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9:00 to 10:30 

Introductions 

The Brooklyn Program: background. 

I. Classification And Diagnosis 

II. Addiction isn‘t always what you think:  Surprising data: rat parks, Viet Vets and long 

term opiates. 

 Accessing a resource state. 

 

10:30 to 10:40 Break 

 

10:40 to 12:30 

Questions 

III. Mechanisms of Motivation and Reward: some basic concepts  

IV. Motivation and addiction spectrum disorders in terms of treatment. 

Criteria hierarchies and Substance Use Disorders. 

V.  Prochaska DiClementi and Norcross The Stages of Change. 

Levels of change: short-term, long-term and transformational. 

Maslow, Jung, archetypes and peak experiences. 

          Generative change and core experiences. 

          James Hillman—Any sufficiently powerful experience is by definition archetypal. 

          Content free anchors. 

 Enhancing resource states 

 

12:30 to 1:30  Lunch 

 

1: 30 3:00 

Questions 

VI Making Changes: Motivated Changers.   

Ask   

Use well-formed outcomes. 

Use end state energy John Overdurf.  

Use the compulsion blow-out and other tools like the guilt destroyer. 

Use the miracle question 

Anchor a resource state that will change the nature of the compulsion 

Use Core Transformations   

Engage the client in a community that does not support the problem behavior and make  

 Anchoring Resources 

 

3:00 to 3:15 Break 

 

3:15 to 5:00 

Questions 

VI. Making Changes Continued 

VII. Unmotivated Changers 

VII. The Brooklyn Program  



I. Classification and diagnosis. 

 

In classical addictions treatment, all use is treated as abuse and all abuse inevitably leads 

to addiction.  Addiction always leads to death 

 

DSMIV Diagnostic Criteria with Addictive Feature 

Adapted from D:\bup curr update\Cl Tools fr ECS\21 DSM crit.doc 

 

  

 

Dependence 

 

(3 or more in a 12-month period) 

 

 

Abuse 

 

(1 or more in a 12-month period) 

Symptoms must never have met criteria for substance 

dependence for this class of substance. 

 

Tolerance (marked increase in amount; marked decrease 

in effect) 

 

Characteristic withdrawal symptoms; substance taken to 

relieve withdrawal 

 

Important social, occupational, or recreational activities 

given up or reduced 

 

Use continues despite knowledge of adverse 

consequences (e.g., failure to fulfill role obligation, use 

when physically hazardous) 

 

*Substance taken in larger amount and for longer 

period than intended 

 

*Persistent desire or repeated unsuccessful attempt 

to quit 

 

*Much time/activity to obtain, use, recover 

 

* Early intense use focused on one substance from 

the outset. 

 

* Hallmarks of addiction 

 

Recurrent use resulting in failure to fulfill major role 

obligation at work, home or school 

 

Recurrent use in physically hazardous situations 

 

Recurrent substance related legal problems 

 

Continued use despite persistent or recurrent social or 

interpersonal problems caused or exacerbated by 

substance 

 

 

In using the DSM-IV criteria, one should specify whether substance dependence is with physiologic dependence 

(i.e., there is evidence of tolerance or withdrawal) or without physiologic dependence (i.e., no evidence of tolerance 

or withdrawal).  In addition, patients may be variously classified as currently manifesting a pattern of abuse or 

dependence or as in remission.  Those in remission can be divided into four subtypes -- full, early partial, sustained, 

and sustained partial -- on the basis of whether any of the criteria for abuse or dependence have been met and over 

what time frame.  The remission category can also be used for patients receiving agonist therapy (e.g., methadone 

maintenance) or for those living in a controlled drug-free environment.  

 



Briefly, we can say that anyone who comes for treatment for addictions spectrum 

disorders will fall into one of the following categories, 

1. Judicially mandated because of association, suspicion or past use—no present 

problem 

2. A casual user or abuser referred by friends, family or the Courts who uses alcohol 

or illicit substances but has no problem with their own use patterns. This is 

substance abuse disorder diagnosed by interference with personal choice. 

3. Persons who have lost control over substances or behaviors in specific contexts—

the problem does not exist except at certain times, with certain people or in 

specific places. These people may meet diagnostic criteria for abuse or 

dependence but the problem is always limited by context. 

