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Opening Frame 

 

Most of what we do clinically is describe. 

We name patterns. We explain attachment. We interpret behavior. What we don't always 
have access to is the moment itself. 

What it actually feels like in the body when connection activates something unresolved. 
When the nervous system mobilizes before the conscious mind has language for what just 
happened. 

So what I'm going to do today is different from a traditional case presentation. 

I'm going to walk you through attachment activation as a dialogue — two parts of the same 
internal system: 

 

CLIENT — the activated, pattern-driven self. The part that learned early that love comes 
with a cost. 
THERAPIST — the regulated, attuned, observing self. The part that can stay present with 
the body's signal without immediately fusing with it. 

 

As you listen, I want you to track something in yourself. Not just the content — where you 
feel something shift. Where you agree. Where you resist. Where your own nervous system 
responds. 

That's part of the work too. 

 

 



Section 1  The First Alarm 
 

THERAPIST Stay here for a moment. Something just shifted. I could see it. 

 

CLIENT Yeah. I don't even know what happened. We were fine and then something 
changed and now I just feel like something is wrong. 

 

THERAPIST What does "wrong" feel like right now? Not what it means — what does it feel 
like? 

 

CLIENT Tight. Like something is bracing. My chest. And my thoughts start racing — I'm 
already trying to figure out what I did. 

 

THERAPIST So the feeling came before the story. 

 

CLIENT Always. The feeling comes first and my brain immediately tries to fix it. 

 

THERAPIST That makes sense. The body sends the alarm and the mind treats it as an 
emergency broadcast. But notice — you're already in interpretation. You've 
already moved past the sensation. 

 

CLIENT Is that wrong? 

 

THERAPIST It's protective. It's also what keeps you from actually knowing what's 
happening. When you jump to what you did wrong, you leave the body behind. 

 

Clinical Frame — The First Alarm 
This is the moment most clients move past too quickly. 
There is a shift in the body before there is a story. Before meaning is assigned, before 
blame is distributed, before the mind begins its urgent problem-solving — there is a 
sensation. 
What typically happens is this: 
What we are slowing down is: 
The goal is not to prevent interpretation forever. It's to create enough space between signal 
and meaning that the person can actually experience what they're experiencing — before 
they act on a story that may have more to do with the past than the present. 

sensation → interpretation → reaction 



sensation → awareness 

 

 



Section 2  The Relational Template 
 

THERAPIST When did you first learn that love came with that kind of bracing? 

 

CLIENT My brother. Early. I can't even remember a time before it. 

 

THERAPIST What did you learn in that relationship about how love works? 

 

CLIENT That it hurts. That you endure. That if you want to stay connected, you absorb 
things you shouldn't have to absorb. 

 

THERAPIST And the love was still there. 

 

CLIENT That's the thing. It was real. The connection was real. And the harm was also 
real. Both at the same time. 

 

THERAPIST So the body learned to hold both at once. 

 

CLIENT Yeah. I guess it did. I never thought about it that way. I always thought I was 
just bad at relationships. 

 

THERAPIST You're not bad at relationships. You learned a very specific relationship 
between love and pain. That learning made sense where it happened. The 
problem is the body doesn't automatically update when the context changes. 

 

Clinical Frame — The Relational Template 
This is not simply memory. This is encoding. 
When love is consistently introduced inside a system where harm is also present, the body 
begins to associate the two. It doesn't have the cognitive capacity to separate them cleanly 
— especially in childhood, especially when the attachment figure is also the source of 
harm. 
What gets internalized is a rule — not a conscious belief the person holds, but an 
expectation the nervous system carries. An anticipatory set. A default posture toward 
intimacy. 
So when connection activates, the nervous system doesn't settle. It mobilizes. Not because 
something is wrong in the present moment, but because the body is already running the old 
protocol. 

Love = endurance 



Closeness = cost 
Belonging = self-abandonment 

 

 



Section 3  What the Body Knows 
 

THERAPIST Let's go back to what you described. The tightening. The racing. The urgency 
to act. How long have you been living with that? 

 

CLIENT I thought it was just anxiety. Like a personality trait. 

 

THERAPIST It's a nervous system response. There's a difference. Anxiety as a trait implies 
something fixed about you. What you're describing is an adaptive response 
that learned when to show up. It's showing up now because connection 
triggered it. 

