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IMPORTANT DISCLAIMER 

 

This book is intended for educational and clinical-educational purposes only. It is not a substitute for supervised 

clinical training, professional medical advice, diagnosis, or treatment. 

 

CLINICAL USE DISCLAIMER: Materials in this book are offered as educational supports for licensed mental health 

professionals. Readers are responsible for practicing within their scope of license, training, and jurisdictional 

regulations. Nothing herein creates a therapist-patient, consultant-supervisee, or employer-employee relationship 

with the author or publisher. 

 

MEDICAL DISCLAIMER: Information about medications, supplements, and somatic tools is for educational 

purposes only and should not be construed as medical advice. Always consult with a qualified prescriber before 

starting, stopping, or changing any medication or treatment regimen. 

 

MENTAL HEALTH DISCLAIMER: This book discusses rejection sensitivity, shame, trauma, and related topics. It is 

not intended to replace professional psychological or psychiatric care. If you or someone you work with is 

experiencing a mental health crisis, please contact local emergency services, the 988 Suicide and Crisis Lifeline (call 

or text 988 in the U.S.), or go to the nearest emergency room. 

 

NEURODIVERGENCE NOTE: This book frames neurodivergent experiences, including ADHD, sensory processing 

differences, and heightened emotional sensitivity, as expressions of neurological diversity and capacity rather than 

deficits. This framing is intentional and rooted in both neuroscience and the author's lived experience. It is not 

intended to minimize real challenges these experiences can present, nor to suggest that accommodation, support, or 

medical treatment are unnecessary. 

 

RESULTS DISCLAIMER: Individual experiences vary. The frameworks, language, and session moves in this book 

have been developed across 23 years of practice, but no specific clinical outcomes are guaranteed. Engagement with 

this material will reflect the clinician's training, the client's circumstances, and the larger system of care. 

 

The author and Luminous Prosperity Inc. disclaim any liability for any adverse effects arising directly or indirectly 

from the information contained in this book. 

rsdadhd.com



For the therapists who stay present when the room changes shape. 

rsdadhd.com



The Therapist's Guide to Rejection Sensitive Dysphoria — Volume I 

Contents 

 

 

Page 4 
rsdadhd.com



The Therapist's Guide to Rejection Sensitive Dysphoria — Volume I 

Chapter 1: Why RSD Needs a Clinician's Guide 

 

Before the name for it, 

before the textbook and the diagnosis, 

before the manual had a chapter for this, 

there was a person in your office 

who could not tell the difference 

between a pause and a verdict. 

That person is still there. 

This is a book for the silence between words. 

 

"Between stimulus and response, there is a space. In that space is our 

power to choose our response. In our response lies our growth and our 

freedom." — Viktor Frankl 

The Reaction That Doesn't Match the Event 

You know this one. A client mentions, almost in passing, that their partner took six hours to text 

back. Something shifts in the room. The voice goes thin. The shoulders move up half an inch. 

The pace of speech doubles, or stops entirely. By the time you've registered the shift, the client is 

already inside a story that feels like fact: I pushed too hard, they're pulling away, this is the 

beginning of the end, I always ruin it. You haven't said anything. The text arrived, 

unremarkable on its surface. But the nervous system has already filed a report and moved into 

protection. 

That mismatch — between the size of the trigger and the size of the internal response — is the 

clinical signature of rejection sensitive dysphoria. It's not that the client is fragile. It's not that 

they're dramatic. It's that a threat-detection system that most nervous systems run quietly in the 

background is running, in this one, at the volume of a fire alarm. The data is real. The threat, 

most of the time, is not. 

Clinicians who miss this mismatch tend to make one of two errors. The first is to meet the 

reaction at face value: the client says they're sure their partner is leaving, so we problem-solve 

the partner, or we challenge the cognitive distortion, or we pull out a worksheet. The second is to 

minimize it: "Six hours isn't that long, right? Let's look at what the evidence actually says." Both 

errors miss the same thing. The client is not in the conversation you think they're in. The client 

is in a conversation with their own nervous system, and that conversation has gotten loud 

enough to drown out anything you offer from the outside. 
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Pause and consider: 

When was the last time you sat with a client whose reaction seemed disproportionate 

to the event, and afterward wondered if you had missed something underneath the 

apparent topic? 

 

What did you notice in your own body as the mismatch became visible? 

 

What did you already know about that client's nervous system that, in retrospect, you 

could have leaned on earlier in the moment? 

 

What RSD Is and Is Not 

Rejection sensitive dysphoria is a pattern of intense, fast-moving emotional and physiological 

pain in response to perceived criticism, exclusion, disappointment, or relational rupture. The 

word dysphoria is doing real work here — it means, literally, hard to bear. Not difficult. Not 

uncomfortable. Hard to bear. The felt sense of an RSD wave is closer to physical injury than to 

emotional upset, and clients often describe it in exactly those terms: a punch to the chest, a stab 

to the stomach, a burn through the skin, a freezing of the limbs. 

Research confirms the subjective report. The foundational neuroimaging work on social 

exclusion demonstrated that the brain processes relational rejection using overlapping circuitry 

with physical pain. When participants in a Cyberball paradigm experienced exclusion, the dorsal 

anterior cingulate cortex and anterior insula — regions central to the affective dimension of 

physical pain — lit up. 
1
 Subsequent work showed that vividly reliving past social pain recruits 

somatosensory representations similar to physical pain, helping explain why these memories 

don't just fade like other experiences but continue to produce bodily responses years later. 
2
 This 

isn't a metaphor. Your client's body is processing the email, the silence, the flat tone, using 

hardware originally built to keep the organism away from fire and predators. 

What RSD is not is also clinically important. It is not a personality flaw. It is not evidence of 

borderline pathology, though it can appear alongside borderline features. It is not proof of 

weakness, immaturity, or insufficient insight. It is not the same as being "highly sensitive" in the 

trait sense, though that trait and RSD can co-occur. And it is not, strictly speaking, a formal 

DSM diagnosis — though the phenomenology has been well-described in the ADHD literature 

2
Kross, E., Berman, M. G., Mischel, W., Smith, E. E., & Wager, T. D. (2011). Social rejection shares somatosensory 

representations with physical pain. PNAS, 108(15), 6270–6275. 

1
Eisenberger, N. I., Lieberman, M. D., & Williams, K. D. (2003). Does rejection hurt? An fMRI study of social 

exclusion. Science, 302(5643), 290–292. doi:10.1126/science.1089134 
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for decades, 
3
 and more recent qualitative work has extended the construct into neurodivergent 

populations more broadly. 
4
 

The clinical relevance of RSD does not depend on whether it has a billing code. It depends on 

whether you, as the clinician, can recognize the pattern quickly enough to respond to what's 

actually happening instead of chasing the surface content. 

Why Generic Advice Fails 

Most clients who walk in with RSD have already been told, by well-meaning people, the things 

clinicians are sometimes tempted to offer. It's probably nothing. Don't read into it. They're 

busy. Just calm down. You're overthinking this. Try to see the situation from their perspective. 

None of those responses are wrong, exactly. All of them miss the mark, because they are 

responses to a thought error, and the client is not having a thought error. 

The client is having a whole-pattern activation. The event arrived, the body responded before 

language was available, a protective strategy kicked in, an interpretation hardened, and by the 

time conscious thought got involved it was already trying to explain something that had already 

happened. Offering cognitive reframes to a person whose amygdala has already fired is like 

offering a vocabulary lesson to someone whose kitchen is on fire. The words may be accurate. 

They are also not the right intervention for this moment. 

A dedicated clinical framework does two things generic advice cannot. First, it tells the clinician 

what to look for before the content is clear — the micro-shifts in tone, posture, pacing, and 

meaning that signal the pattern has activated. Second, it tells the clinician what sequence the 

intervention should follow — recognize before interpret, regulate before reflect, repair before 

reframe. Without that sequencing, even skillful interventions arrive in the wrong order and 

accidentally deepen the problem they were meant to address. 

Here's what that looks like concretely. A clinician without a framework hears the client say, "I'm 

sorry, I'm being dramatic about this," and the clinician, wanting to be kind, says, "You're not 

being dramatic, these feelings make sense." Both sentences are true. Both land as another data 

point the client files under I am too much for this room, and even the therapist is trying to 

manage me. The reassurance, offered with good intent, accidentally confirms the story it was 

trying to contradict. 

A clinician with a framework hears the same words and recognizes them as a shame intrusion, a 

protective collapse that is trying to preempt rejection by arriving at the verdict first. The 

4
Sandland, B. (2025). Neurodivergent experiences of Rejection Sensitive Dysphoria expose the environmental factors 

too often overlooked. Neurodiversity, 3(1). 

3
Downey, G., & Feldman, S. I. (1996). Implications of rejection sensitivity for intimate relationships. Journal of 

Personality and Social Psychology, 70(6), 1327–1343. 
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framework tells the clinician that reassurance delivered at this moment will be received as 

management. Instead the clinician slows the room down, reflects the shift rather than the 

content, and creates enough space for the client to feel seen in the protective move itself. 

"Something just shifted. It looked like the ground moved under you. I don't want to rush past 

that." Now the client isn't being reassured. The client is being noticed. The difference is 

enormous. 

Pause and consider: 

What is the most common generic-advice trap you find yourself falling into when a 

client is in the middle of an RSD wave? 

 

Think of a recent session where an intervention landed differently than you intended. 

What do you notice now about the sequence — what came first, what came next, and 

what might have wanted to happen earlier? 

 

The Shame Engine 

If the body is the hardware of RSD, shame is the operating system. Shame is what converts a 

painful cue into a crisis. It's what narrows the field of possible responses down to fix, flee, fight, 

freeze, fawn when a wider field was available a minute ago. And critically for clinical work, 

shame is the emotion most likely to make the client leave the room without telling you they've 

left — by going silent, by going flat, by going abstract, by going into apology. 

The neuroscience on shame is instructive. Functional imaging studies have consistently found 

that shame recruits the anterior cingulate cortex, the medial prefrontal cortex, and limbic 

structures involved in self-referential processing and social pain. 
5
 
6
 A voxel-based meta-analysis 

found that shame and embarrassment produce patterns overlapping with social pain networks 

(dorsal ACC and thalamus) and behavioral inhibition networks (premotor cortex) — which is a 

useful way of saying that shame not only hurts, it also freezes the behavioral options the person 

can imagine having. 

This matters clinically because shame doesn't feel like shame in the moment. It feels like 

certainty. The client doesn't say, I am in a shame spiral right now, please help me get out. The 

client says, I knew this would happen, I always ruin things, I should have kept quiet. Those 

sentences sound like conclusions. They are actually symptoms. They are what it sounds like 

6
Michl, P., Meindl, T., Meister, F., Born, C., Engel, R. R., Reiser, M., & Hennig-Fast, K. (2014). Neurobiological 

underpinnings of shame and guilt: a pilot fMRI study. Social Cognitive and Affective Neuroscience, 9(2), 150–157. 

5
Bastin, C., Harrison, B. J., Davey, C. G., Moll, J., & Whittle, S. (2016). Feelings of shame, embarrassment and guilt 

and their neural correlates: A systematic review. Neuroscience & Biobehavioral Reviews, 71, 455–471. 
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when a nervous system in shame is trying to get traction. Your clinical job is not to agree or 

disagree with the content of the sentences. Your clinical job is to recognize that the client has 

just slid from narrative into certainty, and that the narrowing is the shame itself. 

Shame is also why RSD often becomes self-reinforcing. A person feels hurt. They interpret the 

hurt as proof that they are too much, unwanted, difficult, or unlovable. The interpretation 

creates more shame, which activates the body more, which narrows the cognitive field more, 

which increases urgency or withdrawal, which then seems to confirm the original fear. The loop 

runs in the background even when the original event has faded from memory. And every time it 

runs, it carves the neural pathway a little deeper. 

A framework for treating RSD has to include an account of shame that is specific enough to be 

useful. Not shame in the abstract. Not shame as a vague psychoanalytic construct. Shame as a 

clinically recognizable state with identifiable markers: a softening of voice, a drop in gaze, a 

sudden apology, a collapse into self-judgment, a rapid shift from feeling into theorizing about 

the feeling. When you can name those markers out loud, you have a target. When you have a 

target, you have a chance. 

Pause and consider: 

What is the earliest marker of shame you can recognize in your clients? And in 

yourself? 

 

How do you currently respond when a client slides from narrative into certainty, and 

what would you want to try next? 

 

Why Timing Matters More Than Content 

One of the hardest lessons in this work is that the timing of an intervention often determines its 

effect more than the content of the intervention. The same sentence, offered at minute three of 

an activation, can be repairing. Offered at minute thirty-three, when the client is still in the 

wave, it can feel like pressure, correction, or abandonment. 

This is because the nervous system in an RSD episode is not neutral toward language. It is 

actively filtering for threat. Anything that can be read as criticism, pressure, or 

misunderstanding gets read that way, because the filter is calibrated wide. A thoughtful reframe, 

arriving before the body has had a chance to settle, will often register as the therapist doesn't get 

it and is trying to make me see it their way. The content may be perfectly accurate. The timing 

makes it land as injury. 
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Clinicians trained in cognitive-behavioral approaches sometimes bristle at this. If the thought is 

distorted, shouldn't we challenge it? If the interpretation is catastrophic, shouldn't we offer 

alternatives? The answer is yes — but only after the nervous system has room to hear you. Before 

that, challenging the thought feels like arguing with the person's experience, and arguing with a 

person's experience is one of the fastest ways to confirm their belief that they are not safe with 

you. 

This is where the recognize-regulate-reflect-reframe-repair sequence earns its keep. It is not a 

rigid algorithm. It is a clinical rhythm. Recognition comes first because the client cannot receive 

anything until they feel seen. Regulation comes second because nothing reflective is available in 

a flooded system. Reflection comes third because the client can begin to narrate their experience 

only when they have stopped defending it. Reframing comes fourth because an alternative story 

can only be metabolized by a system that has enough ground to stand on. Repair comes fifth 

because even the smoothest sequence produces micro-ruptures in a rejection-sensitive client, 

and those ruptures are the richest material you'll ever work with. 

A framework lets you hold the sequence lightly while still following it. Without the framework, 

your interventions land in whatever order your own nervous system prefers — and in clients 

with RSD, that order is often determined by what would relieve the clinician's discomfort rather 

than what would serve the client's recovery. 

What the Client Can Hear When They Can Hear Anything 

There is a specific, narrow window in an RSD episode during which the client can hear you. 

Before it, they are in the wave. After it, they have already made meaning of the wave and are 

defending that meaning. The window itself is small — sometimes a few seconds, rarely more 

than a few minutes — and it opens when the body has discharged enough activation to leave 

room for language again. 

What the client can hear in that window is almost never complex. It is almost always simple, 

specific, and oriented toward their present experience rather than your interpretation of it. 

Phrases that tend to work: 

•​ "Something just changed." 

•​ "That landed harder than I meant it to." 

•​ "We can go as slow as you need." 

•​ "I'm right here. We don't have to figure anything out yet." 

•​ "I noticed you got quieter. I'm curious about that." 

None of those sentences contain an interpretation. None of them challenge a thought. None of 

them offer reassurance that could be read as dismissal. What they do is mark the moment. They 
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say, in effect, I am paying attention to what is actually happening, and I am not going to rush 

you past it. 

For a rejection-sensitive client, that marking is often corrective in itself. Because what the 

client's history has taught them is that when something shifts inside, nobody notices, or if they 

notice they respond with irritation, confusion, or advice. A clinician who simply sees the shift — 

without needing to fix it, name it, or move past it — is giving the client a different kind of 

information about what relational safety can look like. That information gets coded more 

durably than any piece of psychoeducation. 

Pause and consider: 

What are your own versions of these kinds of sentences — the ones you already use 

when a client's nervous system needs to be met before their content can be processed? 

 

Which of your go-to phrases might be landing as management rather than meeting? 

 

Why This Book Is for You, Not Just the Literature 

A lot of clinical writing on rejection sensitivity lives in two places. Some of it lives in the ADHD 

literature, where it's treated as a symptom cluster to be managed with medication and 

psychoeducation. Some of it lives in the attachment and trauma literature, where it's treated as a 

manifestation of earlier relational injury. Both frames are useful. Neither is sufficient. 

What's missing is a clinical framework that takes the phenomenology seriously on its own terms. 

A framework that says: this is a whole-pattern activation with identifiable markers, a 

recognizable neurobiology, a predictable sequence, and a set of interventions that fit the specific 

shape of this kind of pain. A framework that gives you, the clinician, something to do right now, 

in this session, with this person — not a long-term formulation that sounds impressive in a case 

conference but doesn't help you respond to the shift that just happened in the room. 

This book is that framework. It is written first for therapists who want to use it in actual 

sessions, second for supervisors and trainers who need a shared language with the clinicians 

they support, and third for advanced readers who want the theory behind the practice. Every 

chapter is structured the same way: what the pattern looks like, what the neuroscience says, 

what the moves are, what the common errors are, and what language tends to help. There is no 

section called Theoretical Considerations that you can skip. The theory is inside the practice. 

You will notice a few things as you read. First, the voice is direct. This is intentional. Clinicians 

working with RSD need clear instruction, not throat-clearing. Second, neuroscience citations are 

Page 11 
rsdadhd.com



The Therapist's Guide to Rejection Sensitive Dysphoria — Volume I 

woven in rather than ghettoized in footnotes. The research is how we know that the client's 

experience is not an aberration. Third, Appreciative Inquiry questions appear throughout — not 

as exercises, but as clinical reflection prompts. Rejection sensitivity is a pattern, and every 

clinician has their own relationship to the pattern. The questions invite you to notice yours. 

Finally, there is a companion workbook. The workbook is for your clients. It maps 

chapter-by-chapter onto this book, so when you say, There's a worksheet for this in the 

workbook, both of you are working from the same framework. The workbook contains no 

surprises. Everything in it shows up first, in expanded form, here. 

The Central Promise 

The promise of this book is specific. By the time you finish it, you will: 

•​ Recognize RSD in the room — in its loud forms and in its quiet ones — within the first 

session or two. 

•​ Have a repeatable sequence for responding to an active episode that does not require you 

to improvise under pressure. 

•​ Know when to validate, when to regulate, when to reflect, and when to repair — and you 

will understand why the order matters. 