4. Persons using opioids under medical supervision who experience no substance 

related problems but nevertheless technically meet diagnostic criteria for 

dependence. 

5. A person who has experienced increasing loss of control over substances or 

behaviors and who meets diagnostic criteria for substance abuse disorder and the 

problem is not contextually bound. There are motivated and unmotivated types. 

6. A person who is dependent upon a substance or behavior, but does not experience 

obsession or craving.  There may be withdrawal or not but once the problem is 

over, it is over.  They may in fact be able to use the substance without problems in 

the future. There are motivated and unmotivated types. 

7. Persons who experience classical and chronic addictive symptoms with recurring 

bouts of heavy use, multiple failed attempts to quit and patterns of progressive use 

with decreased effect. There are motivated and unmotivated types. 

 

Each of these categories requires a different approach and responds differently depending 

upon the client‘s motivation. 



II. Addiction isn’t always what you think:  Three important studies for 

understanding addiction. 
 

Study Number One, Rat Parks. 

Alexander, Bruce K. Beyerstein, Barry L., Hadaway, Patricia F., & Coambs, Robert B. 

(1981). Effect of Early and Later Colony Housing on Oral Ingestion of Morphine in Rats. 

Pharmacology, Biochemistry & Behavior, Vol. 15. pp. 571-576. 

In this study, rats were raised either in cramped single cages or spacious rat parks 

with other rats, room for exercise, potential mates and places to explore.   The aim of the 

study was to determine the effect of environment on opiate addiction.  The authors 

indicate that in certain circumstances animals can be trained to drink morphine water in 

preference to plain water and to self inject morphine through implanted catheters.  The 

evidence from these studies has been taken to mean that animals have a constitutional 

affinity towards opiates and their affects.  In this study, however and in other studies that 

preceded it, researchers found that rats raised in or moved from cages to rat parks drank 

far less morphine water than did their caged brethren.  The change in behavior held both 

for rats in which an addiction to morphine had been established as well as for rats that 

had no experience with morphine water (Alexander, Beyerstein, Hadaway, & Coambs, 

1981). 

 

Study Number Two, Vietnam Veterans 

Robins, Lee N., Davis, Darlene H. & Nurco, David N. (1974). How Permanent Was 

Vietnam Drug Addiction? American Journal of Public Health. Supplement, Vol. 64, 

December, 1974. 

During the Vietnam War, drug use ran rampant among US servicemen.  By spring 

of 1971 it was estimated that almost half of all GIs had been using heroin at addictive 

levels.  In response a large sample of GIs was surveyed regarding their use of illegal 

drugs. Even though 43 percent had indicated drug use while in Vietnam, the rate dropped 

to 10 percent of the general sample after their return to the States.  For addiction, the 

number of those reporting addiction dropped from 23 percent in Vietnam to 7 percent in 

the States.  The self report numbers were confirmed by the frequency of positive urines in 

the sample population when interviewed. 

 

Study Number Three  Pain, Opioids and Addiction 

Colleau, Sophie. (1998). Research In Cancer Pain and Palliative Care. Pain: Opioid Use 

and the Incidence of Addiction. Cancer Pain Release. Volume 11, No.3.   

Colleau and Joranson (1998) reported results from one study of 24,000 patients 

with no previous history of substance abuse who received opioid treatment for pain.  The 

study found that only 7 became addicted.  They also reported that cancer patients who 

received long term opiate treatment could stop the drugs when the pain ended. That 

equates to an addiction rate of three one-hundredths of one percent (.03%). 



III. Mechanisms of Motivation and Reward: some basic concepts. 

 

When we think of addictions we think necessarily of drugs with an overwhelming 

power to dominate consciousness and destroy lives.  While this is in some measure true, 

it is also an exaggerated account that is more based on propaganda and scare tactics than 

it is on facts. Despite years of doctrine holding that drug use inevitably leads to addiction 

and that abuse is a stage in an inevitable downward spiral, there is growing evidence that 

only ten to fifteen percent of all persons who use drugs become addicts (Bechara, 2005, 

McKim, 2003; Robinson & Berridge, 2003).  Further evidence indicates that many 

people with significant addictive careers spontaneously turn away from drugs with and 

without treatment (Robins, 1973; Robins, Davis and Nurco, 1974; Robins, Helzer and 

Davis, 1975; Waldorf and Biernacki, n.d.).   