 

CLIENT But nothing bad has happened yet. 

 

THERAPIST That's the crucial thing. Something familiar happened. Not necessarily 
dangerous. Familiar. The body doesn't always distinguish. 

 

CLIENT So it's already preparing for something that might not even come. 

 

THERAPIST Preparing, scanning, mobilizing. The nervous system is extremely good at 
pattern recognition. It's doing exactly what it was trained to do. 

 

CLIENT How do I make it stop? 

 

THERAPIST We're not going to make it stop. We're going to change your relationship to 
it. 

 

Clinical Frame — Sympathetic Activation 
What we're seeing here is a sympathetic activation pattern in an attachment context. 
This is frequently misinterpreted — by the client and sometimes by the clinician — as 
evidence of a problem in the relationship. Clinically, it is evidence of an internal template 
running. 
The external relationship may be fine. The internal anticipatory system may be firing 
anyway — because it learned to fire at this level of closeness, this degree of vulnerability, 
this particular kind of proximity. 
The invitation is not to suppress the response. It's to bring it into awareness so it can be 
metabolized rather than acted on. 

Urgency 



Scanning for threat 
Anticipatory mobilization 
Pressure to act, resolve, repair 

 

 



Section 4  Fusion of Love and Pain 
 

THERAPIST I want to go deeper into something. When you were with your brother — 
before the harm would happen, before the difficult moments — what was the 
feeling in your body? 

 

CLIENT Already braced. Already tight. 

 

THERAPIST And then sometimes something would shift. He'd be kind for a moment. Or 
things would calm down. 

 

CLIENT Yeah. Those moments felt like relief. Like I could breathe. 

 

THERAPIST And that relief — how did it feel? 

 

CLIENT Good. Really good. Like, disproportionately good, maybe. 

 

THERAPIST Because your baseline was already elevated. So when relief came, it didn't 
just feel like neutrality. It felt like something. 

 

CLIENT And I attached to that. To him. 

 

THERAPIST To the person who could bring relief inside the system he also destabilized. 

 

Clinical Frame — The Fusion 
This is a critical distortion, and it runs deep. 
When the attachment figure is also the source of harm, the nervous system is always 
already activated in their presence. There is bracing, scanning, vigilance — a low-grade 
mobilization that becomes the baseline. 
When that activation is temporarily relieved — through moments of warmth, consistency, 
care, tenderness — the body experiences the relief as significant. As meaningful. As love. 
Because it is contrast relief. It is regulation inside an already dysregulated field. 
This creates a binding problem: the person learns that relief is what love feels like — and 
relief only exists in contrast to pain. So the pain becomes structurally necessary to the 
experience of love. 
From this, one of the most devastating fusions in attachment forms: pain becomes 
meaningful, inconsistency becomes engaging, longing begins to feel like connection itself. 



This is also part of why people in anxious, preoccupied attachment often feel that only their 
attachment figure can soothe them — because the dysregulation and the regulation come 
from the same source. 

 

 



Section 5  Different Adaptations 
 

THERAPIST I want to ask you something. You've watched other people in relationships. Do 
you notice that some people seem to do the opposite of what you do? When 
things get hard, they disappear. 

 

CLIENT My ex was like that. Things would get intense and he'd go completely quiet. I'd 
get more activated and he'd get more gone. 

 

THERAPIST Different adaptations to the same problem. 

 

CLIENT What's the same problem? 

 

THERAPIST How to stay connected without losing yourself. He learned: if I pull back, I 
preserve peace. If I need less, I cost the system less. If I disappear 
emotionally, I stop being a burden. 

 

CLIENT And I learned the opposite. 

 

THERAPIST You learned: if I endure, I earn connection. If I tolerate, I stay in the 
relationship. If I absorb enough, I belong. 

 

CLIENT God. That sounds exhausting. 

 

THERAPIST It is exhausting. It's also not who you are — it's what you learned. 
 