•​ Have language you trust, for moments when you don't have time to think. 

•​ Be able to explain the pattern to your clients in a way that reduces their shame and 

increases their capacity to work with it. 

•​ Know the limits of the model — what RSD is not, when it's not the primary issue, and 

when to reach for a different framework. 

What the book will not do is promise that you can eliminate your clients' rejection sensitivity. 

That is not the goal, and pretending it is would be another version of the same thing clients with 

RSD have been receiving their whole lives: a suggestion that their sensitivity is the problem. 

Sensitivity is not the problem. The problem is the suffering, isolation, and loss of choice that 

happen when sensitivity meets threat without a framework for working with it. Give the system 

a framework, and the sensitivity becomes something closer to what it actually is: a finely 

calibrated relational instrument that has been asked to operate, for too long, in an environment 

it was not designed for. 

Pause and consider: 

What is one thing you already do well in response to your clients' rejection sensitivity 

that you would like to do more of, more consistently? 

 

What would change in your sessions if you trusted, at a deeper level, that their 

reactions were patterned, predictable, and workable? 
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A Note on Stance 

Before the framework begins, one more thing. This work asks a specific stance of the clinician: 

calm without being cold, compassionate without becoming vague, structured without 

becoming rigid. Those are easy to say. They are harder to hold. 

Calm without being cold means that you remain regulated when the client is not, but not in a 

way that creates distance. Your regulation is a resource the client can borrow from. You are 

present enough that they can feel you; contained enough that they don't feel they have to 

manage you. 

Compassionate without becoming vague means that you feel with the client without losing your 

clinical function. You do not dissolve into their distress. You do not perform empathy. You do 

not reassure prematurely because their pain is making you uncomfortable. The compassion is 

specific and operational — it shapes the next thing you say, not a general atmosphere you 

broadcast. 

Structured without becoming rigid means that you have a framework, you know where you are 

in it, and you are willing to depart from it the moment the client tells you — through words or 

through the shift of their body — that the framework isn't serving them in this moment. The 

structure is for the client's benefit. It is not an end in itself. 

If you can hold those three stances together, the rest of the book will make sense. If you can't 

hold them yet, the rest of the book will help. The stance and the framework are not separate 

things. Each develops the other, over time, in sessions, in supervision, in the thousand small 

ruptures and repairs that make up a clinical life. 

That is the work. Let's begin. 

Pause and consider: 

Which of the three stances — calm without cold, compassionate without vague, 

structured without rigid — comes most naturally to you? 

 

Which one asks more from you, especially when your own system is activated? 

 

What does your best supervision, consultation, or peer relationship already teach you 

about how to hold all three at once? 

Page 13 
rsdadhd.com



The Therapist's Guide to Rejection Sensitive Dysphoria — Volume I 

 

If your body is holding tension from sitting with what this chapter named, Appendix A 

has a 10-minute massage gun protocol that discharges what the reading stirred up. For 

the clients you are about to work with tomorrow, the RSD Ecosystem Hub in Appendix 

B is the companion they can open at 2 a.m. when your inbox is closed. 
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Chapter 2: What RSD Looks Like in the Room 

 

It does not walk in wearing its name. 

It arrives as a laugh that lands half a second late, 

a gaze that finds the floor, 

a sentence that corrects itself before anyone objected. 

The work begins with seeing. 

Not diagnosing — seeing. 

The rest grows from there. 

 

"The most basic and powerful way to connect to another person is to 

listen. Just listen. Perhaps the most important thing we ever give each 

other is our attention." — Rachel Naomi Remen  ## The Skill That Comes 

Before Every Other Skill  RSD rarely announces itself. It arrives 

disguised as something smaller, faster, or more familiar: a sudden 

apology, a flare of defensiveness, a flat tone, a burst of words that 

outruns the question, a shutdown, or a quiet decision to stop returning 

messages after a perceived misattunement. The clinical challenge is not 

knowing what rejection sensitive dysphoria is in theory. The challenge is 

recognizing how it behaves in real time, under pressure, in the presence 

of another person whose face, tone, timing, and silence all carry 

meaning.  This chapter begins with observation rather than 

interpretation. Before you can help a client make sense of an RSD 

episode, you have to notice one may be happening. That sounds obvious. 

In practice, it is one of the most important skills in this work and one of 

the easiest to miss. RSD can mimic ordinary embarrassment, anxiety, 

perfectionism, attachment protest, trauma activation, or interpersonal 

caution. It can look subtle enough to miss, or dramatic enough to be 

misread as resistance, manipulation, or mood instability. If the clinician 

is too quick to label what is happening, the underlying pattern stays 

hidden. If the clinician is too slow, the moment passes without repair, 

and the client leaves feeling unseen or quietly embarrassed for having 

shown anything at all.  The goal is not to turn every emotional reaction 

into RSD. The goal is to become more accurate, more humane, and less 

reactive when the pattern does appear. Recognition itself is a therapeutic 

intervention. When a rejection-sensitive client experiences being 

*accurately noticed* — not reassured, not analyzed, simply noticed — 

something begins to shift in their relationship to their own nervous 

system. They stop needing to perform distress loudly enough to earn 

your attention, because your attention is already there.  ## Why 

Recognition Comes First  Therapy asks a client to be visible. Even before 

the first profound disclosure, a client is exposing themselves to 
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observation: their phrasing, pauses, hesitations, contradictions, tears, 

jokes, body language, affect. For many people, that visibility is neutral or 

even relieving. For clients with strong rejection sensitivity, visibility is 

risky. A neutral question lands as evaluation. A gentle clarification feels 

like correction. A momentary pause feels like disapproval. Your 

note-taking, your glance downward, your shift in posture — each can be 

experienced as a verdict.  The research on social pain helps explain why 

these experiences feel so intense. Social exclusion activates neural 

systems associated with distress and salience, and people often respond 

as if a relational threat were physically dangerous. The foundational 

work by Eisenberger and colleagues showed that social exclusion 

engages overlapping brain regions with physical pain, supporting the 

idea that rejection is processed as a deeply aversive event rather than a 

mild disappointment. [^1] Later research on rejection sensitivity 

described a cognitive-affective disposition in which people anxiously 

expect, readily perceive, and strongly react to rejection cues, especially 

when the cues are ambiguous. [^2] This matters in therapy because the 

room is full of ambiguity. Your expression can be generous, neutral, 

thoughtful, tired, distracted, or simply unreadable. For a 

rejection-sensitive client, ambiguity itself can become the trigger.  

Meta-analysis of social rejection neuroimaging has extended this picture. 

Cacioppo and colleagues found reliable activation in the anterior insula, 

left anterior cingulate, and left orbito-frontal cortex in response to 

rejection experiences, suggesting that what looks from the outside like a 

mild social cue is being processed internally by circuits designed to 

register and respond to threat. [^3] Your first clinical task is not to 

correct the story, explain the pattern, or offer reassurance too quickly. 

Your first task is to notice the lived sequence: something happened, the 

client's system shifted, and the shift was larger than the visible event 

suggested.  Recognition gives you a chance to slow the encounter before 

the client's meaning-making hardens into certainty. In practical terms, 

recognition protects the work from three common errors. First, it 

prevents premature interpretation — naming a deeper dynamic before 

the client feels understood at the surface. Second, it prevents 

overreassurance — trying to make the feeling go away rather than 

understanding what it protects. Third, it prevents missed rupture — 

assuming the session is proceeding normally even as the client is 

internally bracing, withdrawing, or preparing to disappear.  :::ai Think 

of a session last week when something shifted and you kept going. What 

do you notice now that you didn't notice in the moment?  What would it 

take for you to trust your sense that *something changed* even when you 

can't yet explain what? 

The Visible Forms RSD Can Take 

RSD can be loud or quiet, fast or frozen, relational or self-contained. Different clients protect 

themselves in different ways, and the same client may present differently depending on context, 
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history, and current stress load. A therapist who learns to look for only one presentation will 

miss many others. 

Sudden Shame 

Shame is often the emotional center of an RSD episode. It arrives as a flushed face, a lowered 

gaze, a softened voice, a sudden "I'm sorry," or a visible collapse inward. The client may quickly 

assume they have disappointed, burdened, or failed you. Shame appears cognitively as well: I 

knew I'd mess this up. You probably think I'm ridiculous. I should have kept this to myself. I'm 

being too much again. 

What makes shame clinically important is that it narrows the field of action. When shame is 

active, the client is less able to reflect, ask questions, or tolerate uncertainty. They become highly 

self-monitoring, searching for signs of disapproval in your expression. The emotional content 

may be self-criticism, but the deeper process is threat management: the client is trying to avoid 

further relational injury by getting small, agreeable, or invisible. 

Shame often fires faster than conscious thought can track it. Imaging work on shame shows 

activation patterns involving the anterior cingulate, medial prefrontal cortex, and limbic 

structures — regions implicated in self-referential processing and behavioral inhibition. 
7
 
8
 This 

helps explain why clients describe shame waves as physical as well as emotional: a hot flood, a 

stomach drop, a desire to disappear. The body is doing what the body was built to do when 

social status has been threatened. The client's job, with your help, is to learn that the signal does 

not require instant obedience. 

Panic 

Some clients do not collapse first; they surge. Panic shows up as rapid speech, breathlessness, 

frantic clarification, urgent reassurance-seeking, or a visible attempt to control the conversation 

before it slips away. The client seems to need an answer immediately: Are we okay? Did I do 

something wrong? You're not upset with me, right? 

Panic often reflects the mind's attempt to regain control when the body has already interpreted a 

relational cue as dangerous. In this state, the person is not really asking a question so much as 

trying to reduce unbearable uncertainty. You may notice the client is not taking in your answers, 

because the system is already flooded. In such moments, more explanation does not help. 

Slowing down, naming the experience, and orienting to the immediate environment is usually 

more regulating than answering every feared implication. 

Anger or Irritability 
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Not all RSD looks soft or apologetic. For some clients, rejection pain converts quickly into anger, 

irritation, sarcasm, or contempt. The client may interrupt, challenge you, become 

argumentative, or abruptly shift into a hard edge after feeling misunderstood. This anger is often 

protective. It functions to push away humiliation, restore dignity, or prevent the person from 

feeling exposed. 

Anger can be easier to see than shame, but not always easier to understand. A therapist may 

misread the reaction as hostility toward the treatment, when it may actually be fear of being 

diminished. Anger in RSD is often a secondary emotion covering something more vulnerable: 

hurt, fear, embarrassment, or the sense that contact itself has become unsafe. Respond to the 

anger as if you were responding to fear, not as if you were responding to attack. That reframe 

alone can change the trajectory of a session. 

Collapse or Shutdown 

Other clients do the opposite. Their energy drops. They become quiet, blank, distant, or hard to 

read. They say very little, answer minimally, or seem to disappear from the room. Some clients 

go still because their nervous system has shifted into conservation mode — what polyvagal 

theory describes as a dorsal vagal response, a biological protection that trades engagement for 

survival when engagement feels too dangerous. 
9
 Others fear that any movement, word, or 

expression will make the situation worse. 

Shutdown is especially easy to miss because it can look like calmness. You may think the client 

has settled, when in fact the client has disconnected to survive. If you notice a sudden reduction 

in spontaneity, eye contact, or affect after a potentially shaming moment, that change is more 

significant than what was said aloud. The absence of visible distress, in a client with RSD, is not 

reassurance. It is often the loudest signal in the room. 

Apologizing and Self-Erasure 

Frequent apologizing is one of the most recognizable signs of RSD, but it is not always obvious 

what it means. Sometimes the apology is sincere but disproportionate. Sometimes it arrives 

before you have responded. Sometimes it is repeated so quickly that it seems to be serving a 

function deeper than politeness. 

A client may apologize for crying, for needing time, for asking clarification, for taking up space, 

for not knowing how to answer a question. The apology can be a way of trying to prevent 

abandonment by demonstrating low impact, compliance, or insight. It can also be a request for 

safety: Please don't be upset that I have a need. 

9
Porges, S. W. (2025). Polyvagal theory: current status, clinical applications, and future directions. Clinical 

Neuropsychiatry, 22(3), 169–184. 
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Repeated apologizing often signals that the client's sense of belonging feels conditional. The 

therapeutic task is not to ban apologies but to understand what the apology is trying to 

accomplish and to help the client feel less responsible for managing your emotional state. 

Defensiveness 

Defensiveness appears as quick explanations, counterarguments, qualifications, or sharp 

corrections. A client may bristle when you ask for more detail, reframe an experience, or name a 

pattern that feels too close to blame. Defensiveness is not proof that the client is unwilling to 

work. Often it is evidence that something important has been touched too fast. 

In RSD, defensiveness frequently protects against shame. If the person feels misunderstood, 

they move rapidly to self-defense to avoid becoming the wrong one in the room. The therapist 

who responds to defensiveness with pressure may escalate the threat. The therapist who 

remains curious can sometimes help the client find the vulnerability underneath the shield. 

Overexplaining 

Some clients respond to perceived disapproval by giving too much context, too many details, or 

a long chain of justification. They seem determined to be understood perfectly before you can 

misunderstand them. Overexplaining reflects a felt need to preempt rejection by making every 

angle legible in advance. 

The danger is that overexplaining can look like insight or collaboration when it is really a stress 

response. You may be tempted to reward the detail and inadvertently miss the distress. A helpful 

move is to gently slow the pace and notice what is happening beneath the explanation: I'm 

hearing a lot of effort to make this make sense. I wonder if there's also something painful about 

how this landed. 

Reassurance-Seeking 

Reassurance-seeking is common in clients whose fear of rejection has a relational core. They ask 

whether you are upset, whether they were too much, whether you still care, whether the session 

went badly. They may seek multiple confirmations, especially after moments of ambiguity. 

This behavior is easy to misunderstand. It can be tempting to see it as dependency or testing. 

Sometimes it is a test, but more often it is a search for emotional footing. The client is trying to 

find a stable point in a moment that feels relationally unstable. Reassurance can help in the 

short term, but if it becomes the only response, it may strengthen the belief that safety depends 

on constant confirmation. Your challenge is to provide enough steadiness without creating a 

loop that makes uncertainty unmanageable. 
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Abrupt Withdrawal or Quitting 

Sometimes the most dramatic sign of RSD is not what happens in session but what happens 

afterward. A client may miss appointments, stop responding, or quietly disengage after a 

perceived slight. The withdrawal is experienced by the client as self-protection: better to leave 

than to be dismissed, embarrassed, or hurt again. 

Therapists can mistakenly interpret this as lack of motivation, poor commitment, or resistance 

to treatment. But in many cases, quitting is a form of rupture management. The client believes 

they have already been judged, so leaving feels safer than returning and risking confirmation. If 

you recognize this pattern, follow-up can be framed not as pressure but as a respectful repair 

attempt. 

Pause and consider: 

Which of these presentations have you most frequently encountered in your practice? 

Which have you most frequently missed? 

 

What is your personal tell — the internal sensation that, in retrospect, you notice when 

a client has shifted into an RSD state, even before you can name what shifted? 

 

Why the Same Pattern Looks Different Across Clients 

One reason RSD is easy to miss is that it does not have one face. The same underlying pattern 

may be expressed through different temperaments, roles, cultures, attachment histories, and 

coping strategies. 

A client who has learned that being direct is dangerous may become overly deferential. Another 

client, shaped by environments where vulnerability was exploited, may become sharp and 

guarded. One person cries immediately; another jokes, intellectualizes, or goes blank. A client 

with a history of caretaking may apologize before speaking. A client with a strong achievement 

identity may respond to perceived criticism with frantic overfunctioning. A client in an 

identity-minoritized position may carry additional layers of vigilance because social threat is not 

imagined; it is familiar and empirically grounded. 

This variability matters because it prevents you from assuming RSD always means visible 

distress. Some people are skilled at covering. Some have trained themselves to look composed 

while internally spiraling. Others have learned that visible emotion is itself dangerous, so they 

turn inward instead. If you only look for tears or obvious panic, you will miss the quieter forms: 
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a shift in voice, a flattened answer, a sudden intellectual turn, a change in posture, a delayed 

reply after session, a new reluctance to bring up important material. 

The Subtle Signs Clinicians Often Miss 

The most useful clinical skill is often not detecting extreme episodes. It is noticing the nearly 

invisible shifts that suggest the system has changed state: 

•​ A client who suddenly becomes much more formal 

•​ A visible drop in eye contact after a specific question 

•​ A joke that lands a little too quickly, as though to disarm tension 

•​ A long pause after a neutral reflection 

•​ A client who starts defending themselves before any criticism has been voiced 

•​ A change from curiosity to self-monitoring 

•​ A sudden rush to summarize and end the topic 

•​ A tone of "I'm fine" that feels too tight to be genuine 

•​ A client who becomes unusually helpful or agreeable 

•​ A shift from narrative detail into vagueness 

•​ A quick change in posture: leaning back, folding arms, folding inward 

•​ A new inability to remember details that were easily accessible a moment ago 

•​ A session that feels "successful" on the surface but strangely emotionally absent 

These are not definitive signs on their own. They become meaningful in context, especially when 

they follow a potentially shaming event, a moment of misunderstanding, or a therapy rupture. 

Your job is to notice pattern, not to force certainty. It is often enough to say, "Something 

changed just now," and then stay with that observation rather than rushing past it. 

The Therapy Room as an Amplifier 

The therapeutic relationship is especially potent for RSD because it contains some of the exact 

ingredients that rejection sensitivity monitors most closely: attention, evaluation, dependence, 

difference in role, emotional risk, and the possibility of misunderstanding. The client is invited 

to bring private material into a relationship where they may not yet feel fully known. That is 

inherently exposing. 

Several features of therapy can amplify RSD. Silence — a therapeutic pause is useful, reflective, 

and generous. It can also feel like withholding. For an RSD-sensitive client, a pause after 

disclosure may be interpreted as concern, disappointment, confusion, or judgment. Ambiguity 

— therapists often use open-ended questions and reflective language, valuable but leaves a 

sensitive client guessing about what is wanted. Asymmetry — even when the relationship is 
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warm, the client feels that your opinion carries disproportionate weight. This heightens the 

stakes of every interaction. Progress evaluation — questions about goals, symptoms, and 

change can inadvertently feel like a report card. A client who is already self-critical may hear 

inquiry as evidence they are failing treatment. Rupture and repair — ruptures are inevitable 

in close relationships, including therapy. But for a client with RSD, even small 

misunderstandings can feel enormous. A therapist who can name, slow, and repair ruptures 

accurately gives the client a new experience of relational steadiness. 