Other evidence suggests that most addicts begin with their drug of choice without 

the intermediary of significant experimentation and that addicts usually begin with heavy 

use and proceed rather quickly --over the course of about a year of heavy use—to 

addictive patterns (McKim, 2003).  This suggests that addiction is much more about the 

person using the drugs than it is about the nature of the drugs themselves. 

Here are some basic ideas about the brain in its relation to ―addictive‖ drugs 

1. The brain has a reward circuit called the mid-brain dopamine system.  It is 

concerned with evaluating the probability that any stimulus will provide a 

reward or an increase in reward. 

2. Based on this information it creates hierarchies of stimuli and behaviors based 

upon how reliably they produce rewards or increasing rewards. 

3. Motivation, Incentive salience and the structure of addictions are about the 

prediction of reliability and the importance of the stimulus or behavior 

compared to others—it is not about how good it makes you feel. 

4. Drugs imitate neurotransmitters used in this system, prevent their natural 

decrease or stimulate their production.  As a result, they can quickly reshuffle 

the hierarchy and become more salient, or more important, thus reframing 

normal reinforcing stimuli. 

5. The action of the midbrain dopamine system extends enhanced salience to the 

persons, places and things associated with the target behavior or stimulus.  So, 

as people become involved with drugs, the people, places and things 

associated with them become more important. 

6. Just as drugs can outframe traditional values and behaviors, more important—

more salient stimuli--can outframe the addictive spectrum response (e.g., 

falling in love, getting religion, reuniting with loved ones, finding a calling) 





IV Motivation and addiction spectrum disorders in terms of treatment. 
 

Triage. 

Motivated and unmotivated clients 

Two basic kinds of motivation:  Intrinsic and extrinsic.   

 Intrinsic motivators last and are self reinforcing; extrinsic motivators peter-out 

after a while as in buyers‘ remorse and mid-life crisis. 

 Intrinsic motivators are about meaningful activities and roles; they are about 

fulfilling potentials and dreams.  Extrinsic motivators are about stuff—wealth, 

fame, attractiveness 

 Extrinsic motivators can destroy intrinsic motivation. 

Motivation is represented as hierarchies in the orbito-frontal cortex where VAKOG 

are integrated into sensory representations. 

 Full sensory representation looks and feels like strong motivation—submodality 

manipulation. 

 Meaningful directions have full sensory representation because they are 

meaningful. 

 The deeper the meaning the more persistent the representation 

A hierarchy of motivators 

 Superficial extrinsic or artificially manipulated vie submodalities or social 

pressure. 

 Internalized extrinsic which meet needs and satisfy personal needs in a socially 

acceptable manner but come to a meaningless end. 

 Paths and callings which are autotelic, self –reinforcing and self defining.  They 

are alive and open to paths of development. 

Well formed outcomes can distinguish between intrinsic and extrinsic motivators, 

but may not distinguish between internalized Extrinsic and Intrinsic. 

Motivated change seekers are relatively easy.  There problems may be solved 

using some basic NLP techniques.  They may require coaching, encouragement or 

counseling.  As long as the motivation is real and personal, there should be few problems. 

These approaches can be direct and focused on the problem. 

Some of the useful techniques might include: 

1. Giving permission to make certain kinds of change. 

2. Asking what they need and coaching them through the process of attaining it. 

3. Providing tools like the compulsion blow out and the guilt destroyer. 

4. Providing resource states to enhance efficacy feelings and to counter urges. 



V. Prochaska, Norcross and diClemente: the Stages of Change and the 

Strong Principal of Change. 

 
In 1979, James Prochaska published his epic study of systems of psychotherapy 

and the kinds of treatment that they each espoused.  As a consequence of the work he 

identified several stages of change and specific therapeutic techniques that not only 

followed from each theory but also were especially efficacious during specific stages in 

the process of change.  In the ensuing years he and several colleagues applied the process 

to multiple areas of health change including diabetes, pap tests, smoking cessation, 

cocaine addiction and other behaviors with extraordinary success. 