Clinical Frame — Anxious and Avoidant 
It's important to hold this clinically: anxious and avoidant are not opposites. They are 
parallel adaptations to the same underlying problem. 
The avoidant, dismissive adaptation often involves withdrawal from need, from feeling, from 
bodily signal. There is frequently a negative reinforcement logic: if I pull back my needs, I 
preserve the relationship. If I disappear emotionally, I stop being a burden. 
The anxious, preoccupied adaptation often involves a positive reinforcement logic: the more 
I tolerate, the more connection I receive. The more pain I absorb, the more likely I am to 
remain attached. 
Both are strategies for remaining connected under conditions where connection felt 
unstable. Neither is a character flaw. Both are reasonable solutions to situations children 
didn't have the resources to solve otherwise. 



The clinical work is not to eliminate the adaptation — it's to make it visible, to help the 
person understand why it made sense, and to offer the nervous system evidence that a 
different approach is now available. 

 

 



Section 6  The Actual Goal 
 

THERAPIST What do you think the goal is, when you come in here? 

 

CLIENT To stop being anxious. To stop overreacting. To be normal. 

 

THERAPIST What would "normal" feel like? 

 

CLIENT ...not panicking every time I care about someone. 

 

THERAPIST Okay. I want to offer a reframe. The goal isn't to stop feeling anxious. The goal 
is to stay connected — to another person — without losing connection to 
yourself. 

 

CLIENT What does that mean, exactly? 

 

THERAPIST It means when your body sends an alarm, you don't abandon yourself. You 
don't override it, you don't fuse with it, you don't immediately make yourself 
smaller or more urgent or more compliant to manage it. You stay. 

 

CLIENT I've never stayed. 

 

THERAPIST I know. That's what we're building. 

 

Clinical Frame — Reframing the Goal 
This is the central reframe of this work. 
The goal is not: eliminate activation. The goal is: maintain internal leadership during 
activation. 
Which part is leading in this relationship? That single question tells us a great deal. It helps 
distinguish anxious attachment from something more secure. It reveals whether the person 
is being organized by their nervous system's old protocol, or whether there is a part of them 
that can observe, reflect, and choose. 
The body will usually know the difference before the mind does. When someone describes 
urgency, breathlessness, the compulsion to act immediately, to resolve, to get reassurance 
— they are describing a system that has temporarily lost internal leadership. 
The work is not to silence that system. The work is to build a relationship with it. 

 



 



Section 7  Urgency as Information 
 

THERAPIST Tell me about the last time you felt urgent in a relationship. Not an emergency 
— but that particular urgency. That need to know right now. 

 

CLIENT I sent a message and they didn't respond for a few hours. And I spiraled. I 
drafted like four follow-up texts. I didn't send them, but I drafted them. 

 

THERAPIST What were you trying to do? 

 

CLIENT Get relief. Make the silence stop. Make the uncertainty stop. 

 

THERAPIST And if you had sent them? 

 

CLIENT It would have made me feel better for maybe thirty seconds. And then worse. 

 

THERAPIST Because the urgency isn't about the text. 

 

CLIENT Then what is it about? 

 

THERAPIST It's about a part of you that doesn't yet know how to stay with itself in the 
uncertainty. The silence activates something. And that something is real — it's 
just not about them not texting back. 

 

CLIENT It feels like it is. 

 

THERAPIST I know. That's the distortion. The urgency points outward. The wound is 
inside. 

 

Clinical Frame — Urgency 
The urgent need for instant reassurance, immediate answers, rapid relational resolution — 
this is a signal, not an accurate read of the situation. 
What it often indicates is that deeper connection has activated a part of the person that 
does not yet know how to stay connected to itself. 
The wound is frequently in the waiting. In the silence. In the pause between vulnerability 
and response. Not because the waiting is objectively unbearable — but because the 



person's nervous system learned, somewhere early, that the space between connection 
and confirmation is dangerous. That pauses mean ruptures. That silence precedes 
abandonment. 
Clinically, when someone cannot tolerate the unfolding — when they need to know, need to 
act, need to resolve — we are looking at a nervous system that has not yet learned that 
uncertainty can be survived without self-abandonment. That is the deeper work. 

 

 



Section 8  Meeting Yourself 
 

THERAPIST I want to try something with you right now. Can you feel the activation? Even 
just sitting here, talking about this? 

 

CLIENT Yeah. A little. Chest is tighter than usual. 

 

THERAPIST Okay. Don't try to make it go away. Just lean back a little. Let your weight go 
into the chair. 

 
Pause. 

 

CLIENT Okay. 

 

THERAPIST What happened? 