What to Listen For in Session 

Recognition requires more than visual observation. It requires listening for shifts in language 

and meaning. Useful clues include: increased certainty after an ambiguous event; global 

self-judgments such as I'm always like this or I ruin everything; questions that sound simple 

but carry fear underneath; sudden concern about whether you are bored, disappointed, or upset; 

excessive efforts to be easy, good, or low maintenance; a move from emotional language into a 

legalistic defense; rapid topic changes when a painful area approaches; devaluing statements 

that protect against anticipated rejection; a collapse into it doesn't matter immediately after a 

difficult moment. 

You do not need to catch every cue perfectly. What matters is cultivating enough sensitivity to 

know when the room has shifted. Often the most important questions are not What is the client 

saying? but What is the client protecting? and What just became dangerous enough that the 

person had to change shape? 

Why Interpretation Should Wait 

A common mistake in working with RSD is moving too quickly into interpretation. You may see 

the underlying attachment pattern, the shame schema, the trauma echo, the interpersonal 

defense. But if the client is still activated, interpretation lands as exposure rather than help. 

Recognition comes before interpretation for a reason. When you first notice and name the 

present experience, the client has a chance to settle enough to hear more. If you skip that step, 

the client feels analyzed instead of accompanied. This is especially important because RSD often 

carries a history of being misunderstood. Many clients already believe other people do not get 

what is happening inside them. A therapist who rushes in with a theory confirms that fear, even 

if the theory is correct. A better order is usually: notice the shift, reflect the immediate 

experience, help regulate the moment, only then explore meaning, pattern, and history. That 

sequence is not a rigid rule. It is a clinical rhythm that protects the relationship and the client's 

capacity to remain engaged. 
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Recognition as Compassion 

Accurate recognition is not cold observation. It is a compassionate stance toward the reality of 

what the client is living through. To notice a spike in shame, a tightening voice, a shutdown, or a 

sudden urge to leave is to say, in effect, This matters, and I'm paying attention. 

Clients with strong rejection sensitivity are exquisitely tuned to whether others really see them. 

Your ability to notice small shifts can be deeply regulating. It communicates that the client does 

not have to perform distress loudly enough to earn attention. You are already with them. This is 

part of why recognition itself can feel corrective. The client experiences a relationship in which a 

painful reaction is not minimized, rushed, or argued with. Instead, it is observed carefully and 

met with steadiness. That steadiness lowers shame more effectively than reassurance alone. 

A Practical Sequence for In-Session Recognition 

When a possible RSD response appears, a useful internal sequence is: 

1.​ Pause. Do not rush to explain. 

2.​ Observe. What changed in voice, posture, energy, or language? 

3.​ Name. What is the immediate experience that seems most present? 

4.​ Regulate. What helps this person stay oriented enough to remain here? 

5.​ Explore later. What meaning or pattern may be developing? 

This sequence helps you stay anchored when the client is not yet able to do the same. 

Some clinically useful phrases: 

"Something shifted just now." 

"I notice you got quieter after that." 

"That sounded like it landed hard." 

"I'm wondering if this felt more personal than I meant it to." 

"Let's slow this down together." 

"I want to understand what just changed for you." 

 

These phrases work not because they are magical, but because they create a little room around 

the reaction. RSD compresses experience into immediate certainty. You help widen the frame 

without denying the pain. 

Case Sketches 
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Case sketch 1: The apology spiral. A client tells you about missing a homework assignment 

and immediately says, "I'm sorry, I'm being difficult, I know I should have done better." You 

notice the client's shoulders have risen, the voice has gone thin, and there is no actual evidence 

of criticism in the room. Rather than reassuring quickly, you reflect: "I can hear a lot of 

self-pressure right now. It feels important to me to understand what happened inside as soon 

as you realized you hadn't done the assignment." This response does not erase accountability. It 

makes room for the pattern underneath the apology. The client may then reveal that the missed 

assignment felt like failure, and failure immediately felt like being a bad patient or a 

disappointment. Recognition opens the door to the actual meaning. 

Case sketch 2: The defensive turn. You offer a gentle observation that the client seems to 

struggle more when plans change unexpectedly. The client responds sharply: "So now I'm just 

inflexible?" You notice the speed of the reaction and suspect shame beneath it. Instead of 

arguing, you say: "I think that landed as a criticism. That's not what I meant, and I'd like to 

understand what it felt like to hear it." You do not abandon the observation, but you also do not 

defend it as though the client's reaction were merely excessive. You first repair the felt impact. 

Case sketch 3: The silent withdrawal. A client has been engaged and talkative for weeks. 

After you ask a careful follow-up question about a painful interaction, the client becomes very 

quiet, says "It's fine," and spends the rest of the session answering briefly. If you ignore the shift, 

the client may leave feeling that their boundary was not seen. If you gently name it — "I noticed 

the conversation got much quieter after that question. I'm wondering if it felt like I was 

pressing too hard" — the client may feel safer telling the truth: that the question landed as 

criticism or exposure. 

Pause and consider: 

Which case sketch most reminds you of a recent session? What words would you have 

wanted to have ready in that moment? 

 

What is one micro-phrase from the list above that you would like to have more 

available to you this week? 

 

The Therapist's Stance in the Room 

Recognition depends not just on technique but on stance. You must be calm enough to tolerate 

uncertainty, curious enough not to overfill the silence, and humble enough to accept that the 

client's experience may differ from your intention. 
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The most helpful stance is usually neither rigid nor sentimental. It is precise, warm, and 

unhurried. Precision keeps you from drifting into vague reassurance. Warmth keeps the work 

from becoming diagnostic. Unhurried presence gives the client time to re-enter their own 

experience instead of performing for your convenience. 

This stance is especially important with RSD because the client may be reading you continuously 

for signs of judgment. A tense correction, a rushed explanation, or a visible move to fix the 

feeling can confirm the client's fear that their distress is inconvenient. By contrast, a measured 

and attentive response communicates that you can stay present with difficulty without 

collapsing into it. 

When Recognition Changes Treatment 

When you become better at recognizing RSD in the room, several things begin to change. 

Sessions become less likely to be derailed by misattunement; you catch the turn earlier and 

prevent unnecessary escalation. The client begins to feel less mysterious to themselves; instead 

of assuming I'm just dramatic, they start to see a pattern with recognizable cues and predictable 

shifts. The work becomes more collaborative; you and the client jointly study the sequence 

instead of debating whether the reaction was justified. The therapeutic alliance strengthens; 

research on alliance rupture and repair confirms what clinical experience suggests — that 

repaired ruptures correlate with better outcomes, and that clients trust clinicians more when the 

clinician can see what is happening without making them prove it. 
10

 Finally, recognition creates 

the conditions for later chapters of the work: regulation, meaning-making, repair, and long-term 

change. None of those steps are likely to be effective if the initial pattern is misread. 

Pause and consider: 

What does your stance — precise, warm, unhurried — need from you this week in order 

to show up more reliably in the room? 

 

What support, supervision, or self-regulation practice is already in place? What might 

need to be strengthened? 

 

Key Takeaways 

•​ RSD appears as shame, panic, anger, collapse, apologizing, defensiveness, 

overexplaining, reassurance-seeking, or withdrawal. 

10
Eubanks, C. F., Muran, J. C., & Safran, J. D. (2018). Alliance rupture repair: A meta-analysis. Psychotherapy, 55(4), 

508–519. doi:10.1037/pst0000185 
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•​ The same pattern looks different depending on the client's history, identity, context, and 

coping style. 

•​ Subtle changes in tone, posture, pacing, and language are often more revealing than 

dramatic statements. 

•​ Therapy amplifies RSD because it contains ambiguity, evaluation, asymmetry, and 

vulnerability. 

•​ Recognition comes before interpretation because clients need to feel seen before they can 

make meaning. 

•​ Careful noticing is itself a therapeutic act: it lowers shame, supports regulation, and 

makes repair possible. 

Closing Reflection 

Working with RSD in therapy asks you to become an excellent witness. Not a detective hunting 

for pathology, and not a rescuer rushing to take away pain — a steady observer who can see the 

shape of the reaction without flinching from it. Your earliest and most important skill is 

recognition: the capacity to notice when a client has just crossed from ordinary conversation 

into a state of perceived threat. 

That recognition is the beginning of accurate care. It helps you respond to what is actually 

happening rather than what the session appears to be on the surface. It makes room for pacing, 

for validation, for repair, and eventually for the deeper work of changing the story that rejection 

tells in the mind and body. 

The better you become at recognizing RSD, the less likely you are to miss the moment when the 

client most needs steadiness. And often, that is the moment that changes everything. 

When your own nervous system has stored the tension of a clinical day, the massage 

gun protocol in Appendix A takes 10 minutes. For clients processing between-session 

shifts in real time, the RSD Check-In Chat described in Appendix B was built for exactly 

this recognition work. 
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Chapter 3: Shame, Threat, and the Nervous System 

 

The body knew before the mind. 

Before the sentence finished, 

before the email closed, 

before the eyes met the ground, 

the wave had already moved. 

What we call a reaction 

is the footprint of something 

that had already happened. 

 

"The body is our most trustworthy record of the life we have lived." — 

Bessel van der Kolk  ## Why Regulation Must Come Before Insight  There 

is a principle in this work so fundamental it sits underneath every other 

technique: *the body has to settle before the mind can learn*. If you 

forget everything else in this chapter, remember that. A client whose 

sympathetic nervous system is active — heart racing, breath shallow, 

muscles tight, attention narrowed to threat — cannot do the reflective, 

integrative work that therapy depends on. They can only perform the 

appearance of it. And with a rejection-sensitive client, that performance 

will be exquisitely well-done, because performance is one of their most 

practiced survival strategies.  This chapter explains why rejection pain 

feels so intense by linking social threat to nervous-system activation. It 

shows how the body reacts as if a relational event were physically 

dangerous even when the rational mind knows the situation is not 

catastrophic. It shows how shame and threat interact to narrow 

attention, distort meaning, and amplify urgency. And it gives you a 

simple framework for understanding the bodily side of RSD — because 

without that understanding, the tools in later chapters will sometimes 

look like they're failing when what's actually happening is that you're 

using them out of sequence.  ## The Nervous System That Runs the Show  

Three systems, roughly, run the relational threat response. The first is the 

**sympathetic nervous system**, which mobilizes the body for fight or 

flight. In an RSD wave, this is the surge: accelerated heart rate, shallow 

breathing, tension in the shoulders and jaw, a sense that something must 

be done *immediately*. The second is the **dorsal vagal complex**, 

which, when the body assesses that fight or flight will not work, pulls the 

organism into conservation mode. This is the collapse: the flatness, the 

freeze, the sudden exhaustion, the sense of going far away. The third is 

the **ventral vagal complex**, which supports social engagement and 

the capacity for calm, connected presence. This is what we're trying to 

help clients return to, and it's the state most people mean when they say 
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they feel "regulated."  Polyvagal theory, introduced by Stephen Porges 

and elaborated across decades, gives clinicians a working vocabulary for 

these states. [^4] [^24] Whatever you think about the underlying 

neuroanatomical claims — and there is active scientific debate about the 

fine details — the clinical utility of the map is considerable. Naming 

which state your client is in gives you information about what 

intervention is available. You do not offer insight to a dorsal-vagal client. 

You do not offer grounding exercises to a client in ventral engagement 

who just needed to vent. You meet the state that's actually in the room.  

Here is the clinical translation. Sympathetic activation looks like panic, 

urgency, rapid speech, defensive maneuvering, anger, overexplaining, 

reassurance-seeking. The body is mobilized. The intervention is 

*discharge and orient* — help the activation find somewhere to go, and 

help the client's attention locate itself in the present environment rather 

than in the imagined threat. Dorsal vagal shutdown looks like collapse, 

flatness, vague dissociation, going quiet, "I don't know" answers, a 

sudden inability to track the conversation. The body has withdrawn. The 

intervention is *gentle remobilization* — small movement, small 

engagement, warmth that invites without demanding. Ventral 

engagement looks like presence: curiosity, eye contact, spontaneous 

affect, the ability to think and feel simultaneously. This is the state where 

the real work gets done. Your job as the clinician is to help the client find 

their way back to it, not to rush them there.  :::ai Which state do you 

most reliably recognize in yourself when you are about to meet a client? 

Which state do you most often miss?  What does your own ventral-vagal 

presence feel like in your body, and what supports its return when you've 

spent the day with activated clients? 

What Makes RSD Different From Ordinary Activation 

Every nervous system has a threat response. What makes RSD distinctive is not the presence of 

the response but its gain — how easily it triggers, how fast it escalates, how long it persists, and 

how much it narrows the field of available meaning. For a client with RSD, the gain is turned up 

on relational cues specifically. A change of plans, a flat tone, a three-second pause — signals that 

most nervous systems register and release — land with the intensity of a siren. 

The ADHD research has something to say about this calibration. Qualitative work with adults 

with ADHD describes rejection sensitivity as an almost instantaneous dysphoric mood in 

response to perceived rejection, accompanied by rumination, self-blame, and somatization. 
11

 
12

 

The neurobiological picture is still being assembled, but the working model is that the ADHD 

brain, with its differences in dopaminergic and noradrenergic function, has reduced capacity to 

modulate emotional responses — not because emotions are underprocessed, but because the 

gating and braking that typically attenuate intense affect in the prefrontal cortex is less available. 

The amygdala fires. The prefrontal cortex takes longer to catch up. In the gap, the body commits. 
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This is not unique to ADHD. Trauma history, attachment disruption, chronic invalidation, 

minority stress, and neurodivergence more broadly can all produce the same elevated gain. 

What matters clinically is not the etiology but the recognition that the pattern is a 

nervous-system pattern, not a character flaw, and that the client is not choosing the response 

any more than a person with a startle reflex chooses to flinch at a loud noise. 

The clinical implication is liberating for both of you. If the reaction is a pattern, then patterns 

can be mapped. If patterns can be mapped, then they can be interrupted, rehearsed differently, 

metabolized, and integrated. The client who believes I am too much can begin to see my system 

runs high on this specific kind of signal, and I am learning to work with it. That reframe alone 

— if it lands at the right time, which means after the body has settled — changes the trajectory. 

Shame as Neurological Event 

Shame is the emotion most likely to organize an RSD episode into a coherent spiral. Functional 

neuroimaging has begun to map its substrate. Studies and meta-analyses consistently implicate 

the anterior cingulate cortex, medial prefrontal cortex, insula, and parahippocampal regions in 

the experience of shame, with some work suggesting the dorsolateral prefrontal cortex and 

premotor regions as well. 
13

 
14

 The pattern is not identical to guilt, though they share some 

circuitry; shame more robustly engages regions involved in social pain and behavioral 

inhibition, which is a neurological way of saying that shame both hurts and stops you. 

The stopping is clinically critical. When shame is active, the client loses access to the cognitive 

flexibility that would otherwise allow them to consider alternative interpretations, ask questions, 

or tolerate ambiguity. The anterior insula's involvement in shame helps explain why the 

experience has such a strong bodily component — the insula is heavily involved in interoception, 

the moment-to-moment awareness of internal bodily states. 
15

 Shame is not an abstract 

self-evaluation. It is a body registering that it has been seen in a way that threatens belonging, 

and everything else slowing down around that registration. 

This is why purely cognitive interventions often fail in acute shame. You cannot think your way 

out of a state whose primary function is to suppress thinking. You have to go through the body. 

That is not a spiritual claim or a somatic-psychotherapy preference. It is a description of how the 

circuitry works. The client's amygdala fires in around 12 milliseconds. The prefrontal cortex 

takes around 500 milliseconds to catch up. If you are offering a reframe to a client in acute 

shame, you are arriving roughly 40 times too late for the intervention to land on the part of them 

that's doing the suffering. 

15
Craig, A. D. (2009). How do you feel — now? The anterior insula and human awareness. Nature Reviews 

Neuroscience, 10(1), 59–70. 
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The Threat Loop 

Rejection and shame interact in a predictable sequence. The relational cue arrives — a flat tone, 

a delayed reply, a correction. The amygdala tags it as threat. The sympathetic nervous system 

activates, or the dorsal vagal complex pulls the plug, depending on the client's habitual strategy. 

Meaning arrives: I did something wrong. I am being rejected. I am unwanted. The meaning 

intensifies the threat signal; now the body is also responding to the interpretation, not just the 

cue. Shame arrives, narrowing the cognitive field and producing self-referential thoughts that 

align with the interpretation: I always do this. I ruin things. I knew this would happen. The 

self-referential thoughts feel like proof. The body responds to the "proof." The loop closes. 

Once the loop is running, external input is filtered through it. Reassurance is heard as 

management. Silence is heard as confirmation. Questions are heard as evaluation. Even your 

warmth may be heard as pity. This is why so many clinicians, well-intentioned, feel like they 

cannot reach the client in an acute episode. They cannot. Not directly. Not in the content 

domain. What they can do is interrupt the loop at the body level — by slowing pace, modulating 

their own nervous system, offering orienting cues, and staying present without demanding 

response — and give the loop a chance to lose energy. 

Pause and consider: 

Track your own threat loop for a moment. When you feel rejected — a professional 

slight, a quiet response to something vulnerable you shared, a message unanswered — 

what is the sequence? 

 

What is the first body sensation? The first thought? The first protective move? 

 

What helps the loop lose energy most reliably? Who or what, in your life, has been 

most effective at interrupting it? 

 

How Shame Narrows Meaning 

One of the most clinically useful things to understand about shame is that it narrows possibility. 

When a person is flooded with shame, it becomes harder to think clearly, stay connected, ask for 

help, or evaluate the situation in proportion. Choices that would be obvious in ventral 

engagement become invisible. The client may know, intellectually, that they have done this work 

before and could do it again. In the shame state, that knowledge is not available. 
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The clinical task is therefore not simply to soothe emotion in the moment. It is to create enough 

steadiness for the client to recover agency. Choice may begin as something very small: a breath, 

a pause, a less catastrophic interpretation, a more careful message, or a willingness to stay 

present long enough to understand the episode instead of instantly obeying it. In some sessions, 

that may also mean helping the client notice that the urge to act immediately is itself part of the 

activation, not a command that must be followed. 