The TransTheroetical Model (TTM) holds that persons going through changes  

move through five definable stages, each associated with a set of tasks and interventions 

that must be mastered before moving on to the next stage.  

The stages are:  

1. Precontemplation, where the prospective client is either unaware of the need 

to change, unwilling to change or uninterested in change;  

2. Contemplation, where s/he is considering the possibility of change and 

actively weighing the pros and cons of the problem behavior, but is still open 

to the problem behavior;   

3. Preparation, where s/he has made a decision to change within a certain time 

frame, is planning a strategy for changing and has perhaps already failed in 

several attempts to change the behavior;   

4. Action, where s/he has made a commitment to changing and has actually 

made progress towards the goal of sustained behavioral change;  

5. Maintenance, where the changer has made sustained and successful efforts at 

change for a period of at least six months and has undertaken the work of  

creating and living out an identity that is not oriented to the problem behavior 

(Prochaska, DiClemente and Norcross, 1994; DiClemente, 2003). 

One of the signal insights that emerges from the stages of change model is that all 

of the change from Precontemplation to Action, all of the behavioral transition from 

being unaware or unconcerned by the problem, to actually taking action and doing 

something about it is determined by one thing: a shift in the perceived value of  changing.   

This is the strong principle of change: wanting the new health behavior is far 

more important than not wanting the problem behavior.  In fact, the capacity to perceive 

the problem behavior as a problem behavior grows in proportion to the desire for 

the new, positive behaviors (Prochaska, et al., 1994; Prochaska, 1994). 

 

In general a powerful, well formed, intrinsically motivating outcome will propel 

people towards change.  Finding that outcome takes care of motivating the client.  It 

also eliminates the need for arguing against—or about—the problem behavior.  Once 

people know what they want, they begin to discover that they don’t want other things.  

Remember the hierarchy. (Gray, 1996, 2005, 2008; Maslow, 1970). 

 

 



VI Making Changes: Motivated Changers.   

 

A person who is positively motivated usually only needs some tools, some permission or 

a new way of thinking about the problem. 

 

Ask   

 What do you need to have or to do in order for this not to be a problem? 

People often know exactly what they need to do in order to make changes; ask 

and see. 

 Use the Meta model to challenge presuppositions and cause effect relations 

Sometimes even if they know what they need to do, they have built excuses 

and distortions.  Use the Meta model to challenge presuppositions about 

reactions, capabilities and cause effect violations. 

 Set up permissions using the Meta model to open future possibilities.  Some 

times permissions are enough.  When they are pared with the Meta model, 

they can be positively transformative. 

 

Use well-formed outcomes. 

 Is it stated in the positve? 

 Is it under their control? 

 How will they know they‘ve gotten it when they‘ve gotten it? Can they 

describe it in at least three sensory modalities? 

 Is it properly contextualized? 

 Have they considered what will change and what shouldn‘t? 

 Have they considered how it will affect the people around them? 

 Have they tried it on? 

 Do they know how to get there? 

 It is intrinsic and meaningful or just about stuff? 

 

Use end state energy John Overdurf.  

You have the resources you need in your memories of anticipated futures. 

 If only I had X: I would Feel Y. The most destructive formula in the English 

language. 

 Step into the anticipated feeling, enhance it and find the smallest next step that 

is consistent with the feeling that will get you on the path. 

 Step into the feeling; if the outcome is not relevant to the feeling, take the 

smallest next step that is relevant to the feeling and begin to develop a new 

outcome consistent with the feeling. 

 

Use the compulsion blow-out and other tools like the guilt destroyer. 

 Contrast the compulsive stimulus with a similar stimulus that does not create 

compulsion. 

 Do a contrastive analysis to find differing submodalities.   

 Test the submodalities individually until you find the drivers.  



 Increase them rapidly, in one direction repeatedly and quickly until the 

compulsion disappears.  Test. 

 

Use the miracle question 

 If you awakened tomorrow and discovered that a miracle had ahappened and 

this problem no longer existed, what would be different?  How would you 

know?   

 Describe each change in sensory terms.   

 Describe times when these kinds of things have happened before. 

 Access those states and enhance them into full ecstatic empowerment 

resources. 