 

CLIENT Something loosened. Just a little. 

 

THERAPIST That's it. That's the whole intervention. You stayed. You didn't override it, you 
didn't run from it, you didn't interpret it into a story. You just let the body know 
you were there. 

 

CLIENT That's all? 

 

THERAPIST That's everything. Most people never got that. No one met their first signal with 
presence. No one said: I hear you, I see you, I'm with you — you don't have 
to get louder for me to pay attention. 

 

CLIENT I've been waiting my whole life for someone to say that. 

 

THERAPIST I know. The work is learning to say it to yourself. 

 

Clinical Frame — Self-Attunement 
What was just demonstrated is self-attunement. 
It is simple in form: lean back, take a breath, unclench the jaw, soften the grip, stay present 
with the sensation rather than rushing past it into narrative. 



The underlying message is always the same: I hear you. I see you. I'm with you. You don't 
have to get louder for me to pay attention. 
This is where a great deal of people discover they were never taught to do this. No one met 
their primary signal growing up. No one modeled responding to the first shift in the body 
with presence and curiosity rather than dismissal, override, or panic. 
What happened instead was learned self-neglect: the moment sensation arrives, skip past 
it immediately into story, judgment, self-correction, shame. That is not a character flaw. That 
is an inheritance. 

 

 



Section 9  Both Strategies Leave the Self 
 

THERAPIST I want to name something. The person who goes quiet when connection gets 
too much — and you, when you activate and pursue — you're both doing the 
same thing. 

 

CLIENT We're both running. 

 

THERAPIST In different directions. One runs inward. One runs outward. But neither one 
stays in the body long enough to simply notice what's happening and let it be 
information. 

 

CLIENT What does staying look like, actually? 

 

THERAPIST It looks like: I feel something. I'm going to sit with it for a moment before I act. 
I'm going to ask what this is, not just what it means or what I need to do about 
it. 

 

CLIENT That sounds impossible when I'm really activated. 

 

THERAPIST It's impossible from the activation. That's why we practice here — in this room, 
at lower intensity — so the body learns the move. So that when intensity 
comes, there's something to return to. 

 

Clinical Frame — The Parallel 
The avoidant person turns away from the body's signal. The anxious person turns toward it 
— but fuses with it in a way that gets organized around insecurity rather than curiosity. 
In both cases, the person leaves themselves. 
Neither strategy allows the person to remain in contact with the body in a grounded enough 
way to simply notice what is happening and allow it to be information. 
The body keeps trying to communicate. It escalates the signal: faster heartbeat, more 
muscle tension, more urgency, more heat, more distress. It is trying to get the person's 
attention — not because the situation is catastrophic, but because the person is not yet fully 
present with themselves. 

 

 



Section 10  The Loop 
 

THERAPIST Tell me about after you do something vulnerable. After you say the real thing, 
ask for what you actually want, take the relational risk. 

 

CLIENT It's the worst. I feel exposed and then my brain starts running. 

 

THERAPIST What does it say? 

 

CLIENT That I ruined it. That I said too much. That I need to fix it. That I should send a 
follow-up that walks it back. 

 

THERAPIST And if you do? 

 

CLIENT I feel better for a minute. Then I feel worse because now I've abandoned 
myself twice — once by being real, and once by taking it back. 

 

THERAPIST What if the activation after saying the real thing isn't evidence you did 
something wrong? 

 

CLIENT Then what is it? 

 

THERAPIST The body catching up. Processing the exposure. You just did something brave. 
And the nervous system is registering: we took a risk. That's real. It's going to 
activate. 

 

CLIENT So I'm not having a premonition. 

 

THERAPIST You're having a nervous system response to vulnerability. Those are not 
the same thing. 

 

Clinical Frame — The Loop 
The loop is not regulation. It is control in response to internal instability. 
What happens: the body activates → the mind tries to resolve it → urgency increases → 
interpretation escalates → the person acts to manage the feeling → relief comes briefly → 
shame or depletion follows. 



Some amount of activation after genuine vulnerability is not pathological — it is human. The 
body is processing exposure. It is registering that something real just happened. 
The loop begins when the person becomes anxious about being anxious. When they treat 
the nervous system's normal response to vulnerability as evidence that something has 
gone wrong. When every body sensation becomes a prophecy about how the other person 
received them. That is where the spiral begins. 