The goal is never to make feelings smaller or erase sensitivity. Sensitivity itself is not the 

problem. The problem is the suffering, isolation, and loss of choice that happen when sensitivity 

meets threat. The goal is to help the client feel less alone inside the experience and more able to 

respond with clarity, dignity, and self-trust. That shift changes the clinical task from calm down 

to stay with this, understand it, and move through it without adding shame. It also makes 

room for the idea that the client's sensitivity may hold information, values, or relational 

intelligence, even if it currently comes with a high cost. 

Why the Body Needs to Be Addressed Early 

Many clinicians were trained to prioritize cognition, insight, and meaning. Those tools are 

powerful and not to be abandoned. But with RSD, introducing them too early produces a 

predictable failure mode: the client performs the reflection without actually integrating it, 

because the body is still in the wave and no integration is available. The result is a session that 

looks productive from the outside and leaves the client feeling quietly fraudulent — they said the 

right things, the therapist seemed pleased, and nothing changed. 

Addressing the body early does not mean abandoning meaning work. It means sequencing. 

First, help the body find its way back to a workable state. Then, when the client is in ventral 

engagement and can actually think and feel at the same time, bring in the reflection. Pat Ogden 

and colleagues' sensorimotor psychotherapy articulates this sequencing explicitly, and the 

broader literature on trauma-informed care converges on the same insight: top-down 

interventions work better when bottom-up stability is already in place. 
16

 
17

 

Practically, this means learning to ask questions like: Where does that live in your body right 

now? What happens if you put both feet flat on the floor for a moment? What's the 

temperature of your hands? These are not spiritual questions. They are engineering questions. 

They redirect attention from the loop in the mind to the body hosting the loop, and in doing so 

they recruit neural real estate — the insula, the somatosensory cortex, the interoceptive network 

— that is otherwise busy processing threat. 
18

 

17
van der Kolk, B. A. (2014). The Body Keeps the Score: Brain, Mind, and Body in the Healing of Trauma. Viking. 

16
Ogden, P., Minton, K., & Pain, C. (2006). Trauma and the Body: A Sensorimotor Approach to Psychotherapy. W.W. 

Norton. 
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You do not need to become a somatic psychotherapist to use these questions. You just need to 

treat the body as information rather than inconvenience. Over time, your clients will learn to ask 

these questions of themselves. That is the transfer you're after. 

What Regulation Actually Feels Like 

Clients often ask how they will know when they're regulated. The answer is specific and worth 

rehearsing. Regulation feels like: slower thoughts, easier breathing, softer muscles, clearer 

boundaries, a stronger sense of I am here. It is not the absence of feeling. It is the return of 

spaciousness around feeling. A regulated client can be sad, angry, or afraid and still think, 

notice, choose, and connect. 

This distinction matters because clients often confuse regulation with suppression. They believe 

they have to not feel what they feel in order to be okay. They try to push the feeling away and call 

that regulation. It isn't. It's containment, which has its uses, but it's not the same. Real 

regulation is the capacity to hold the feeling without being held by it. It is spacious, not small. 

You can help clients recognize regulation by asking questions like: What is your body doing 

right now that's different from five minutes ago? Where is your attention? What can you 

notice in the room that you couldn't notice a moment ago? These questions do not push the 

client to feel better. They invite the client to notice that something has already shifted. That 

noticing is, itself, often what consolidates the shift. 

Pause and consider: 

How do you describe regulation to your clients? What metaphors, words, or images do 

you use? 

 

What does your own regulation feel like, and how has that felt sense changed over 

time? 

 

The Window of Tolerance 

Dan Siegel's concept of the window of tolerance is a useful bridge between the polyvagal 

framework and practical clinical work. 
19

 The window is the range of arousal within which a 

person can think, feel, and function effectively. Above the window is hyperarousal — the 

19
Siegel, D. J. (2012). The Developing Mind: How Relationships and the Brain Interact to Shape Who We Are (2nd 

ed.). Guilford Press. (Window of tolerance framework) 
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sympathetic zone of panic, rage, and flight. Below it is hypoarousal — the dorsal-vagal zone of 

collapse, numbness, and shutdown. Inside the window, integration is possible. 

Clients with RSD often have narrower windows than they realize, especially around relational 

material. Their window may be wide when they're working on professional tasks or engaged in 

routine logistics, and suddenly shrink to almost nothing when a relational cue arrives. Part of 

your clinical work is helping them recognize when they've left the window — and helping them 

develop small, repeatable practices for returning to it. 

Widening the window is a slow process. It happens through repeated experiences of being 

brought just to the edge of the window and then helped back inside, with the nervous system 

learning, over many cycles, that the edge is survivable. This is sometimes called titration in the 

somatic literature: small doses of challenge, followed by adequate integration, followed by small 

doses more. 
20

 Forced exposure — pushing the client into activation and waiting for them to 

habituate — tends not to work well in rejection-sensitive populations, because the habituation 

gets outpaced by the self-reinforcing shame loop. The better approach is slow, paced, and always 

respectful of the client's signal that the window has narrowed. 

The Clinical Implication: Regulation Before Insight 

If you take one clinical principle from this chapter, take this: regulation before insight, always. 

You will be tempted to jump ahead. The client will seem to invite it. They will ask for 

understanding, for interpretation, for advice. Resist the invitation until the body is in a state that 

can actually receive what you're offering. 

This does not mean you delay everything. It means you sequence. In a typical RSD episode, the 

first 3-15 minutes are about recognition and regulation. The next 10-20 minutes are about 

reflection and meaning-making, once the body has returned to ventral engagement. The final 

portion of the session is about integration and forward motion. If you try to do meaning-making 

in the first 5 minutes, it will not land. If you try to do regulation in the last 5 minutes, you will 

send the client out the door still in the wave. 

You will learn to trust this rhythm. Your clients will learn to trust it, too. Over time, they will 

begin to do the regulation themselves — they will notice their own activation, take a breath, 

redirect attention, and re-enter the conversation with more ground beneath them. When that 

happens, you know the framework is working. Not because the episode didn't occur, but because 

the client had somewhere to go inside it, and they went there. 

Pause and consider: 

What is your current default sequence when a client enters an acute state? Does it 

honor regulation before insight, or does it bias toward one over the other? 
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What is one tiny adjustment to your sequencing that you could experiment with this 

week? 

 

A Working Map for Clinical Use 

Here is a synthesis you can hold in the room. It is not an algorithm. It is a map. 

Orient. Notice what state the client is in. Sympathetic? Dorsal? Ventral? Say nothing yet. Just 

register. 

Match. Meet the state with a regulating presence. Slow your pace. Soften your voice. Widen 

your own breath. You are offering your regulated nervous system as a reference point. 

Name. Name what you see, without interpretation. "Something just moved in your body." 

"Your voice got quieter." "I notice you're holding very still." The naming itself interrupts the 

loop. 

Invite. Offer a small, specific invitation toward embodiment. "Can you let your feet settle on 

the floor?" "What's it like to take a breath here?" Keep it tiny. The goal is a foothold, not a 

transformation. 

Track. Notice what changes. Did the breath drop? Did the voice thicken? Did the shoulders let 

go? Follow the change with another small invitation. Stay with the body until the body signals 

readiness for more. 

Reflect. When the client has returned to a workable state — you will see it in their face, their 

breath, their spontaneous speech — then and only then begin the reflective work. "What do you 

notice now that you couldn't notice a few minutes ago?" "What does this experience seem to be 

about?" "What meaning is the wave trying to make?" 

Integrate. Before the session ends, name what was useful, what was learned, and what practice 

might support the nervous system between now and next week. This is where the work 

consolidates. 

You will not use every step every session. Some clients need more orienting and less reflecting. 

Some need more reflecting and less orienting. Over time you will recognize the shape of each 

client's nervous system and adjust. The map is a scaffolding. The person is the building. 

Closing: The Clinician's Own Nervous System 
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One final word, and it belongs here rather than anywhere else. Your own nervous system is the 

primary instrument of this work. If you are dysregulated, your client will feel it. If you are trying 

to regulate them in order to regulate yourself, they will feel that, too, and it will feel like 

pressure. 

Caring for your own nervous system is not self-care in the wellness-industry sense. It is clinical 

infrastructure. Your regulation is what allows the client to borrow regulation. Your ventral 

presence is what makes the room safe enough for theirs to return. This is why appendix A of this 

book exists — not as indulgence, but as maintenance for the instrument you bring into every 

session. 

The next chapters build on this chapter. The clinical stance chapter, the assessment chapter, the 

intervention chapters — none of them will function if the foundation of body-first, 

regulation-before-insight is not in place. Come back here when the rest of the book starts to feel 

complicated. It's all downstream of this one principle. 

The body first. Always. Then the meaning. 

If reading this chapter has stirred your own nervous system, the sensory brushing 

protocol in Appendix A takes 12 minutes and recalibrates the entire system 

holarchically. For clients tracking their polyvagal state between sessions, the RSD 

Ecosystem Hub described in Appendix B has a state indicator built specifically for this 

work. 
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Chapter 4: The Nonpathologizing Clinical Stance 

 

The word you choose 

becomes the wall she walks into 

or the door she walks through. 

Treat it with the care 

a carpenter treats a hinge. 

 

"We do not see things as they are, we see them as we are." — Anaïs Nin  

## Stance as Intervention  Clinical stance is often framed as a kind of 

ambient warmth — the therapist's general manner, the vibe of the room, 

the softness of the voice. That framing underestimates what stance 

actually is and does. Your stance is not atmosphere. It is intervention. 

Every sentence you speak, every word you choose, every pause you 

allow, every expression on your face, is actively shaping the 

neurobiological state of the person across from you. With RSD clients in 

particular, your stance is arguably the most powerful tool in your 

clinical kit — more powerful than any specific technique, because the 

technique will always be filtered through the stance that carries it.  This 

chapter defines a stance that is *precise without being harsh* and 

*compassionate without being vague*. It distinguishes validation from 

agreement and empathy from overidentification. It gives you language 

that tends to land, and language that tends to injure. And it makes the 

case that respectful language is not soft or optional; it is a treatment tool 

with a measurable effect on client outcomes. [^19]  ## The Core Stance: 

Calm, Precise, Warm, Unhurried  Four words describe the stance. Each 

of them has a specific operational meaning.  **Calm** means regulated. 

Your nervous system is in ventral engagement. You are not performing 

calm. You are not suppressing your own activation and calling that calm. 

You have done the work — whatever your version of that work is — to 

arrive at the session in a state the client can borrow from. When you 

cannot, you know, and you know what you need to do (take five minutes 

before the client arrives, do a body scan, call a colleague, move the 

session if necessary). Calm is infrastructure. It is not a personality trait.  

**Precise** means accurate. You say what you mean. You do not pad 

sentences with softeners that dilute the meaning. When you validate, you 

validate something specific. When you reflect, you reflect what you 

actually observed. When you interpret, you interpret tentatively but 

clearly. Precision is not coldness. It is respect. A vague response tells the 

client you could not be bothered to see them clearly. A precise response 

tells them you did.  **Warm** means the precision is carried on care. 

This is the part that distinguishes clinical work from reporting. The 

words land differently because of the feeling underneath them. Warmth 
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is not performed through tone of voice alone; it is felt by the client when 

your attention is genuinely with them, when your curiosity about their 

experience is real, when your care does not depend on them being easy to 

be with.  **Unhurried** means the pace of the conversation is not driven 

by the clock, the treatment plan, or your own discomfort with whatever 

the client is feeling. You do not rush past pain to get to insight. You do not 

rush past insight to get to action. You do not rush at all unless the room is 

asking for urgency. Unhurried presence gives the client time to re-enter 

their own experience instead of performing for your convenience.  Hold 

all four together, and the room changes. The client stops scanning you for 

disapproval because there is nothing to scan. You are not about to turn 

on them. You are not about to be disappointed. You are not about to be 

inconvenienced by their pain. You are here, and you can stay.  :::ai 

Which of the four — calm, precise, warm, unhurried — comes most 

naturally to you? Which takes more work?  When you notice your stance 

slipping, what is usually the first piece to go? What brings it back fastest? 

Validation Without Collusion 

One of the most common stance errors with rejection-sensitive clients is conflating validation 

with agreement. Validation says, Your experience is real and it makes sense. Agreement says, 

Your interpretation of that experience is accurate. Those are very different. The first is almost 

always the right move. The second can be a clinical trap. 

Consider: your client tells you, with some intensity, that their coworker definitely hates them. 

You can see the episode is RSD-adjacent; the coworker was quiet in a meeting, and the client has 

already built a case. If you say, "Yes, it does sound like your coworker hates you," you have 

agreed with an interpretation the client may need to revise. If you say, "That's probably not 

what's happening," you have invalidated an experience that is real to them. Both moves fail the 

client. 

What validates without colluding: "You left that meeting feeling sure your coworker was angry 

with you. That kind of certainty usually means something important got triggered in the 

moment. I want to understand what that was." The sentence does three things. It acknowledges 

the felt experience (certainty, anger from the coworker as perceived). It locates the intensity as 

meaningful (something important got triggered). And it opens the door to exploration without 

demanding the client abandon their interpretation before they are ready. You have validated 

without colluding, and you have invited without pressuring. 

This is harder than it looks. It requires you to hold two things simultaneously: the reality of the 

client's experience and the possibility that their interpretation is incomplete. Both are true. 

Saying only one is dishonest. Saying both at once is the stance. Over many sessions, clients with 

RSD learn from you that their feelings can be real without their first interpretation being final. 
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That lesson is one of the most valuable things they can learn, and it is learned primarily through 

your stance, not through your words. 

Empathy Without Overidentification 

Empathy is feeling with the client. Overidentification is feeling as the client, to the point that 

you lose your clinical function. The difference matters, because overidentification looks like 

empathy from the outside — you're emotional, the client is emotional, something is clearly 

happening — but it tends to work against the client rather than for them. 

When you overidentify, you lose your ventral ground. The client's dysregulation recruits yours. 

You are no longer a steady point they can borrow from; you are another nervous system in 

distress. In the short term, this can feel relieving to the client ("finally someone gets it"), but it 

tends to backfire. Without your regulation, the conversation drifts toward crisis. Interventions 

arrive as agreement with the catastrophe. The client leaves the session more activated than when 

they arrived. 

Empathy without overidentification looks like: I feel the texture of what you're describing. I feel 

the weight of it. And I am still here, still thinking, still able to hold what comes next. You are 

with them. You are not them. You can afford to be affected because your own regulation is not 

dependent on the client's. 

This requires ongoing work on your own nervous system. It requires knowing the clients and 

populations that most reliably pull you into overidentification, and having practices ready for 

those moments. It requires good supervision, good colleagues, and honesty about when you have 

been pulled too far and need to restore your stance. None of this is optional in RSD work. The 

stance is the work. 

Pause and consider: 

Which of your clients most reliably pulls you toward overidentification? What is it 

about their material, their affect, or their patterns that matches something in your own 

history? 

 

What is already in place — consultation, supervision, practices — to help you stay on 

the empathy side of that line? What might need to be strengthened? 

 

The Language That Lowers Shame 
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Certain phrasings tend to lower shame; others tend to intensify it. The difference is often in the 

architecture of the sentence rather than its overt meaning. Clients with RSD hear the 

architecture before they hear the meaning. 

Shame-intensifying language often has one or more of these features: it uses you where the 

pattern would do; it implies judgment through generalization ("people with RSD tend to..."); it 

offers solutions before the problem has been felt; it uses the passive voice to soften 

accountability while leaving the client exposed; it compares the client's experience to what is 

"normal"; it invokes the client's history as an explanation without permission; it labels the 

client's current state as a clinical category without offering space for the client's own language. 

Shame-lowering language has different features: it locates experiences in specific situations 

rather than in the person's character; it uses the part of you that... or the pattern of... to create 

distance between the client and the response; it matches the client's vocabulary before 

introducing clinical vocabulary; it offers observations with tentativeness, inviting rather than 

asserting; it honors uncertainty about meaning; it treats the current moment as primary and 

interpretation as secondary. 

Here are some concrete translations. 

Higher-shame: "You're overreacting to this." 

Lower-shame: "Your system is treating this as bigger than it might turn out to be. I'm 

curious about what made it feel so urgent." 

 

Higher-shame: "That's just your rejection sensitivity." 

Lower-shame: "That sounds like the kind of reaction where everything shrinks down 

to the worst possibility. What does the body do in those moments for you?" 

 

Higher-shame: "I don't think your partner is actually leaving you." 

Lower-shame: "Something about the text landed as a sign that they're leaving. I'd want 

to understand that something before we talk about what the text actually meant." 

 

Higher-shame: "Let's try to reframe this more rationally." 

Lower-shame: "Before we look at the situation from a different angle, I want to make 

sure we've fully named how it feels from where you're standing." 
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None of these are magic formulas. The point is not to memorize them. The point is to hear the 

difference — in rhythm, in architecture, in what the sentence does to the client's body — and to 

let your language drift toward the lower-shame pattern over time. Your clients will tell you when 

you've gotten it right. You'll see it in their shoulders. 

When Framing Becomes Pathologizing 

One of the most pernicious ways well-meaning clinicians inadvertently pathologize is by leaning 

too hard on diagnostic framing. "You have RSD, and here's what that means for you." The 

framing can feel validating in the moment — the client has a name for what has been happening 

— but if the clinician stops there, the name becomes a cage. The client now believes they are an 

RSD person, with all the implied limitation, fragility, and distinctness from normal people that 

such language carries. 

A better approach treats the diagnostic framing as one lens among several. "This pattern you're 

describing has a name in the clinical literature. That name is useful because it tells us you're 

not the only one navigating this. But you are not the pattern. The pattern is something your 

nervous system is doing, and there are ways to work with it. Let's use the name when it helps 

and put it down when it doesn't." 

This reframe does several things. It acknowledges the utility of the clinical label without making 

the label the client's identity. It normalizes the experience without minimizing it. It creates 

agency — the client and the pattern are separable. And it models the kind of relationship to 

diagnostic categories that leads to durable change rather than identity foreclosure. 

Neurodivergent framing deserves particular care here. Many clients with RSD are also 

neurodivergent, and many have received diagnostic labels that have shaped their 

self-understanding for years. Your job is not to validate or invalidate those labels wholesale. 

