positive acceptation of the
clients (do not judge them even if
they have committed crimes).

4. Conclusion

What is the influence of NIP on a TC?

Our experience has led us to belie-
ve that residents stay longer in a TC.
If they run away they generally come
back for the closeness, the bonding
(if they really feel it), the atmosphe-
re in the group because it is less hard
and warmer, more open and less
manipulating.

NIP is the place in the programme
which can be compared with the
uterus of the TC.

Residents can show their emotions
and try to become themselves. They
are born again and it brings them in
real contact with other human

beings.

Please

If possible supply your articles
ona 35 inch disk realised with
a current word processing pro-
gram (MS Word, MS Works,
WordPerfect, eventually on
Macintosh disk)
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Response to our questionnaire

We bave received 22 answers which is 15% of the 150 members of the 1993
membersbiplist. We’ve bad a very good response from Sweden, the Flemisb/Dutch so-
ciety and very little reaction from Italy, the USA and Portugal.

Hereby we want to share some of the results with you. We hope to be more succesful with our
next questionnaire in 1995 (March - ApriD).

- 22% of our members (who answered) work in institutes with N.IP.

- 54% work in their own private practices

- 22% are trainees

- from the therapisis 23% bave bad personal experience with N.LP. during the year 1993
- 50% from the respondents attented the international conference in Gronenbach - 30% will
participate in the conference in Washington in 1995.

A few members wrote some articles which were published outside the Newsletter :

- Juul de Klerk Roscam - Abbing (NL)

1. Paper presented at the First World Conference of the International Society for Traumatic Stress
Studies, June 21-26 1992, Amsterdam

“1 exist and I own myself” Treatment in N.I.P. grouppsychotherapy of a female patient, who was
sexually abused in the latency stage.

2. Article “The Casriel Method” published in “Handboek Groeps-psychotherapie”, pages 1-34,
January 1994

- Martien Kooyman (NL)
Short description of the use of N.LP. in a therapeutic community for addicts in “Therapeutic
Community for Addicts Intimacy, ... and Treatment ... 1993

On the scientific level, Swedish members report some improvement with MS patiénts and
mention that a report is possible in 1995/1996.

We already have eight Teaching Fellows who enlisted for the Teaching Fellow Meeting in Bogeve
ICI at 28-29-30 April 1995: Peter Geerlings, Asa L66f, Inger Johansson, Gunvar Gustavsson,
Fiede Ingwersen, Martien Kooyman, Magda Baukeland and Johan Maertens.

We know at least of 4 others who will participate in our work, N.I.P. experience and playing. I
especially invite our US friends to join if possible or to send at least some representatives.

Johan Maertens and the International Office
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Michel Oppl is organizing a weekend seminar at his clinic for
November dealing with the therapeutic uses of attachment theory
and research. The seminar will be co-sponsored by the DGNIP
(German Chapter for New Identity Process).

Simultanious translation will be provided for.

Date: 19 - 20 November 1994

Place: Klinik Bad Herrenalb
Fachklinik fiir psychosomatische Medizin
Kurpromenade 42
76338 Bad Herrenalb
Germany

Information / registration : telephone ** 49 7083 509 0
Herr Deutsch

oY
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