 

 



Section 11  The Body as Mirror 
 

THERAPIST I want to offer you a frame. When vulnerability activates you — when the body 
lights up after you've done something real — it's showing you two things at 
once. 

 

CLIENT What two things? 

 

THERAPIST It's showing you what's happening right now. And it's also showing you your 
history with what's happening right now. Your relationship to vulnerability. To 
exposure. To being seen. 

 

CLIENT So my reaction now is partly from everything that's happened before. 

 

THERAPIST The body doesn't separate the two. It holds all of it. Every moment you 
reached and were dismissed. Every time you showed something real and it 
wasn't met. Every rupture that didn't have a repair. The body held on to all of it. 

 

CLIENT That's not fair. To have all of that come up when I'm just trying to be present 
with someone. 

 

THERAPIST No, it's not fair. And it's also what the body does. It's trying to protect you. It's 
using all available information, including information from twenty years ago. 

 

CLIENT How do I convince it I'm not twenty anymore? 

 

THERAPIST You can't convince it. You live your way into a new experience. Over time. 
One moment of staying with yourself at a time. 

 

Clinical Frame — The Mirror 
When vulnerability activates the body, it functions as a mirror — reflecting not only what is 
happening in this moment, but the person's accumulated, internalized relationship to 
exposure, closeness, uncertainty, need, and longing. 
This is valuable data. The activation itself is not evidence that something is wrong. It is 
evidence of how the person learned to survive openness. The relational template showing 
itself. The nervous system doing what it was trained to do. 
This is why the same distress patterns resurface across relationships, across years, even 
across significant life changes. The template updates slowly. It requires repeated 



experiences of disconfirmation — moments where the person stays open and is met, where 
the risk was real and the rupture didn't follow, where the body learned something new. 
That is what repair does. That is what consistent, attuned relationship does — therapeutic 
or otherwise. 

 

 



Section 12  Introspection, Not Interrogation 
 

THERAPIST There's a difference between interrogating yourself and being curious about 
yourself. Do you know what I mean by that? 

 

CLIENT I think I interrogate. 

 

THERAPIST What does that sound like? 

 

CLIENT "Why did you say that? Why are you like this? What's wrong with you? You 
always do this. You're going to push them away." 

 

THERAPIST That's not introspection. That's an inquest. What would curiosity sound like 
instead? 

 

CLIENT I don't know. I've never really tried. 

 

THERAPIST Try it now. Something activated in you earlier this week. Instead of prosecuting 
yourself about it — what would it look like to just get curious? 

 

CLIENT ...what is happening in me right now? What does this remind me of? How old 
do I feel when this comes up? 

 

THERAPIST Yes. Exactly that. Where did I learn this? Whose voice is that, telling me I did it 
wrong? What does this bring me back to? 

 

CLIENT That feels completely different. 

 

THERAPIST It is completely different. It's gentler. It's open. It's willing to know without 
forcing. 

 

Clinical Frame — Introspection vs. Interrogation 
Interrogation comes with motive, pressure, judgment, an agenda. It is a prosecutorial 
posture toward internal experience. 



Introspection comes with openness. It sounds more like: What is happening in me right 
now? What does this remind me of? How old do I feel? What is the history of this 
sensation? Where did I learn this? Whose voice is that? What does this bring me back to? 
The posture matters as much as the content. Introspection allows the nervous system to 
disclose slowly, without having to defend. Interrogation forces the system to contract. 
That alone can be reparative — for many people, their own internal experience has never 
been approached with genuine curiosity and care. Every sensation has been evaluated, 
judged, corrected, suppressed, or weaponized against them. 
Learning to ask "what is this?" instead of "why am I like this?" is often its own profound 
intervention. 

 

 



Section 13  What Repair Teaches 
 

THERAPIST Can I tell you why repair matters so much? Not just in relationships — but why 
the presence of repair changes what the nervous system learns? 

 

CLIENT Please. 

 

THERAPIST When you were young, you reached. You revealed. You needed. You risked. 
And the response came back — but not the response you needed. Dismissal. 
Harm. Withdrawal. Or just nothing. Absence. And no repair. 

 

CLIENT No repair. Never. 