Your job is to hold the labels as information — sometimes useful, sometimes limiting — and to 

help the client develop their own relationship to them. Framing RSD as an expression of a 

nervous system running more signal than the standard setup was designed for tends to land as 

respect. Framing it as dysregulation to be fixed tends to land as criticism, even when that's not 

what you meant. 

The Overcorrection Trap 

A specific stance error worth naming is the overcorrection trap. It happens when you, sensing 

the client's fragility, pull so far back on your own position that you stop being useful to them. 

You stop challenging anything. You stop naming patterns. You stop offering observations that 
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might be hard to hear. The client, whose RSD was already vigilant for criticism, now has 

confirmation that you see them as fragile — and the work becomes superficial. 

This is a failure of calibration, not of compassion. You can be warm and challenging. You can be 

validating and pattern-aware. In fact, the most corrective experiences for rejection-sensitive 

clients often come when a clinician they trust offers a hard observation without the catastrophe 

the client was anticipating. The world did not end. The therapist stayed warm. The observation 

was accurate. The client's fear of being corrected finds its first real exception. 

The key is timing and delivery. You do not offer hard observations in the middle of an activation. 

You offer them when the client is in ventral engagement, when the alliance is strong, when they 

have already demonstrated capacity to hear and integrate. You offer them tentatively, with clear 

invitation to push back. You offer them as material to consider, not verdicts to accept. And you 

stay in the room when they land, paying attention to what happens next. 

Done well, these moments become turning points. Clients with RSD have often never 

experienced someone being honest with them without it dissolving into argument or 

withdrawal. Your capacity to be honest and stay present is itself a corrective experience. 

Pause and consider: 

Where in your practice do you most often overcorrect? Is there a specific client, theme, 

or kind of observation that you find yourself pulling back from? 

 

What would a skillful, appropriately timed version of the observation you've been 

avoiding sound like? 

 

The Therapist as a Regulated Presence 

Research on the therapeutic relationship consistently finds that who the therapist is — their 

empathy, their responsiveness, their consistency, their capacity for repair — is one of the most 

powerful predictors of outcome, often more powerful than specific techniques. 
21

 With RSD 

clients, this general finding takes a particular form: your regulated presence is itself the 

intervention. Before any technique lands, your nervous system is teaching theirs that regulated 

presence exists and is available. 

This is why stance cannot be faked. Clients with RSD are exquisitely tuned to incongruity. They 

notice when your warmth is performed, when your calm is brittle, when your interest is 

professional rather than genuine. You do not need to be perfect. You need to be real. If you are 

21
Norcross, J. C., & Lambert, M. J. (2018). Psychotherapy relationships that work III. Psychotherapy, 55(4), 303–315. 
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having a hard week, the client will sense it. Pretending otherwise is worse than acknowledging it 

briefly: "I'm not at my sharpest today. I'm still fully with you, and I want you to know in case 

you sense something different in me." That kind of transparency, used sparingly, is more 

regulating than a performed wellness. 

Real presence has a texture. It is not distant, but it is not merged. It is attentive, but it is not 

hypervigilant. It is responsive, but it does not react. It is specific — this client, this session, this 

moment — rather than generic. Over time, clients with RSD come to recognize the texture of real 

presence and to trust it. When they do, the texture itself begins to do therapeutic work that no 

technique could accomplish on its own. 

Stance in Moments of Rupture 

Stance is most tested when something has gone wrong. A misattunement, a missed signal, a 

comment that landed harder than intended. These moments are where rejection-sensitive 

clients most need you to be steady, and where they most expect you to flinch, defend, or 

disappear. 

The meta-analytic literature on alliance rupture finds that repaired ruptures correlate with 

better treatment outcomes than alliances without ruptures. 
22

 This is counterintuitive until you 

consider what a repaired rupture actually demonstrates to the client: that conflict is survivable, 

that the relationship is robust, that you can be wrong and still be safe. For an RSD client whose 

implicit expectation is that rupture means ending, each successful repair re-educates the 

nervous system about what relationships can hold. 

Your stance in a rupture moment is: acknowledge quickly, do not defend reflexively, take 

responsibility for impact even if intent was different, slow the pace, and reopen the door without 

demanding immediate return. "I think what I said landed harder than I meant it to. I'm sorry. 

I'd rather we stay with what it was like for you before we talk about anything else." You are 

not groveling. You are not abandoning your clinical position. You are making room for the 

client's reality without requiring them to first accept yours. 

The temptation to defend — to explain what you meant, to clarify your intent, to point out that 

the reaction is disproportionate — is nearly universal and nearly always counterproductive. 

Defense says, from the client's nervous system perspective, you are going to prioritize being 

right over being with me. That is a confirmation of the RSD's deepest fear. Resist the defense. 

Repair first. Understanding comes after. 

Pause and consider: 

Think of a recent rupture with a client. What was your instinct in that moment? What 

did you do? What do you notice now about how it landed? 
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What would a version of your response look like that emphasized repair over 

clarification? 

 

Stance in the Long Arc 

Stance is not a technique you deploy in acute moments. It is a steady way of being in relation 

that shapes every session across the full arc of treatment. Over time, the stance itself does much 

of the work. Clients internalize the regulated, precise, warm, unhurried presence and begin to 

extend versions of it to themselves. They become less harsh with their own patterns. They 

develop their own capacity for calm in the face of relational threat. They borrow your stance long 

after they have stopped seeing you. 

This is the quiet, durable effect of good clinical work with RSD. The specific interventions help. 

The psychoeducation helps. The worksheets help. But the stance is what changes the internal 

working model. The stance is what teaches the client, below the threshold of conscious 

awareness, that another kind of relationship is possible — with others and with themselves. 

This is also why your ongoing development as a clinician matters so much. Your stance is a 

living thing. It grows, shifts, deepens, or calcifies based on how you tend to it. Supervision, 

consultation, your own therapy, your own practices of regulation and reflection — these are not 

extras. They are how the instrument stays tuned. Clients with RSD are feeling you, consciously 

and not, every session. What they feel shapes what becomes possible for them. 

Closing 

The nonpathologizing stance is less a set of rules than a practice of attention. Attention to your 

words, your tone, your pacing. Attention to the client's nervous system and what it's signaling. 

Attention to your own nervous system and what it's carrying. Attention to the architecture of 

every sentence you speak, because in this work the architecture matters more than the meaning. 

The next chapters turn to assessment, formulation, and intervention. All of it depends on the 

stance. If the stance is right, the interventions will often land even when they're imperfect. If the 

stance is wrong, the interventions will often fail even when they're textbook-correct. Get the 

stance first. Everything else follows. 

If your stance has been tested recently by a challenging session, the valerian / skullcap 

/ kava sequence in Appendix A is your between-sessions infrastructure. For clients 

developing their own sense of clinical stance-as-self-regard, the Ava AI Coach 

described in Appendix B uses Appreciative Inquiry to support exactly this inner work. 
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Chapter 5: Initial Assessment and Differential 

Thinking 

 

Before the formulation, before the plan, 

there is a question the clinician holds: 

what is this person's system actually doing? 

Not what it looks like. 

Not what the intake form says. 

What it is doing. 

The answer takes longer than one session, 

and that is how you know the answer will be real. 

 

"Diagnosis is at best a compass, not a cage." — Judith Herman  ## The 

Problem With Premature Certainty  Assessment for RSD is easy to get 

wrong in a specific way: it's easy to get right too quickly. A client 

mentions a rejection spiral, a pattern of shame around criticism, a 

tendency to quit after perceived slights. You recognize the shape. You 

name it internally: *RSD*. You begin organizing the session around that 

lens. And then — sometimes weeks later — you realize the picture is more 

complicated. Trauma is involved. Or depression. Or an undiagnosed 

autism spectrum presentation. Or a medication side effect. Or an 

interpersonal situation that is actually more threatening than you first 

assumed. The RSD frame was not wrong, but it was incomplete, and the 

incompleteness delayed the intervention the client most needed.  This 

chapter is about assessing RSD without reducing the client to a single 

pattern. It outlines what to listen for in history, triggers, bodily response, 

relational patterns, and functional impact. And it clarifies the 

importance of differential thinking: when to consider trauma, 

depression, anxiety, neurodivergence, attachment injury, or mood 

dysregulation alongside RSD. The goal is not premature certainty. The 

goal is accurate understanding, held with enough flexibility to revise as 

the picture deepens.  ## What to Listen For in History  History-taking for 

RSD is not a checklist. It is a careful listening for patterns that may or 

may not cohere around rejection sensitivity. Several domains are worth 

exploring, usually across multiple sessions rather than in a single intake.  

**Early relational history.** How did the client's early caregivers 

respond to the child's emotional reactions? Was sensitivity validated, 

minimized, pathologized, or weaponized? Were big feelings met with 

steadiness, dismissal, or punishment? Were there attachment disruptions 

— illness, separation, loss, or inconsistent availability? RSD often has 

early relational roots, and understanding those roots helps you hold the 
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current pattern with more context.  **School and peer experiences.** 

How did the client navigate early peer environments? Was there 

bullying, exclusion, racial or gender-based social threat? Were teachers' 

corrections experienced as proportional or as devastating? Was there a 

particular incident — a public embarrassment, a betrayal, a sudden shift 

in peer status — that the client still references years later? Peer rejection 

in adolescence has documented long-term effects on social information 

processing, and early experiences shape what the nervous system codes 

as threat. [^21] [^28]  **Neurodevelopmental history.** Has the client 

been evaluated for ADHD, autism, or other neurodevelopmental 

differences? Are there patterns suggestive of executive function 

challenges, sensory processing differences, or social communication 

differences that might not have been formally diagnosed? 

Neurodivergence often co-occurs with RSD — indeed, the construct 

originated in the ADHD literature — and the overlay shapes both the 

presentation and the treatment. [^8]  **Trauma history.** What 

experiences of acute or chronic threat has the client lived through? Were 

there experiences of humiliation, scapegoating, betrayal, or relational 

rupture without repair? Complex trauma in particular often produces a 

rejection sensitivity that overlaps with but is not identical to the 

ADHD-associated pattern. [^17]  **Current functional impact.** How 

does the pattern affect the client's life right now? Are relationships 

strained? Has the client withdrawn from opportunities, conversations, or 

connections to avoid the possibility of rejection? Are there decisions being 

made from fear rather than values? Functional impact tells you what's at 

stake in the treatment and anchors the work in the client's actual life 

rather than in abstract symptom reduction.  Gathering this history is 

slow work. Clients with RSD often minimize in the early sessions, present 

a curated version of their experience, or feel pressure to demonstrate to 

you that they are worth treating. Your job is not to get everything at 

once. It is to open doors and leave them open, letting the picture emerge 

across the alliance as trust builds.  :::ai Which of these domains do you 

most naturally explore in early sessions? Which do you tend to skip or 

under-explore?  What would change in your initial assessment if you 

assumed the first presentation was always incomplete, and planned your 

assessment as an arc across the first 4-6 sessions rather than as a 

single-session intake? 

The Triggers Map 

A useful early task is mapping the client's triggers — the specific situations, cues, and contexts 

that reliably produce an RSD wave. This is not a finished list; it will grow. But establishing an 

initial map does several things. It tells you (and the client) that the pattern is patterned rather 

than random. It gives you specific material to work with in future sessions. And the mapping 

process itself is often the first experience many clients have of their sensitivity being taken 

seriously enough to study. 
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Ask questions like: When did the pattern last hit? What was happening just before? What was 

the cue — a tone, a message, a silence, a face, a change of plans? How quickly did the wave 

arrive? What did your body do? What did your mind start to tell you? What did you do next? 

You are not interrogating. You are tracing. The client may not be able to answer all of these 

immediately, especially for recent episodes still raw in their system. That is fine. You are 

modeling the kind of attention the work will require. 

Common trigger clusters worth asking about: 

•​ Text messages, emails, or digital communication with ambiguous timing or tone 

•​ Social media interactions (likes, comments, missing engagement) 

•​ Workplace feedback, especially unexpected or public 

•​ Changes of plans, especially last-minute 

•​ Perceived shifts in a close person's warmth or availability 

•​ Being interrupted, corrected, or contradicted 

•​ Being left out of a group, event, or conversation 

•​ Asking for something and receiving a delayed or unclear response 

•​ Perceiving disappointment in someone's face or voice 

•​ Public attention, especially attention experienced as evaluation 

You are not looking for the worst triggers. You are looking for the most frequent ones and the 

most contextually relevant ones for this person's life. The worst are easy to identify. The 

everyday ones are where most of the suffering lives. 

The Body in Assessment 

Somatic assessment is easy to skip in intake and expensive to skip over time. Ask the client to 

describe what happens in their body during an RSD wave. Not in the abstract — during a specific 

recent episode. Where does it start? What is the first physical signal? Is it a tightening, a 

dropping, a heat, a buzz, a freezing, a flood? How does it spread? How long does it take to 

subside? 

Many clients have never been asked these questions and find them strange at first. Some will be 

unable to answer; their interoceptive awareness may be underdeveloped, or their habitual 

strategy may be to leave the body entirely during activation. That information, too, is assessment 

data. A client who cannot describe bodily sensation often needs a longer runway of somatic 

awareness work before cognitive reframing will be useful. 

You are listening for patterns. Does the client's system most often surge (sympathetic) or 

collapse (dorsal)? Is there a mix? Does the body stay activated for minutes, hours, or days? How 

does the client typically try to discharge or manage the activation — movement, food, 
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substances, distraction, reassurance-seeking? These patterns will inform your intervention 

choices later and also tell you where the client's capacity for regulation currently sits. 

Differential Thinking: What Else Could This Be? 

One of the most important assessment skills is holding alternative hypotheses alongside the 

RSD frame. Several conditions and experiences can look like RSD, overlap with RSD, or mask 

RSD. Missing any of them can mean your intervention arrives in the wrong territory. 

ADHD and emotional dysregulation. The ADHD literature has long described a pattern of 

intense, rapid emotional reactivity that includes rejection sensitivity. 
23

 For many clients, the 

RSD presentation is inseparable from underlying ADHD, and untreated ADHD tends to make 

RSD more intractable. If you see the pattern and ADHD has not been assessed, consider referral 

for evaluation. The medication conversation — which belongs with a prescriber, not you — can 

substantially change the clinical picture. 

Autism spectrum presentations. Autistic individuals, particularly late-identified adults, 

often describe rejection sensitivity that stems from a lifetime of social misattunement, masking 

fatigue, and being punished for communication differences. The clinical pattern can look like 

RSD but requires different interventions — particularly around unmasking, sensory regulation, 

and authentic communication rather than cognitive reframing of "inaccurate" social 

perceptions. 

Complex trauma and attachment disruption. Complex PTSD often produces 

hypervigilance to relational threat, intense shame, and patterns of protective withdrawal or 

intrusion that overlap with RSD. 
24

 The treatment implications differ: complex trauma typically 

requires more explicit stabilization and titrated trauma processing, while RSD work may 

emphasize in-session regulation and present-moment pattern recognition. Both can be true 

simultaneously. Holding both frames is harder than holding one. 

Depression. Depressive episodes can produce a form of rejection sensitivity that is partly 

mood-state dependent — once the depression lifts, the sensitivity decreases. If the client's RSD 

intensity tracks mood cycles, depression may be primary, and the RSD framing may be 

secondary. Conversely, chronic RSD can produce depression as a downstream consequence of 

accumulated social injury. 

Anxiety disorders. Social anxiety shares features with RSD — anticipatory dread of rejection, 

avoidance of exposure, post-event rumination — but is more often driven by generalized worry 

about performance rather than by the specific bodily-shame response that defines RSD. Panic 

disorder can also produce intense somatic reactivity to subtle relational cues that resembles RSD 

but responds to different interventions. 
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Borderline personality organization. The interpersonal hypersensitivity described in the 

BPD literature overlaps substantially with RSD, and some researchers have hypothesized a 

shared neural and developmental substrate. 
25

 
26

 Treatment for BPD typically requires 

longer-term, more structured approaches (DBT, mentalization-based therapy) that may need to 

be integrated with or prioritized over RSD-specific interventions. A diagnostic call here matters 

for treatment planning, not for pathologizing. 

Minority stress and structural threat. Clients from identity-minoritized groups — racial, 

gender, sexual orientation, disability, immigrant — live in contexts where social rejection is not 

imagined but empirically documented. Their "rejection sensitivity" may be, in part, an 

appropriate calibration to an environment that really is hostile. The clinical task is to distinguish 

the calibrated response from the amplification layer of RSD, not to treat all their vigilance as 

pathology. 

Medication effects. Some medications — certain antidepressants, stimulants at incorrect 

doses, hormonal medications — can intensify emotional reactivity. Always ask what the client is 

taking, when it was last adjusted, and what the temporal correlation is between medication 

changes and symptom shifts. 

The point of this list is not to complicate every assessment into paralysis. It is to cultivate the 

habit of and rather than or. What else might be true alongside the RSD frame? What else might 

be driving the current intensity? What would change if one of these alternative framings turned 

out to be primary? 

Pause and consider: 

Think of a recent client whose RSD presentation you've been working with. Which of 

these alternative frames have you explicitly considered and ruled in or out? 

 

Which have you left implicit? What would it take to explore one of them more directly 

in the coming sessions? 

 

Structured Assessment Questions 

Below is a set of questions that can anchor a structured-but-flexible assessment over the first 

few sessions. You do not need to ask all of them in one sitting. Pick and choose based on what 

26
Gunderson, J. G., & Lyons-Ruth, K. (2008). BPD's interpersonal hypersensitivity phenotype: A 

gene-environment-developmental model. Journal of Personality Disorders, 22(1), 22–41. 

25
Beeney, J. E., Hallquist, M. N., Ellison, W. D., & Levy, K. N. (2016). Self-other disturbance in borderline personality 

disorder: Neural, self-report, and performance-based evidence. Personality Disorders: Theory, Research, and 

Treatment, 7(1), 28–39. 
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emerges. The questions model the kind of careful, specific attention that the rest of the 

treatment will require. 

Triggers: 

- When did you last have a reaction that felt disproportionate to the event? What 

happened? 

- What are the situations that most reliably set off a wave for you? 

- Are there specific people, environments, or times of day when the pattern is worse? 

 

Body: 

- When the wave hits, where does it live in your body first? 

- How does it spread? How long does it take to move through? 

- What does your body do after — how long until you feel like yourself again? 