 

Anchor a resource state that will change the nature of the compulsion 

 Create a context separate from the problem (Here‘s something just for you.  I 

want you to try, this in the mornings to help you orient your day.  Use this to 

relax after work.). 

 Find a positive resource that is more important than the problem behavior 

(e.g., something that has allowed them to stop before, the feeling of an 

anticipated future state, a spiritual experience, an experience of love). Use 

memories that are positive, complete in themselves and not subject to change.  

Use examples that cannot be ruined. 

 Use submodality enhancement to create an ecstatic state that is no longer 

related to the memory or the memory context by overloading short term 

memory with feelings. 

 Anchor the state. 

 Encourage the client to use it in multiple contexts and to keep track of how it 

works. 

 Have them use it after resisting the urge for at least ten minutes.   

 

 

Use Core Transformations   

Core transformation is a proprietary technique created by Connierae Andreas.  

She indicates that it emerged out of an experience with Milton Erickson when, in seeking 

his help for an unspecified problem, she experienced a deep state that redefined her 

current experience and continued to have positive effects on her (Andreas, C., 2002).   

The technique essentially traces outcome sequiturs for a given behavior to such a 

deep level that the end state is experienced as deeply spiritual, intensly meaningful and 

havint the capacity to outframe most other experiences.  The basic process follows 

(Andreas, 1995; Andreas, C. & Andreas, T., 1994). 

1. The process begins with identifying the behavior or problem and communicating 

with the part responsible for the behavior.   

2. The client is then asked to think of a specific time when the behavior occurred.  

The client is instructed to step fully into the experience, seeing what they saw, 

hearing what they heard, feeling what they feelt.  They may be guided through a 

complete revification and enhancement of the experience using the relevant 

submodality patterns. 



3. The client is asked to pay attetention to internal images, sounds and sensations 

and to note where the felt sense of this part is centered—whether inside or outside 

of the body.  The client is told to imagine that this part has some poitive intention 

for the behavior and is invited to thank the part for that intention and for being 

there to guide its realization. 

4. Next the client should ask the part what it wants.  What is your purpose in 

supporting this behavior?  The client should then rest and attend to any inner 

voices or meanings that arise and accept whatever comes to mind as the answer 

[that outcome].  Thank the part for the answer. 

5. "Invite that part of you that is responsible for [that behavior] to step into what it‘s 

like to already have [that outcome]. . . . And when it‘s there, ask this part of you 

‗when you already have [that outcome], what is it you want through having [that 

outcome] that‘s even more important, even deeper‘".  Wait for the response.  

When the client names it, repeat the process (Andreas, 2002a). 

6. When you reach a state that is holistic (complete in itself), intrinsicly motivating 

(worth having on its own terms),  not reflexive (not about me doing or being 

something), and non-specific (ineffable); when the process halts and the subject 

can go no deeper; when there is a major shift in the client‘s state; you have 

reached a core state.  Then ask the part whether there is anything deeper, more 

important or valuable that they can have by stepping into and fully experienceing 

this state.  The answer should be no. 

 

Engage the client in a community that does not support the problem behavior 

and make sure that they are bound to it by reciprocal responsibilities and rewards. 

 Remember the Vietnam Veterans and the rats in the Rat Parks 

 Social reinforcement often works. 

 Help the client to find a context that will support his outcomes (Calling, 

Relationships, and Avocations) and provides no support for the problem. 



VII Making Changes: Unmotivated Changers 
 

Remember the hierarchy 

Remember Prochaska‘s strong principal of change. 

Experiences of self efficacy are useful. 

 Create a positive resource state that they can evoke at will.  Create one that is 

unrelated to the problem behavior. 

 Let them use it to enhance choice and experience their own capacity to control 

feelings. 

Don‘t preach but provide experiences and allow the client to tell you what has 

changed. 

The task is to find or create something that is more immediate, more rewarding and 

more intuitive than the problem behavior. 

 

In the case of persons who are either not motivated to change or have internalized an 

externally mediated motivation, the strategy should be indirect, focusing on reframing the 

addiction.  The intervention should also be indirect so as not to confirm resistance or denial-

to use the old language. It is important to understand that the crucial task in working with 

unmotivated clients is NOT devaluing the problem behavior, but enhancing the valuation of 

competing values. 