 

THERAPIST That's what teaches the nervous system that vulnerability is unsafe. Not the 
rupture. The rupture happens in every relationship. It's the absence of repair 
that changes the lesson. 

 

CLIENT So if someone had come back — 

 

THERAPIST And said: I know I hurt you. I take responsibility for that. Things are going to be 
different now. And then showed you things were different — the nervous 
system would have learned something entirely different about what exposure 
costs. 

 

CLIENT It would have learned that people come back. 

 

THERAPIST It would have learned that rupture isn't the end. That being real doesn't always 
end in abandonment. That you can be seen and survive being seen. 

 

CLIENT I don't know if I've ever survived being seen. 

 

THERAPIST You're surviving it right now. In here. 

 

Clinical Frame — Why Repair Matters 
What makes a moment traumatic is often not the vulnerable act itself. It is what happens 
next. 



Repair changes the equation. A rupture followed by genuine accountability — real repair, 
not just apology — teaches the nervous system that closeness can survive honesty. That 
exposure doesn't always end in abandonment. That the relationship can hold the truth. 
This is why apologies without accountability do not land. The body needs more than 
acknowledgment. It needs evidence that something different can happen now. It needs the 
disconfirmation to be lived, not just spoken. 
Most people never received that kind of repair consistently enough. Which means most 
people were also never taught how to offer it to themselves. When their own internal 
experience ruptures — when they feel something shameful, or make a relational error, or 
simply feel too much — they have no model for returning to themselves with care and 
accountability. 
That is part of what therapy builds. 

 

 



Section 14  Countertransference 
 

Before I move into the final part of this presentation, I want to name something directly. 

Everything I've described in that dialogue — I was teaching it clinically before I had fully 
lived it. 

I told clients to stay with themselves while I filled every silence. I spoke constantly. I 
processed out loud. I needed my internal experience to exist externally to feel real. Silence, 
for me, didn't feel neutral. It felt like disappearance. Like I stopped existing if no one could 
hear me. 

I didn't recognize that as difficulty with self-attunement. I thought it was thinking. 

It wasn't until I was placed in a silence I could not escape — a silence imposed on me, 
without my consent, without repair — that I learned what staying actually means. 

I know the weight of love that was real and unfinished. I know what it is to carry a rupture 
that never had closure — not because the relationship ended, but because the ending was 
imposed. Chosen by someone else. For reasons that had nothing to do with the love itself. 

And I know what the body does with that. 

It keeps the vigil. It holds the attachment. It stays loyal to the bond even when the bond 
cannot be maintained. 

What I've come to understand — clinically and personally — is that the work is not to 
convince the body to release what it loves. The work is to stay with the body as it grieves, 
as it rages, as it refuses, and as it slowly — on its own timeline — begins to integrate. 

That is what staying looks like. 

 

 



Final Dialogue  —  Integration 

 

THERAPIST What is the work? 

 

CLIENT To stay. To not abandon myself in the middle of the feeling. 

 

THERAPIST And when you stay — what becomes possible? 

 

CLIENT I think I start to hear myself. I start to know what I actually feel. Not what I think 
I should feel, or what would be easier to feel. What's actually there. 

 

THERAPIST Yes. And when you know what's actually there? 

 

CLIENT I can do something with it. Something real. Not reactive. 

 

THERAPIST What you're describing — that is internal leadership. 
 

CLIENT It feels incredibly far away. 

 

THERAPIST It's not. It's exactly what's been happening in this room. Every time the body 
activated and you stayed curious instead of running — that was it. That was 
the thing. 

 

CLIENT I didn't know I was doing it. 

 

THERAPIST That's usually how it starts. 

 

Final Integration 

 

What we are helping clients access is not insight, and not better thinking. 

It is the capacity to remain in contact with themselves in the presence of activation. 

The body's signal is not the enemy. Urgency is not pathology. The loop is not proof of being 
broken. They are all communications from a system that learned, under real conditions, that 
the world worked a particular way. 



The work is not to silence that system. 

The work is to meet it — consistently enough, honestly enough, gently enough — that it 
begins to update. 

The body doesn't need to be fixed. 

It needs to be met. 

And the voice it has been trying to communicate with all along is yours. 

 

 

 
© 2026 Dr. Tameer Siddiqui  ·  Chicago Clinical Associates  ·  All Rights Reserved 