 

Meaning: 

- What story does your mind tell you when the wave hits? What is the first thing you 

believe about yourself, the other person, or the situation? 

- How often does that story turn out to be the accurate one, in retrospect? 

 

Protective strategies: 

- When the wave hits, what do you tend to do? Apologize? Withdraw? Argue? 

Overexplain? 

- How have these strategies served you? Where have they cost you? 

 

Recovery: 

- After a wave, what helps you come back? People, practices, substances, time? 

- How long does full recovery usually take? Minutes, hours, days? 

 

Context: 

- Are there times in your life when this pattern has been much better or much worse? 

What was different? 
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- Are there people with whom the pattern rarely or never activates? What is different 

about them? 

 

Goals: 

- If this pattern were 30% less intense, what would change in your life? 

- What would you dare to do that you currently don't? 

 

These questions are not neutral — they are shaped by Appreciative Inquiry's orientation toward 

strengths and possibility. They invite the client to see the pattern as something that can be 

worked with rather than as evidence of defect. Used across sessions, they become a shared 

language for the work. 

The Written Formulation 

By the end of early assessment, you should be able to produce a short, useful formulation — for 

yourself, and in simplified form, for the client. The formulation is not a DSM workup. It is a 

working hypothesis about what is driving the pattern, what maintains it, and what treatment is 

likely to address. 

A useful format: 

Presentation: What the client is bringing — the lived pattern they want to change. 

Predisposing factors: History that set up the current sensitivity — early relational 

experiences, neurodivergence, trauma, identity context. 

Precipitating factors: Recent events or stressors that have increased current intensity. 

Perpetuating factors: What is keeping the pattern running — protective strategies, 

reinforcing environments, belief structures, unaddressed neurobiological factors. 

Protective factors: Strengths, resources, relationships, and capacities the client brings. 

Often underrecognized. 

Treatment implications: What the formulation suggests about what to focus on, in what 

order, with what emphasis. 

This structure is deliberately brief and practical. Avoid writing formulations the client will never 

see or understand. Every formulation should eventually become a shared map, translated into 
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language the client uses, and reviewed together for accuracy. Chapter 8 will go deeper into how 

to do that translation well. 

Holding Uncertainty 

A good assessment holds uncertainty. You will not know everything after the first session, and 

you will not know everything after the tenth. Assessment is not a phase that ends. It is a practice 

that continues through the work, as new material emerges, as the client shifts, as your 

understanding deepens or gets revised. 

The temptation — especially with clients whose suffering is urgent — is to resolve uncertainty 

prematurely. To decide the formulation is complete so you can start the "real" work. Resist the 

temptation. The real work is already happening: the client is being seen with care, the pattern is 

being studied, the alliance is being built. A formulation that remains provisional is more useful 

than one that has hardened prematurely, because it leaves room for the client to surprise you, 

and surprise is where the best clinical material often lives. 

Hold your formulation lightly. Let it be revised. Let the client tell you, months in, that what 

seemed like one thing was actually another. Treat each revision as a sign of depth, not of failure. 

The clients with RSD who do the deepest work are often the ones whose formulations shift the 

most as the work unfolds. That is how you know the work is reaching something real. 

Pause and consider: 

Which of your current clients has the most certain formulation in your mind? Is there 

anything about that certainty worth questioning? 

 

What is one question you haven't yet asked, about one client, that might open a door 

you hadn't known was there? 

 

Closing 

Assessment for RSD is a slow art. It asks you to listen carefully, hold multiple hypotheses, and 

resist the temptation to resolve uncertainty too quickly. It asks you to let the picture emerge 

across sessions rather than arrive in a single intake. And it asks you to treat the assessment itself 

as intervention — because for a client with RSD, being studied with care, without being reduced 

to a category, is often the first corrective experience of the treatment. 
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The next chapter turns to a specific assessment skill: mapping the sequence of an RSD episode 

from trigger to reaction to aftermath. That mapping becomes the material from which 

meaningful intervention is built. 

For clinicians organizing complex assessments across multiple sessions, the RSD 

Journal described in Appendix B supports between-session client tracking that can 

enrich the formulation. For your own sustained nervous system during 

high-assessment weeks, the magnesium protocol in Appendix A is infrastructure. 
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Chapter 6: Mapping Triggers, Meanings, and 

Reactions 

 

Every wave has a coastline. 

Where it begins, where it crests, 

where it breaks, where it pulls back out. 

The geography is always there — 

always the same coastline, 

always the same rhythm. 

What changes is whether someone is 

watching it long enough to see. 

 

"Until you make the unconscious conscious, it will direct your life and 

you will call it fate." — Carl Jung  ## Why Mapping Is the Hinge  An 

unmapped RSD episode feels to the client like weather — arriving without 

warning, peaking without reason, ending without explanation. A 

mapped episode reveals itself as a sequence. The trigger arrived here. 

The body did this. The meaning came next. The protective strategy kicked 

in at this point. The aftermath looked like this. The sequence has a shape 

that can be traced, and once it has a shape, it becomes something the 

client and clinician can work with together rather than something the 

client is alone inside.  This chapter teaches you how to map an RSD 

episode from trigger to interpretation to reaction to aftermath. It's a 

clinical skill you will use hundreds of times across any given treatment. 

Done well, it transforms the client's relationship to their own pattern — 

from mystified survivor to studied observer. Done poorly, it becomes an 

intellectual exercise that sidesteps the actual feeling. The art is in the 

sequencing and the pacing.  ## The Five Moves of a Mapped Episode  

Every RSD episode contains, roughly, five moves. The names are not 

sacred; use whatever language works for you and the client. What 

matters is that each move is named, timed, and eventually observed.  **1. 

The Cue.** Something happens. Usually external — a text, a facial 

expression, a pause, a change of plans. Sometimes internal — a memory, 

a body sensation, an anticipation of something that might happen. The 

cue is the match that lights the fuse.  **2. The Body.** The nervous system 

responds. Often before conscious thought. Heart rate changes. Breathing 

shifts. Heat rises or drains away. Muscles tense or slacken. The body has 

already made an assessment and begun mobilizing or immobilizing 

before the mind has caught up.  **3. The Meaning.** The mind catches up 

by generating meaning. Usually fast, usually sticky, usually catastrophic. 

*They are angry. I'm being rejected. I messed it up. This is the beginning 
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of the end.* The meaning feels like a reading of the situation. It is more 

accurately a reading of the body's response, back-filled with narrative.  

**4. The Protective Strategy.** Something tries to fix the threat. 

Apologize. Withdraw. Attack. Overexplain. Seek reassurance. Go silent. 

Get busy. Each strategy has its logic — it made sense in some earlier 

environment — and each has a cost that becomes visible when mapped 

across many episodes.  **5. The Aftermath.** The wave recedes. 

Sometimes quickly, sometimes slowly. A residue remains: 

embarrassment about having reacted, rumination about whether the 

protective strategy worked, a story added to the self-concept about being 

*too much* or *too sensitive*. The aftermath is where shame 

metastasizes if not attended to.  Every episode contains these moves in 

some form. Some are compressed into seconds. Some unfold across days. 

The skill is in slowing each move down enough for the client to see it.  ## 

Opening the Map With a Client  The first time you walk through a 

mapping with a client, use a recent episode — recent enough to be vivid, 

but past enough that the body has settled. Not the episode from this 

morning if the client is still shaking. Not the episode from six months ago 

they barely remember. Something from the last couple of weeks that they 

can still feel the shape of.  Start with the cue. *What happened? What was 

going on right before the wave?* Keep the question specific and concrete. 

You want facts, not interpretations yet. *I saw the text come in. We were 

at dinner. They were looking at their phone and I saw their expression 

shift.* These are the sensory and situational details that anchor the 

sequence.  Move to the body. *What did your body do? Where did you feel 

it first?* If the client cannot answer, do not push. Either the interoceptive 

awareness isn't there yet, or the episode was too dissociative for clear 

body memory. Note it as assessment data and come back to it. For clients 

who can answer, you are building a somatic vocabulary that will be 

crucial throughout treatment.  Move to meaning. *What did your mind 

start telling you? What were the first thoughts that felt true?* Here the 

client often shifts energy. They may start to feel the wave again in a 

micro form. Slow down. This is good material, but only if the body stays 

within the window of tolerance. You are not trying to re-activate the 

episode. You are trying to see its architecture.  Move to the protective 

strategy. *What did you do? What was the first thing you said or did?* 

The client may minimize here — *I just sent a quick apology text* — but 

the strategy is worth lingering on. What was the apology doing? What 

was it trying to accomplish? What did it feel like after you sent it?  Move 

to the aftermath. *What happened after? How long did the wave take to 

pass? What did you tell yourself about having reacted that way?* This is 

where the self-judgment often lives, and where the secondary suffering 

often gets set up.  Take your time. A single mapping done slowly and 

carefully is worth more than three mappings done quickly.  :::ai When 

you imagine doing a mapping like this with one of your current clients, 

what are you most drawn to? What are you most hesitant about?  Which 
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of the five moves do you most reliably identify in your clients' stories? 

Which do you most often skip over? 

The Hinge: Meaning 

The hinge of an RSD spiral is almost always at the meaning step. The cue and the body response 

are not fully under conscious control. The protective strategy is shaped by long habit. But the 

meaning — the interpretive layer that converts a bodily response into a story about self, other, 

and relationship — is where the possibility of change lives. 

This does not mean meaning is easy to change. It isn't. The first meaning an RSD client makes of 

a cue feels like truth, feels like seeing clearly, feels like the only reasonable interpretation. 

Offering an alternative interpretation in the middle of an activation tends to fail, as we've 

discussed. But mapping episodes across time, gently tracking what meanings the client 

generated versus what the situation actually turned out to be, does over time loosen the grip of 

first-meaning certainty. 

Helpful questions for the meaning layer: 

•​ What did you believe about yourself in that moment? What did you believe about them? 

•​ When you've had similar waves before, what meanings have shown up? Are there 

recurring ones? 

•​ When the wave passed, did the meaning feel as true as it did in the moment? What 

changed? 

•​ What would have been a more tentative way to hold the meaning in the moment, if 

tentative had been available? 

You are not trying to disprove the meaning. You are introducing the idea that meanings in the 

moment are not the same as meanings over time. That gap is where growth happens. 

Tracking Across Episodes 

A single mapping is useful. Mapping across many episodes is transformative. Over time, the 

client sees that the same cues produce similar bodies, similar meanings, and similar strategies — 

and that the aftermath often reveals the first interpretation to have been incomplete or 

incorrect. The pattern becomes visible as a pattern. 

Some clients will keep a running journal of episodes, noting the five moves for each one. The 

companion workbook to this book has a worksheet for exactly this. Others will track less 

formally — noting patterns in their head, bringing them to session, refining them with you. 

Either works. What matters is the accumulating sense that the pattern is studyable, and that 

studying it is changing its grip. 
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Meta-observations you may see across mappings: 

•​ Particular cues recur (ambiguous texts, delayed responses, specific tones of voice) 

•​ The body response is stereotyped for this person (always the chest, always the jaw, 

always the dropping in the stomach) 

•​ The meanings cluster around two or three core beliefs (I am too much, I am about to be 

abandoned, I have failed at something that matters) 

•​ The protective strategies are stable and limited (usually one or two primary moves across 

episodes) 

•​ The aftermath includes consistent self-judgments that feed the next episode 

Naming these meta-patterns with the client, gently, over time, is part of how the work deepens. 

Have you noticed that the "I'm too much" meaning shows up almost every time there's a delay 

in response? I wonder if that's worth spending more time with. You are not diagnosing. You are 

pointing at the pattern that is already visible to both of you. 

When the Map Gets Tangled 

Some episodes are complicated. The trigger isn't clear. Multiple cues happen at once. The body 

response is mixed. The meanings contradict each other. The protective strategy was interrupted. 

This is normal. Not every episode fits the clean five-move model. 

For tangled episodes, simplify. Ask the client to pick one thread to trace. Let's just look at the 

body first — what did it do, and when? Or: Let's just look at one meaning that showed up. 

What was it? You are not abandoning the model. You are adapting it. Complex episodes often 

become simpler with repeated mapping, because the client begins to see which thread is primary 

for them. 

Also: some "episodes" turn out to be multiple episodes stacked. The client's partner said 

something that triggered a wave, and then the client's own reaction triggered a meta-wave of 

shame about having reacted. Disentangling these is useful. It sounds like the first wave was 

about the comment, and then a second wave started about how you responded to the first 

wave. Let's look at them as two episodes, not one. 

Mapping in Service of Intervention 

The mapping is not an end in itself. It is infrastructure for intervention. Once you can see the 

sequence clearly, you can start to ask: where in this sequence can we insert something 

different? 

Some interventions work at the cue level — reducing exposure to reliably triggering contexts, 

adjusting environments, setting boundaries with people whose style consistently lands hard. 
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Some work at the body level — regulation practices, somatic interventions, nervous system 

maintenance (magnesium, sleep, movement). These don't prevent the body response but reduce 

its intensity and duration. 

Some work at the meaning level — slowing the meaning-making down, introducing 

tentativeness, developing alternative interpretations to hold lightly, practicing staying in 

uncertainty. 

Some work at the protective strategy level — noticing the urge before acting on it, inserting a 

pause, choosing a different response, practicing repair rather than preemption. 

Some work at the aftermath level — reducing secondary shame, repairing with self, integrating 

the episode rather than burying it. 

Different clients benefit from different entry points. A client with almost no interoceptive 

awareness probably needs body-level work before meaning-level work will land. A client whose 

protective strategies are already causing life damage may need to work on the strategy layer 

urgently, even while the body work continues. Your mapping tells you where the leverage is for 

this particular client at this particular time. 

Pause and consider: 

Think of a recent client episode you know well. Where in the five-move sequence do you 

see the most leverage for intervention? 

 

What has held you back from working at that point in the sequence? What would 

support you to move toward it? 

 

The Client's Own Map 

Over time, the client should develop their own version of the map. Not your map, not the book's 

map, but a personalized language for their own sequence. Their names for the five moves. Their 

recognition of their own early signals. Their understanding of their core meanings and 

characteristic strategies. 

This ownership is crucial. A client who relies on your map to understand their own episodes will 

struggle when you are not there. A client who has internalized their own map can use it in real 

time, between sessions, in the middle of a wave. They may not always use it well — nobody uses 

their own map perfectly under stress — but having it changes the possibility space. 
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Signs the client is developing their own map: they come to sessions with episodes already 

partially mapped; they use their own language for phases of the wave; they notice cues and body 

responses in real time rather than only in retrospect; they catch themselves in protective 

strategies before the strategy is complete; they are able to work with meanings rather than only 

being hit by them. 

Celebrate these signs. Name them. You just described that whole episode without me asking the 

questions — you've started to see it yourself. This kind of naming consolidates the skill and 

reinforces the client's growing sense of agency over the pattern. 

A Worked Example 

Let me offer a composite example of a mapping. The names and details are generic; you will fill 

in the specifics of your own clients. 

A client arrives Tuesday evening, still rattled. Sunday she had brunch with her sister. The sister 

was on her phone a lot during brunch. The client left feeling dismissed, withdrew her next two 

planned family outings, and has been cycling in shame about having "overreacted" ever since. 

The Cue: The sister's phone use during brunch. Specifically, a moment when the client was 

telling a story and the sister looked at her phone and then, when she looked back up, seemed to 

have missed what the client had said. 

The Body: A tightening in the chest, starting during the story. A flush of heat. A lightening in 

the head, like the ground had shifted a fraction of an inch. 

The Meaning: She doesn't care what I'm saying. I am boring her. I am always doing this — 

telling stories nobody wants to hear. I should just stop talking. She's never really cared. This 

whole relationship is pretend. 

The Protective Strategy: The client stopped talking. Switched to asking the sister questions 

about her work. Made the brunch easy. Left on time. Then, once home, canceled the next two 

family outings by text. 

The Aftermath: Two days of rumination. Why did I react that way? She was just on her 

phone. I'm so dramatic. This is why relationships don't work for me. Added to the ongoing 

self-concept: I am too sensitive to be around people. 

Now: where is the leverage? 

The cue itself isn't the main issue — the sister's phone use is not going away, and most people 

would find the interaction annoying but not devastating. The gain is on the client, not the 

external event. 
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The body reaction is rapid and familiar. Working on interoceptive awareness, recognizing the 

tightening as a signal, and developing in-the-moment regulation are all plausible entry points. 

The meaning is where the spiral really happened. The first interpretation (she doesn't care) 

may have some truth in it, but the secondary meanings (always, never, pretend, boring, should 

stop talking) are the catastrophic cascade. Working on distinguishing the first observation from 

the amplified story is high-leverage work. 

The protective strategy included an immediate shift into caretaking during the brunch — 

asking questions, making it easy, leaving on time. That strategy is old, familiar, and was almost 

certainly adaptive in an earlier environment. It is also the move that most robs the client of her 

own presence. The later cancellations compound the strategy. Noticing the urge to preemptively 

cancel, and experimenting with waiting 24 hours before making decisions, could interrupt an 

entire pattern of accumulated avoidance. 

The aftermath contains the secondary shame that's recruiting the most energy. Specifically, 

the move from I reacted to I am too sensitive to be around people is an identity-level claim born 

from a single episode. Naming that move, slowing it down, and inviting the client to hold the 

identity-level claim more loosely — "It sounds like the shame has gotten much bigger than the 

event" — is itself an intervention. 

A full session might not touch every layer. You might spend a session just on the body, or just on 

the meaning, or just on the strategy. The mapping gives you the map. Where you actually travel 

depends on the client's capacity and the moment. 

Closing 

Mapping is how RSD episodes stop being weather and start being geography. Not instantly, and 

not completely. But over time, across many careful tracings, the client begins to see that the 

storm has a shape, the shape is predictable, and predictability is the precondition for skill. 

The next chapter helps you distinguish RSD from other patterns that look similar — ordinary 

hurt, trauma activation, attachment pain — because accurate mapping depends on accurate 

recognition of what you're mapping. 

For clients learning to map their own episodes between sessions, the RSD Journal in 

Appendix B includes guided prompts that mirror this five-move structure. For your 

own cognitive load on mapping-heavy weeks, the L-tyrosine and dopamine precursor 

options in Appendix A may support sustained focus. 
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Chapter 7: Distinguishing Sensitivity, Trauma, and 

RSD 

 

Not all pain is the same pain. 