 

 

The task is helping the client to define a future that will draw them beyond the 

problem. 

 The outcome should be well formed 

 The outcome should be intrinsically motivating 

 The outcome should be intuitive to the client—even if it is not to you. 

 The outcome must be their choice not yours 

 Typically, if it is about money, fame, possessions, sex or power it is not 

appropriate. 

 It must be about specific life actions, behaviors and modes of being. 

 It must define a growing, developing person and their relation to the world 

around them. 

It may be useful to provide the treatment as education—tools for personal growth that 

may or may not be used with regard to the problem behavior. 

It may be useful to not confront the problem behavior but to reframe the treatment as 

preparatory training. 

Any or all of the treatments in section six may be used. 

 



VIIi The Brooklyn Program 

 
Set presuppositions 

 Promise only tools explain that you will not be addressing the problem behavior. 

 Promise that you will teach memory enhancement, emotional control, acstatic states 

and creating meaningful futures. 

 Promise that you will not tell them how to use the tools. 

Build efficacy experiences and ecstatic experiences; fulfill promises. 

 Teach how to access and enhance positive resource states 

 Start with unspecified states or strongly positive states with no baggage. 

 Enhance until they are content free. 

 Encourage exploration of the felt topography. 

 Emphasize, ease comfort and just directing the attention to the best part. 

 Choose three or more states that have logical utility for everyone (e.g., Focused 

attention, logical decision making, consolidation of practiced behaviors, fun, personal 

competence, non-sexual love). 

 Enhance until they are content free. 

 Anchor the states and encourage their use outside of the treatment setting. assign 

homework; assign state relevant tasks. 

 Have clients choose and create their own states. 

Create an experience of deep personal identity 

 Teach clients how to integrate their resource s into a complex equivalence of a deeply 

empowered sense of self: stack the anchors. 

 Enhance the resulting state and give it a distinct anchor. 

 Practice recreating and enhancing the new anchor until it is stabilized. 

 Optionally, Layer the resource with other kinds of resources from the past: Times you 

felt good about yourself, meaningful jobs or roles, things you learned easily, things 

you did or do well, things you wanted to be when you grew up, mystical or religious 

experiences. Enhance, anchor and integrate into another layer of the complex state. 

Use the new state as a root for creating well formed outcomes across multiple life 

domains 

 Use the anchor as a means to develop outcomes.  

 If you practiced this for the next five years and every day it got better, what kind 

of relationships would you have?  How would that feel?   

 If this were the habit of your life, what kinds of jobs and roles would you have 

that would support these kinds of feeling?  Float into that future; what evidence 

can you find? 

 

You can download a free, complete copy of the PDF version of Transforming Futures, 

the Brooklyn Program Facilitators Manual from http://www.lulu.com/content/2267218 

 

http://www.lulu.com/content/2267218
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X  Scripts  

Steve Andreas’ Compulsion Blow-out Outline 

 

1. Elicitation and Comparison. Elicit an experience of compulsion 

and a very similar experience of not being compulsed. (For instance, vanilla 

ice cream causes a feeling of compulsion, but vanilla yogurt does not.) 

Notice the observable nonverbal changes in the client in response to the 

experience of compulsion, so that you can determine nonverbally when the 

compulsion is gone. 

2. Submodality Differences. Think of these two experiences 

simultaneously, and determine all the differences between the two 

experiences. (For instance, the ice cream is closer than the yogurt.) 

3. Testing Submodality Differences. Take one difference at a time, 

and vary it though a range, and find out how it changes the feeling of 

compulsion. (For instance, vary the distance of the ice cream from near to 

far, and monitor the experience of compulsion, both internally and 

externally.) 

4. Find a “Driver” Submodality. Determine which of the 

submodalities is most powerful in changing the compulsion. 

5. Infinite or Finite Range. Notice if the driver submodality varies 

through an infinite range or a finite range. (For instance, size of image can 

vary from zero to infinity, but distance may only vary from 3 feet to close to 

the nose. 

6. Increase the Compulsion Rapidly. 

a. Infinite Range. Very rapidly increase the submodality to infinity. 