Not all shaking is the same shaking. 

The heart that remembers an old injury 

and the heart that flinches at a new one 

are both real, both worth meeting — 

but they do not ask for the same hands. 

 

"A wound is not a shame, but to be unable to distinguish it from another 

wound is a kind of confusion that hurts twice." — clinical aphorism  ## 

Why Precision Matters  A clinician who treats every intense reaction as 

RSD will miss trauma activation that needs different care. A clinician 

who treats every rejection response as trauma will miss the real-time, 

pattern-based work that RSD actually responds to. A clinician who 

collapses either into generic emotional dysregulation will miss both. 

Precision in distinguishing related patterns is not pedantry. It is what 

allows the right intervention to reach the right place.  This chapter draws 

distinctions between ordinary relational hurt, trauma activation, 

attachment protest, and rejection-sensitive spirals. The distinctions are 

not absolute — the experiences overlap, co-occur, and sometimes 

transform into one another. But holding the distinctions helps you listen 

more accurately, ask better questions, and choose interventions that fit 

what is actually happening.  ## Ordinary Hurt  Ordinary relational hurt 

is what most nervous systems experience when genuinely mistreated, 

dismissed, or let down. It feels bad. It produces sadness, anger, or 

disappointment. It can linger for hours or days. And then, in most cases, 

it resolves — sometimes through conversation with the other person, 

sometimes through internal processing, sometimes just through time.  

Ordinary hurt does not usually produce: rapid catastrophic 

meaning-making, sustained self-judgment about having reacted, 

identity-level conclusions from single events, intense bodily activation 

disproportionate to the event, or the characteristic shame spiral that 

distinguishes RSD. It responds to ordinary supports — being heard, 

being validated, having a repair conversation, sleep, time.  Clinically, it's 

worth naming ordinary hurt when you see it. Not everything that hurts is 

RSD. Sometimes the client was legitimately wronged, and the 

appropriate response is grief, anger, or boundary-setting — not 

pattern-work on their reaction. Misidentifying ordinary hurt as RSD can 

pathologize appropriate responses and leave the client feeling they must 

manage their feelings rather than advocate for themselves.  Questions 
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that help distinguish: *How does this compare to how you usually feel 

when you've been hurt? Is this in the range of normal reactions you've 

had to similar events, or does it feel different in kind? What would feel 

fair as a response from the other person?* If the client can hold the event, 

feel the appropriate feelings, and consider a proportional response, you 

may be looking at ordinary hurt rather than RSD.  ## Attachment 

Protest  Attachment protest is the response of an attached system to 

perceived threats to the relationship. It has its own characteristic shape: 

increased attempts to reconnect, anxious searching, protest behaviors 

(calling, texting, demanding), and — if sustained without response — 

eventual collapse into withdrawal or despair.  Attachment protest shares 

surface features with RSD: intensity, urgency, fear of abandonment. But 

it's a different mechanism. Attachment protest is organized around 

restoring connection with a specific person. It quiets when the connection 

is restored. It often escalates when the person remains unreachable, and 

it deactivates into despair if restoration doesn't happen.  RSD, by 

contrast, can fire even in the absence of actual relational threat. The cue 

may be ambiguous, imagined, or minor. The activation happens 

regardless of whether the relationship is actually at risk. And RSD does 

not necessarily quiet when connection is restored — it often leaves a 

residue of shame about having reacted that can persist even after 

reconnection.  Both can co-exist. A client with an insecure attachment 

style may also have RSD, and their attachment protest may trigger RSD 

as a secondary wave about their own protest behavior. Treatment 

implications differ: attachment work tends to involve the relationship 

itself (including the therapeutic relationship as corrective experience), 

while RSD work emphasizes in-session recognition of the pattern and its 

amplification layer. [^16]  Questions that help distinguish: *Is this wave 

happening in a relationship where you feel the connection is actually at 

risk, or is it happening even with people you know care about you? Does 

reconnection quiet the wave, or does the wave continue even after the 

other person responds? Is there shame about having reacted, or is the 

feeling more about missing the person?*  ## Trauma Activation  Trauma 

activation is the nervous system re-experiencing a past threat as if it 

were current. It can be triggered by cues that resemble the original event 

— sights, sounds, smells, interpersonal dynamics, body sensations. The 

activation may include intrusions (flashbacks, intrusive images, bodily 

sensations of the past event), dissociation, hyperarousal, and often a 

sense that the person is not fully in the present moment.  Trauma 

activation and RSD can look similar. Both produce intense bodily 

responses, both narrow cognitive flexibility, both can include shame and 

protective strategies. But the underlying mechanism differs. Trauma 

activation is about the past intruding on the present. RSD is about the 

present being amplified beyond proportion by a hypersensitive relational 

detection system. [^17]  The distinction matters for intervention. Trauma 

work typically requires careful stabilization, titrated processing of 

traumatic material, and often longer arcs of treatment. RSD work 
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emphasizes present-moment recognition, regulation skills, and pattern 

mapping. Using trauma interventions for pure RSD can be inefficient 

and slow; using RSD interventions for unresolved trauma can bypass 

material that needs to be processed more directly.  Of course, these often 

co-occur. Many clients with RSD also have trauma histories, and their 

rejection sensitivity is partly an expression of how their nervous system 

learned that relational pain was dangerous. In these cases, you may need 

both frames, in the right sequence — stabilization and RSD-specific 

regulation first, careful trauma processing later.  Questions that help 

distinguish: *Does this reaction feel like it belongs to right now, or does it 

feel older — like it's connected to something earlier? When the wave hits, 

do images or memories from the past come up? Does it feel like you're in 

the present moment, or does part of you feel like you're somewhere else?*  

If the answer is heavy on past intrusion, trauma-informed approaches 

may be primary. If the answer is present-focused with characteristic 

RSD features (rapid meaning-making, shame spiral, protective 

strategies), RSD work may be primary. If both, hold both.  :::ai Think of 

a current client whose presentation involves both RSD features and 

trauma features. How have you been sequencing the two? What is 

working? What would you like to shift?  How do you hold the distinction 

in your own thinking without reducing either frame? 

Borderline Patterns 

The interpersonal hypersensitivity described in borderline personality organization overlaps 

substantially with RSD. Fear of abandonment, rapid mood shifts in response to relational cues, 

intense reactions to perceived slights, characteristic protective strategies (including 

idealization-devaluation swings) — these features cluster in BPD and in RSD. 

Some researchers have suggested the patterns share neural and developmental substrates. 
27

 
28

 

Whether RSD is best understood as a feature of BPD, a separate phenomenon, or a related but 

distinct pattern is an open clinical question. What's clear is that clients presenting with RSD 

deserve careful assessment for BPD features, particularly if the pattern includes: unstable sense 

of self, chronic feelings of emptiness, splitting, self-harm, suicidal ideation, or long-term 

relational instability. 

Treatment for BPD typically requires structured, longer-term approaches (DBT, 

mentalization-based therapy, transference-focused therapy). 
29

 These can integrate with or 

prioritize over RSD-specific work. A client with clear BPD features will often benefit from a 

structured BPD treatment that includes attention to rejection sensitivity as part of the larger 

clinical picture. A client with RSD features but without broader BPD organization may do well 

with RSD-focused work in a standard therapy frame. 

29
Fonagy, P., & Luyten, P. (2009). A developmental, mentalization-based approach to the understanding and 

treatment of borderline personality disorder. Development and Psychopathology, 21(4), 1355–1381. 
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The diagnostic call matters for treatment planning, not for pathologizing. You are not deciding 

whether the client is "borderline enough to be a problem." You are deciding what framework and 

intensity of treatment is likely to serve them. 

Neurodivergent Rejection Sensitivity 

Many clients with RSD are also neurodivergent, and the rejection sensitivity may be inseparable 

from the broader neurodivergent picture. In ADHD, RSD is often described as one of the most 

distressing features of the condition, sometimes more functionally impairing than the attention 

or executive function symptoms. 
30

 In autism, a pattern resembling RSD can emerge from 

decades of masking, social misattunement, and literal rejection by neurotypical environments 

that misread autistic communication as rude, aloof, or cold. 
31

 

The clinical question is whether the rejection sensitivity is best understood as: (1) a symptom of 

the underlying neurodivergence that will respond to neurodivergence-affirming treatment; (2) a 

separate pattern layered on top of the neurodivergence; or (3) both. 

For ADHD-associated RSD, medication for ADHD often reduces RSD intensity substantially. 
32

 

Guanfacine and clonidine (alpha-2 agonists) specifically target the rejection sensitivity piece in 

some clients. Stimulants and non-stimulant ADHD medications improve overall emotional 

regulation, which reduces RSD secondarily. If a client with RSD hasn't been evaluated for 

ADHD, referral is often warranted. 

For autism-associated rejection sensitivity, treatment emphasis shifts. Unmasking, sensory 

regulation, and authentic communication become primary, and cognitive reframing of 

"distorted" social perceptions can actually be harmful if the perceptions are accurate 

observations about neurotypical misreadings. A late-identified autistic client's "rejection 

sensitivity" may be calibration to a life of real rejection, not amplification of imagined rejection. 

Holding the neurodivergent frame reshapes the clinical work. You are not fixing the person. You 

are helping them navigate an environment that their nervous system processes differently than 

the environment was designed for. The sensitivity becomes, in part, information — data about 

the fit between this nervous system and this world. 

Minority Stress and Structural Context 

A related but distinct distinction: minority stress. Clients from identity-minoritized groups — 

racial, ethnic, gender, sexual orientation, disability, immigrant — live in contexts where social 

rejection is documented, empirically grounded, and often chronic. Their vigilance to relational 

cues may be, in significant part, appropriate calibration to environments that actually are 

hostile. 
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Treating this calibration as pathology is a form of harm. A Black client's hyperawareness of 

subtle cues in predominantly white workplaces is not RSD. A trans client's vigilance in new 

social settings is not RSD. A queer client's tracking of others' reactions after coming out is not 

RSD. These are accurate adaptations to real threat. Pathologizing them compounds the injury. 

The clinical work is to distinguish accurate calibration from amplification. Both may be present. 

A client may have appropriately heightened awareness of relational threat and an RSD 

amplification layer on top of that awareness. The treatment attends to both: honoring the real 

and chronic threat environment, validating the appropriate vigilance, and working with the 

amplification layer without collapsing the categories. 

Questions that help: Are there specific environments or situations where this reaction fires that 

are factually different from others? How does the reaction compare across contexts where 

you're among people who share your identity versus contexts where you don't? What does 

your community teach about this kind of reaction? The answers help you hold context 

alongside pattern. 

Pause and consider: 

Which of your clients' experiences have you perhaps too quickly framed as RSD when 

the calibration to real context deserved more of your attention? 

 

How do you currently hold both — the real context and the pattern — in your 

formulations? 

 

Shame Spiral vs. RSD 

Chronic shame, particularly from adverse childhood experiences, produces patterns that look 

similar to RSD. The person expects to be judged, interprets ambiguous cues as confirmation, 

and collapses into self-condemnation when criticism (real or perceived) arrives. The machinery 

of shame is the same in both. 

The distinction, such as it is, lies in the speed and the trigger specificity. RSD is characterized by 

rapid, almost instantaneous activation in response to specific relational cues (perceived 

rejection, criticism, exclusion). Chronic shame is often more pervasive, activating across many 

contexts including non-relational ones (work performance, moral self-evaluation, comparison 

with others). A person with chronic shame may carry a baseline hum of self-judgment that 

intensifies under certain conditions. A person with RSD may have relatively low baseline shame 

that spikes dramatically in specific relational contexts. 
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Both often coexist. Chronic shame can predispose to RSD; RSD episodes contribute to chronic 

shame over time. The treatments overlap substantially — shame resilience work, 

self-compassion practices, and reframing self-judgments help both. 
33

 But the clinical 

formulation may emphasize one or the other depending on the client's actual experience. 

The Clinical Interview for Differential 

Rather than checklists, I recommend holding a set of listening questions while you interview. 

These are not scripts; they are internal orientations: 

•​ Does this reaction fire equally across contexts, or is it specific to relational cues? 

•​ Is the meaning-making rapid and catastrophic, or slower and more nuanced? 

•​ Is there past intrusion during the activation, or does it feel entirely about now? 

•​ Does reconnection with others quiet the reaction, or does it persist even after? 

•​ Is there characteristic shame about having reacted, distinct from the original hurt? 

•​ Is the protective strategy familiar and stereotyped, or more variable? 

•​ Are there neurodivergent features that might be organizing the pattern? 

•​ Is the environment itself actually threatening in patterned ways? 

•​ Is there instability in the broader sense of self, or is the RSD relatively focal? 

You will not get clean answers to all of these. You are not supposed to. What you are building is a 

richer picture that holds complexity rather than collapsing into a single frame. 

When the Frame Must Shift 

Sometimes you start with one frame and discover over time that another is primary. A client 

who presented with RSD turns out, after months of careful work, to have complex trauma that is 

driving the pattern. A client you thought had a trauma history reveals a longer-standing ADHD 

pattern you hadn't recognized. A client's RSD features resolve substantially once ADHD 

medication stabilizes, revealing that the underlying neurobiology was doing most of the work. 

These shifts are not failures. They are how the picture deepens. Name them openly with the 

client: "Our original formulation was incomplete. I think what we've been calling RSD is 

actually layered on top of something older. Let me share what I'm thinking and see how it 

lands for you." Clients generally appreciate this kind of transparency. It models the clinical 

humility you're hoping they can develop about their own patterns. 

33
Neff, K. D., & Germer, C. K. (2013). A pilot study and randomized controlled trial of the mindful self-compassion 

program. Journal of Clinical Psychology, 69(1), 28–44. 
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Revising the frame may change the treatment arc. It may mean a new referral (for trauma 

processing, ADHD evaluation, medication consultation, DBT). It may mean extending the work. 

It may mean narrowing focus. The willingness to revise is not weakness. It is craft. 

Closing 

Precision in distinguishing patterns is what allows the right intervention to reach the right place. 

RSD is a useful frame, and it is one frame among several. Holding the frame lightly, layering it 

with other lenses where appropriate, and being willing to revise it as the picture deepens — these 

are the markers of a clinician who is doing careful work rather than following a recipe. 

The next chapter shows how to turn a careful formulation into language the client can actually 

use, in their life, on their own. Formulation is not something you do about the client. It is 

something you do with them, in language they can carry home. 

For clients whose neurodivergent features are part of the picture, the Integral Self 

assessment described in the Luminous Prosperity ecosystem (Appendix B) may 

complement your assessment. For your own clinical stamina when holding multiple 

complex frames at once, the magnesium infrastructure in Appendix A is quietly 

essential. 
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Chapter 8: Case Conceptualization That Clients Can 

Use 

 

A map folded neatly in a drawer 

helps nobody find their way. 

The map belongs in the hand 

of the person who is walking. 

 

"Knowledge becomes wisdom only when it can be shared in a form 

someone else can use." — anonymous teacher  ## Two Kinds of 

Formulation  There are two kinds of case formulation: one for your 

professional notes, and one for the client. Both matter. They should not be 

confused.  The professional formulation holds complexity — differentials, 

developmental history, neurobiological factors, attachment patterns, 

relational system dynamics, risk considerations. It lives in the chart, in 

supervision, in consultation. The client rarely needs to see it in that form, 

and it would often overwhelm or alienate them if they did.  The client 

formulation is different. It is simplified, concrete, and focused on what is 

useful. It names what they're experiencing in language they recognize. It 

offers a framework they can carry. It points toward the work ahead 

without prescribing every step. Its goal is not to describe them accurately 

to you; its goal is to help them see themselves accurately to themselves.  

Both formulations should be internally coherent. The client version is not 

a dumbed-down version of the clinical version. It is a translated version 

— and like all good translation, it preserves the essential meaning while 

choosing different words.  ## What a Usable Formulation Looks Like  A 

client formulation for RSD typically has four parts:  **What's 

happening.** A plain-language description of the pattern, grounded in 

the client's own experiences. Not *"You have Rejection Sensitive 

Dysphoria."* Rather: *"When something lands as rejection — even 

something small — your nervous system responds fast and big, and 

shame follows before you've had a chance to think about it. We've started 

to see the shape of that pattern in your episodes."*  **Why it makes 

sense.** A brief account of how the pattern developed. Avoid extensive 

history-telling; honor what's relevant. *"From what you've shared, this 

pattern has been around as long as you can remember, and there are 

good reasons for that — the nervous system you grew up with, the 

environments that shaped it, and the experiences you had with people 

who were inconsistent in how they received your feelings."* The goal is to 

help the client see the pattern as *patterned* and *understandable*, not 

as evidence that they are broken.  **What maintains it.** A naming of 

what keeps the pattern running now. *"Right now, the pattern is 
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maintained by a few things: the speed of the reaction (your body 

responds before your mind catches up), the protective moves you make 

(withdrawing, apologizing, canceling plans), the story that follows each 

episode (that you're too sensitive to be around people), and the 

environments where the cues land most often."* This section points 

toward what the work will target.  **What helps.** A brief articulation of 

the direction of treatment. *"The work is going to involve slowing the 

moments down so you can see them, learning what your body does and 

how to work with it, developing a different relationship to the meanings 

that arrive fast, and noticing the protective strategies early enough to 

make other choices."* This should feel like a plan, not a sentence.  Keep 

each section short. Three or four sentences per section is often enough. 

The formulation should fit, with comfort, in a single page. The goal is not 

to document everything you know; it's to share what the client needs to 

carry.  ## How to Share a Formulation  Sharing the formulation with the 

client is itself an intervention. Done well, it's one of the most corrective 

moments in early treatment: the client hears themselves described 

accurately, without pathologizing, in a way that honors their experience 

and points toward hope. Done poorly, it can feel reductive, clinical, or 

subtly shaming.  **Share it conversationally, not as a delivery.** Don't 

hand the client a document. Sit with them and walk through the 

formulation aloud, checking in at each piece. *"Here's what I'm seeing so 

far. Does this sound like your experience?"*  **Invite collaboration.** The 

client knows things you don't. Their formulation is *theirs* — you are 

offering a draft they should feel free to edit. *"Where does this not quite 

fit? What's missing? What would you put differently?"*  **Name the 

uncertainty.** A formulation is always provisional. Acknowledge that 

openly. *"This is my working sense of what's happening. I expect it will 

evolve as we do more work together. I'd rather we hold it loosely than 

tightly."*  **Connect it to hope.** The formulation should feel like an 

opening, not a closing. *"The reason I'm naming this pattern is that it's 

workable. You're not alone in it, and it's not a life sentence. The work has 

a shape."*  **Avoid jargon, but don't avoid precision.** Plain language is 

not vague language. Be specific about what you see. *"Your body does 

this, and then this meaning shows up, and then this strategy follows"* is 

more useful than *"You seem to have some dysregulation around 

interpersonal cues."*  :::ai Think of a recent client. If you had to give 

them a one-paragraph formulation right now, what would it be? Where 

do you have certainty? Where do you have less?  What holds you back 

from sharing formulations more directly with clients? What would 

support you to do so? 