(For instance, the size of the image of what compulses the client can be 

quickly increased to ―larger than the size of the known universe.‖) 

b. Finite Range. Change the submodality rapidly through the finite 

range, and then repeat this over and over again, going in only one direction. 

For instance, the image is moved from 3 feet away to the tip of the nose, 

repeatedly, always starting at 3 feet—not yo-yoing back and forth. 

With either method, you should first observe a rapid increase in the 

compulsion, and then a decrease. 

Testing. Pause for a minute or so, and then ask the client to think of 

the experience that previously elicited the compulsion, to find out if it still 

does. If the compulsion is still present, back up, gather information and find 

out what was missed. If the compulsion is gone, test to find out if it can be 

recreated in another modality, and if so, repeat this process in that modality. 

http://www.erickson-

foundation.org/10thCongress/HandoutCD/Presenter%20Handouts/Andreas/Compulsions.

pdf 

 

Creating a Content Free Resource 

 

Once we have evoked the experience of a positive memory, we will then work to 

focus on the experience of the state itself.  Doing this will result in a powerful, present-

http://www.erickson-foundation.org/10thCongress/HandoutCD/Presenter%20Handouts/Andreas/Compulsions.pdf
http://www.erickson-foundation.org/10thCongress/HandoutCD/Presenter%20Handouts/Andreas/Compulsions.pdf
http://www.erickson-foundation.org/10thCongress/HandoutCD/Presenter%20Handouts/Andreas/Compulsions.pdf


time experience of a felt state, independent of the original memory context.  We will, in a 

sense be practicing felt states with no context except your experience of the feeling in the 

present time. We will begin with a memory in order to access a felt state of mind and 

body.  We will then focus on the state until the memory disappears from consciousness.  

 Think of a time when you were in love, or perhaps you were loving a pet or other 

small creature.  Perhaps there was a time when you felt particularly empowered or free.  

You might think of having fun as a child or an early crush.  You might think of your first 

dog or cat, or an experience of special competence.  For now, choose a positive memory.  

It does not have to be the best thing that ever happened, just something that you‘d like to 

enjoy again.  Make it something that is complete in itself; something that will always be 

special. 

A single memory is usually best. Focus on the best ten seconds of that memory.  

Gently turn your attention towards that one part.  If your attention waivers, that‘s OK; 

gently turn your attention back to the very best part. 

 

1. Think of a time when you felt wonderful. 

2. Notice whether, in your imagination, you are experiencing the memory from 

within, or experiencing it from outside like a movie. 

3. If your memory seems to be just in your head, imagine that you can step all of the 

way into it.  As you experience the memory, you may even notice flashes that feel 

like really being there, gently turn your attention to these.  Take a few minutes to 

make sure that you are actually in the experience.  When begin to have the sense 

of really being there, even if it was only for flashes, come fully back into the 

present context. 

4. Now that you have a sense of what it‘s like to relive the memory from within, step 

all the way into it and get a feel for it.  Notice that you can step right into one of 

those parts where it all came alive.  Step right into it.   Notice what you are seeing 

and feeling and hearing.  Notice the patterns of tension in your muscles.  Notice 

who else is there in the memory and how you feel emotionally.  Take a few 

minutes to get really familiar with the feel of being there.  Enjoy it.  Come fully 

back into the present. 

5. Step back into the memory.  Again notice how you can zoom right into the best 

part.  As you do so, make believe that the memory is huge, bigger than life.  

Become aware of the sound and the directions from which the sounds come. 

Notice how these enhance the experience. Come fully back into the present. 

6. Now, return to the memory once more.  As you do, notice that you can zoom right 

to point where you left off the last time; right to the very most intense part.  Make 

it bigger and brighter and closer.  Turn up the volume of the sound until the 

volume is just right for intensifying the feeling.  Notice the rush of feelings and 

sensations.  Pay attention to the feelings and notice where in your body the feeling 

starts and how it spreads through your body to peak intensity.  Shake out the 

feeling and return to the present. 

7. Return to the memory and zoom right back to the very best part.  Turn up the 

brightness, bring it closer and turn up the volume on the sound.  While you do 

these things, note the path of the energy through your body.  As you notice the 

feeling getting stronger, begin to notice how the feeling moves. Notice whether it 



moves like a bicycle wheel or like a turntable.  Does it move clockwise or counter 

clockwise? Notice that it moves further, faster and more powerfully.  Notice 

whether it hums, what color it may have, whether it gives off sparks, glows or 

pulsates.  As you do this, you will notice that the memory fades flickers and then 

goes away.  That is just what we want.  Let the memory go and focus on the 

feeling. 

8. Continue to recycle the energy in this manner.  Do it faster and faster until you 

lose any sense of the memory and find yourself floating, immersed in the feeling 

alone. 

    

Anchoring  Resource States. 

 

Start by accessing the state you‘ve just been working on. Do it several times. Do 

it until the state arises quickly and you are conscious of a rush of positive feeling. Do 

each repetition as fast as you can, and find out what pace allows you the most enjoyment. 

Work with the state until it is content free, so that you can go right to the feeling.  

Step all the way into the feeling and immediately focus on the movement and the 

temperature and the texture of the feelings.  Feel the rush.  Enjoy it, spin it up, then shake 

out the state, and come fully back into the present.   

Return to the state.  As you do, notice that you can zoom right to point where you 

left off the last time; right to the very most intense part.  Notice the rush of feelings and 

sensations.  Enjoy them for a moment and then, return fully to the present. 

Now that you have a real sense of how quickly and powerfully the state can come 

on, begin the anchoring procedure.  Use a simple gesture, like touching the tip of your 

thumb to the tip of your pointer finger. The first few times that you use the anchor, 

NOTHING will happen.  Just doing the anchor will seem to get in the way.  After the 

third or fourth repetition, you will begin to notice that something is happening, and this 

can be very dramatic. Read through the next several paragraphs before you continue, then 

just do it. 

1. Close your eyes and zoom right back to the most intense experience of the state.   

2. As you experience rushing into the state, make the gesture.   

3. Hold the gesture for about two seconds--while the feelings are still increasing.   

4. Release your fingers, but keep your attention on the state.  

5. Enjoy the state for another second or so.   

6. Shake out the state (shake your body) and return to the present.  

7. Repeat this sequence five to seven times or until you really begin to notice a 

change in the experience whenever you make the gesture. 

Once you have the clear sense that the gesture is adding to the power or depth of the 

experience, make the following change:  

1. As you notice the change in feeling after making the gesture, quickly break and 

remake the gesture.  

2. Remake the gesture and hold it until you become aware of a new rush of 

experience. 

3. As soon as you begin to feel a positive change in the feeling, break and remake 

the gesture again.  

4. Repeat this pumping action until the experience becomes pleasurably intense.  



5. Shake out the state (shake your body) and return to the present.  

For most people, pumping the gesture might mean gently rubbing the fingers together 

or it may mean gently pulsing the muscles while holding the gesture.  I generally find that 

once the anchor has been created, pulsing the gesture works best. Find a method that 

works for you.  

Test the anchor 

1. Clear your mind.   

2. Sit or lie comfortably and make the gesture.  

3. Notice any feeling that comes as you make the gesture  

4. Begin to pump the gesture repeatedly.   

5. Do your best to make the gesture at the first hint of a bodily feeling.   

6. Repeat the pumping action as you focus on the best parts of the experience. 

7. Enjoy the growing intensity of feeling.  

Concentrate on the state not the gesture.  Getting the state right is more important 

than getting the gesture.  The important quality of the gesture is its consistency.  

Whatever gesture you use, do it the same way each time; do it quickly and easily. 

Once you‘ve created an anchor, you‘ve really created a control button for the state.  

Here are some things to try.  

1.  Vary the intensity of the state by speeding up or slowing down your gestures—

pump faster or slower.   

2.  Explore the feeling landscape that you have created and when you find a part that 

is particularly interesting begin to pump the gesture a little faster.   

3.  If you find yourself at a plateau, try stopping the gesture until you float back into a 

new and more accessible pathway, or simply turn your attention to another part of the 

landscape and pump faster. 

Anchoring now provides you with a tool that, combined with simply turning your 

attention to some facet of the experience, will allow you to fully control the depth, scope 

and intensity of the state. 

 

 