The Formulation as Shared Map 

Once the formulation is shared and agreed upon, it becomes a shared map. This matters more 

than it might first seem. It means that when a new episode comes up in session, you and the 
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client are not starting from scratch. You both already have a framework for understanding what 

just happened. "This sounds like another version of the pattern we mapped together. Let's see 

how this one fits." 

The shared map also gives the client language to bring to session. Rather than saying 

"something happened and I don't know why I reacted this way," they may come in with "my 

nervous system did the thing again, and I know the meaning was catastrophizing, and I'm 

trying to understand what happened at the cue level." That shift — from mystified to curious — 

is one of the most durable outcomes of good formulation work. 

Encourage the client to revisit the formulation periodically. "Let's look at our map again and 

see what's changed." You may find, after a few months, that the formulation needs updating — 

new material has emerged, some elements have softened, new patterns have come into view. 

Revisions are healthy. They signal depth, not instability. 

Common Formulation Mistakes 

Overcomplexity. If your formulation contains more than a page of text, it's too long. If the 

client needs you to explain the language, it's too clinical. Simpler is almost always better. 

Premature certainty. A formulation that feels settled after the second session is probably 

premature. Hold it provisionally. Invite revision. Leave room for the client's material to deepen 

the picture. 

Missing protective factors. Formulations that only name problems leave the client feeling 

broken. Always include what's working — strengths, resources, relationships, capacities. Many 

rejection-sensitive clients have developed remarkable relational intelligence as a byproduct of 

their sensitivity. Name it. 

Collapsing multiple frames into one. If the client has trauma, ADHD, and RSD, a 

formulation that names only one misleads both of you. Hold the complexity, but keep it 

readable. "You're working with several things at once: the underlying nervous system pattern 

that comes with ADHD, the rejection sensitivity that often rides along with it, and some older 

experiences that shaped how your system reads relational signals." 

Pathologizing language. "Dysregulation," "maladaptive patterns," "cognitive distortions." 

These are shorthand for clinicians, not language for clients. Translate. "Your nervous system 

runs at higher volume on relational signals. The meanings that show up in the moment often 

don't hold up later. The strategies you use to protect yourself made sense once but aren't 

working as well now." 
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Fixing the formulation in stone. A formulation is a living thing. Treat it accordingly. Clients 

whose formulations change over the course of treatment often experience those changes as 

evidence that the work is deepening, not that the original formulation was wrong. 

Formulation and Hope 

A formulation should increase hope and reduce self-blame. If yours doesn't, revise it. The goal is 

not to produce an accurate diagnostic picture at the expense of the client's sense of agency. The 

goal is to produce an accurate picture that the client can work with. If the picture leaves them 

feeling more hopeless, or more ashamed, or more defective, something in the framing needs 

adjustment. 

This is not about false positivity. You are not making things look better than they are. You are 

making things look as they are, which usually includes: real pattern, real history, real reasons, 

real protective factors, real possibility for change. Most clients with RSD have been told, 

implicitly or explicitly, that they are the problem. A good formulation tells them, accurately, that 

the pattern is the pattern and they are the person working with it — two different things. 

Pause and consider: 

What is one formulation you've written (mentally or on paper) that, in retrospect, 

weighted the problem side more than the possibility side? 

 

What would it look like to rewrite that formulation with more balance — without 

minimizing the suffering, but honoring the whole picture? 

 

When the Client's Formulation Surprises You 

Sometimes the client will come back with a formulation that surprises you. They've been 

thinking about it. They've noticed things you missed. They've reframed the pattern in their own 

language. This is exactly what you're hoping for. 

Listen carefully. Do not defend your original version reflexively. The client's formulation may be 

more accurate than yours. It may be incomplete in ways that are clinically important, but the 

corrections should be offered as additions rather than replacements. "What you just said feels 

really true. I also want to add something that might fit alongside it." 

The best formulations, over time, become genuinely collaborative — a synthesis of what you see 

and what the client sees, neither more authoritative than the other. That synthesis is the map 
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you will work with for the rest of the treatment. It is more yours-and-theirs than either-alone 

could produce. 

A Brief Worked Example 

Here is a composite formulation for an illustrative client: 

What's happening: "When something lands as rejection — a delayed text, a flat tone, a change 

of plans — your nervous system responds fast. There's a physical wave in your chest and 

stomach, followed quickly by a story that tends toward 'I've done something wrong' or 'they 

don't really care.' You've learned to manage the wave by apologizing fast, withdrawing, or 

canceling plans before they can be canceled on you. Afterward there's often several days of 

shame about having reacted at all." 

Why it makes sense: "This pattern has been with you a long time. From what you've shared 

about your family and your school years, your nervous system learned early that relational 

threat was dangerous and that being too much was the worst possible thing to be. You adapted 

brilliantly to that environment by becoming exquisitely attuned to other people's feelings and 

minimizing your own. That adaptation served you then. It's costing you now." 

What maintains it: "The pattern is running on a few things: the speed of your body's response, 

the belief that your reactions are the problem (rather than signals worth studying), the 

protective strategies that feel like the only options in the moment, and the shame that follows 

each episode and keeps the self-concept stuck." 

What helps: "The work is going to focus on slowing the moments down so you can see them, 

learning to track what your body is doing, developing a different relationship to the fast 

meanings that arrive, noticing the protective moves before they're complete, and beginning to 

hold yourself the way you already know how to hold others. We'll go as slowly as you need. 

The goal is not to make you less sensitive. It's to help you live more fully with the sensitivity 

you have." 

Four paragraphs. One page. The client can carry it. You can revise it as the work deepens. It 

names what's happening, honors the reasons, points toward treatment, and leaves room for 

hope. That's all a formulation needs to do. 

Closing 

Formulation is how you turn assessment into action — not by writing a document, but by 

developing a shared understanding that both of you can work from. A good formulation is 

specific enough to be useful, simple enough to be remembered, honest enough to be trusted, and 
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hopeful enough to be carried. When you get it right, the formulation itself begins to do 

therapeutic work: the client sees themselves more clearly, judges themselves less harshly, and 

understands their own patterns as something workable rather than as evidence of defect. 

The next section of the book turns from assessment to intervention — what you actually do in 

the room when the pattern shows up. The formulation is the map. Interventions are the travel. 

For clients reviewing their own formulations between sessions, the RSD Journal 

described in Appendix B includes prompts that support exactly this kind of 

self-understanding. For your own clinical clarity during complex formulation work, 

the L-tyrosine and sleep infrastructure in Appendix A quietly support the mental 

stamina required. 
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Chapter 9: Slowing the Moment Down 

 

Speed is the enemy of seeing. 

The wave moves fast because it has to — 

faster than the thought, faster than the breath — 

and the work is not to outrun it, 

but to find one moment 

inside the motion 

where the water is still. 

 

"There is a crack in everything. That's how the light gets in." — Leonard 

Cohen  ## Why Pace Is the Intervention  Rejection sensitive dysphoria is, 

above all, a speed problem. The activation arrives before the language is 

available. The meaning hardens before reflection is possible. The 

protective strategy deploys before the client has noticed what they're 

protecting against. The whole wave can complete itself in 30 seconds or 

less, leaving the client washed up on the other side with no memory of 

having had a choice.  The clinician's first practical intervention, 

therefore, is not a technique. It is a pace. A slow pace in the room gives 

the client's nervous system a chance to move from threat state to 

engagement state, and it gives the episode enough time to become visible 

before it completes. Nearly every skill in this book sits on top of this 

foundation: if you are not pacing the room carefully, the techniques will 

not land.  This chapter teaches you how to slow the moment down as an 

intentional clinical act. It covers the micro-interventions that create 

breathing room, the use of silence, the role of your own nervous system 

as a pacing reference, and the common errors that speed the room up 

without the clinician noticing.  ## The Micro-Interventions  Slowing the 

moment is rarely done through a single dramatic move. It is done 

through many tiny moves. Each one creates a small pocket of time in 

which the client's system can catch up with itself.  **The acknowledgment 

pause.** When a client says something revealing or painful, take a beat 

before responding. Not a performed pause — an actual moment of letting 

the content land. *"Something just happened here. Let me sit with that for 

a second."* Even a few seconds of pause can interrupt the forward 

momentum of an escalating sequence.  **The naming of the moment.** 

*"Something just shifted."* *"I noticed your voice got quieter just then."* 

*"Your whole body just changed shape."* Naming the moment without 

interpretation creates a reflective pause in the client's experience. They 

move from being inside the moment to observing it, at least briefly.  

**The slowing of your own speech.** When you feel the room speeding 

up, slow your own speech. Soften the volume. Extend the pauses between 
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sentences. Let the rhythm of your voice carry a message: *we are not in a 

hurry*.  **The redirect to the body.** *"Before we keep going — what's 

happening in your body right now?"* This shifts attention from 

escalating meaning to present sensation. For most RSD clients, the body 

is slower than the mind. Redirecting there imposes a natural pacing.  

**The explicit pause.** Sometimes you need to name it openly. *"Can we 

slow this down? I notice we're moving fast, and I think we might miss 

something."* Clients often respond to explicit invitations with visible 

relief. They have been going fast because the pace of their own nervous 

system was setting the tempo. Given permission to slow, they often take 

it.  **The return to orientation.** *"Where are you right now? What's in 

the room with you?"* A brief orienting cue can anchor a client who has 

begun to float away into the activation. Sight, sound, touch, temperature 

— any sensory anchor can recruit attention back to the present moment.  

None of these interventions are complex. All of them are easy to forget. 

The skill is in having them available before you need them, and in using 

them with enough frequency that the pace of the room itself stays 

manageable.  :::ai Which of these micro-interventions do you use most? 

Which would you like to use more?  What is the pace of your typical 

session? Is it set by the client, by the clock, by your own nervous system, 

or by something else? 

Silence as Intervention 

Silence is the most misused tool in clinical work. It is supposed to make space. It often makes 

pressure. For a rejection-sensitive client, a silent therapist can feel like a disappointed therapist, 

a disapproving therapist, or a therapist waiting for the client to produce something better. 

Silence, used carelessly, deepens the problem. 

Silence used well has specific features. It comes with a clear non-verbal signal — a soft face, a 

relaxed posture, an attentive gaze — that communicates I am here, I am with you, and I have 

time. It follows a specific invitation — "Let's sit with that for a moment" — so the client knows 

the silence is offered rather than withheld. It is bounded — if the client clearly needs help 

coming out of it, you come out with them, rather than making them perform through. 

Silence works for pacing because it is slower than speech. It creates time. But the time it creates 

is only useful if the client's nervous system experiences it as spacious rather than threatening. 

That depends on everything about how you hold the silence: your body, your face, your 

breathing, the warmth you radiate without effort. 

A general rule: silence that lasts longer than about 8-10 seconds, without an orienting cue, tends 

to tip into pressure for rejection-sensitive clients. Keep an ear out for the moment when the 

silence becomes work for the client rather than space. Break it gently when it does. 
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Your Own Nervous System as Reference 

Your nervous system is the primary pacing instrument in the room. Clients regulate, in part, by 

reading you. If your pace is calm, their system has a reference point for calm. If your pace is fast, 

their system speeds up, even when the content you're delivering is "calming." 

This means that slowing the moment begins with slowing yourself. Before you say the slowing 

intervention, breathe. Drop your shoulders. Let your eyes rest for a second on something in the 

room. The slowing you're doing is first an interior adjustment, then an exterior one. 

Most clinicians underestimate how much their own nervous system drives the pace of sessions. 

If you are feeling urgent — because the client is in distress, because you're behind schedule, 

because you feel pressure to "make something happen" — your pace will betray that urgency 

regardless of what you say. The client will feel it. Their nervous system will respond to the 

urgency, not to the words. 

Caring for your own regulation is therefore a core clinical skill for RSD work. This includes: 

adequate rest before sessions, regulated mornings, movement between clients when possible, 

brief grounding practices before challenging sessions, and honest reflection about when you are 

running on fumes. The more robust your own regulation, the more spacious the room becomes 

for your clients. 

The Speed Trap: Content Over Process 

The most common way clinicians inadvertently speed up sessions is by prioritizing content over 

process. The client brings material. You dig into it. You ask substantive questions. You offer 

interpretations. The hour fills with information. You leave feeling productive. The client leaves 

— well, you don't always know how the client leaves, and that's the problem. 

A content-heavy session can feel productive while being pastorally impoverished. The client's 

nervous system may have been in sympathetic activation the entire time, absorbing none of 

what you offered. The information you delivered went into a system that couldn't metabolize it. 

The session accomplished less than it appeared to. 

Process-oriented pacing means attending, at every moment, to the client's state rather than only 

to the content they're delivering. Is their body with us? Is their breath settled? Are they 

tracking what I'm saying, or performing tracking? What is the temperature of the room right 

now? These questions, held quietly alongside the content, shape the pace. 

Sometimes a session needs less content and more time spent with whatever is already in the 

room. A 50-minute hour in which one genuine moment of contact happens will often move the 

work more than an hour of expert psychoeducation that the client's system could not receive. 
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Trust this even when it feels like you're "not getting enough done." Work that is felt is work that 

integrates. 

Pause and consider: 

Think of a recent session you felt was productive. What was the pace? What was the 

balance of content to process? How did the client seem at the end? 

 

Think of a recent session that felt slow or quiet. What do you notice now, in retrospect, 

about what happened in that session? 

 

Slowing Specific Sequences 

Certain clinical moments benefit from particularly careful slowing. Here are a few worth 

rehearsing. 

The apology spiral. When a client has gone into rapid self-flagellation — "I'm sorry I'm being 

so difficult, I know this is a lot, I should have worked on this more" — the instinct is to reassure 

quickly. Resist. The reassurance delivered at full pace often lands as management. Instead: "I 

want to slow this down. Something's happening for you right now that I'd like to understand 

before we keep going." The slowing invites the client out of the spiral by refusing to participate 

in its tempo. 

The urgent question. "Are we okay? Did I do something wrong? Are you upset with me?" 

Rapid reassurance often intensifies the underlying anxiety. Instead: "Before I answer that, I 

want to make sure I really understand what you're asking. Something in you is checking for 

safety right now. What does the check feel like?" You are slowing enough to honor the real 

question underneath the words. 

The shutdown. When a client goes quiet, flat, or distant, the temptation is to fill the space. 

Resist. Instead: "I'm here. We don't have to figure anything out yet. Just let me know when you 

feel ready." The slower you stay, the more room the client has to return on their own terms. 

The escalation. When the client's speech is speeding up, their tone is intensifying, and the 

content is getting more catastrophic, your instinct may be to match their energy in order to 

"meet them where they are." This tends to escalate further. Instead, stay slower than they are. 

Your regulated presence becomes an invitation, not a challenge. "I want to hear all of this. Can 

we take it one piece at a time?" 
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Rehearsing these sequences — even mentally — makes them available when you need them. 

Under pressure, you default to what you've practiced. 

When Slowing Feels Wrong 

You will sometimes feel, in session, that slowing is wrong — that the client needs you to move 

faster, match their urgency, engage the content head-on. Sometimes that feeling is accurate. A 

client in acute crisis may need directive, paced action rather than slow presence. A client whose 

question is genuinely about whether you've been paying attention may need a clear, quick 

answer. 

But more often, the feeling that you should speed up is your own nervous system responding to 

the client's activation, and your nervous system is wrong about what will help. The client's speed 

is a symptom, not a prescription. Matching the symptom extends it. 

A useful internal cue: when you feel strongly that you need to speed up, slow down instead, at 

least for a few seconds. If, after slowing, it still seems clear that the client needs more directness 

or urgency, adjust. But the initial slowing almost always clarifies what the right next move is. 

Speed obscures the signal. Slowing reveals it. 

The Ripple Effect 

Over many sessions, slowing becomes a form of teaching. The client learns that slower is 

possible. They borrow your pace when they can't find their own. Between sessions, they start to 

practice slower themselves — catching the acceleration, taking a breath, giving the moment a 

few seconds before reacting. The pace you hold in the room becomes, gradually, the pace they 

can hold in their life. 

This is one of the quieter but most durable effects of good RSD work. The specific techniques 

matter. The content matters. The formulation matters. But the pace — the slow, spacious, 

unhurried rhythm of the sessions — is what the client internalizes most deeply. It shapes their 

relationship to their own nervous system in ways that outlast any single intervention. 

Trust this. When you are tempted to cram more into a session, remember that the rhythm itself 

is the medicine. A slower session is often a more effective one. 

Pause and consider: 

What would change in your practice if you gave yourself explicit permission to slow 

your pace by 20% — to cover less content, ask fewer questions, and let more silence 

breathe? 
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What resistance do you notice to that experiment? Where does the resistance come 

from? 

 

Closing 

Slowing the moment is the foundation on which everything else in this treatment rests. It is not 

glamorous. It does not look like technique. But it is the single most important thing you can 

offer a rejection-sensitive client, session after session: a pace that lets the nervous system 

remember another way. 

The next chapter takes up validation — how to acknowledge the client's experience without 

accidentally feeding the very spiral you're trying to interrupt. 

For clinicians working on slowing their own internal pace between sessions, the 

12-minute Wilbarger brushing protocol in Appendix A is among the most concentrated 

tools in existence. For clients learning to slow their own episodes in real time, the Box 

Breathing tool in the RSD Breathwork app described in Appendix B was built for 

exactly this. 
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Chapter 10: Validation Without Overfeeding the 

Spiral 

 

To be seen is medicine. 

To be told the feeling is correct 

when the feeling has already decided 

what happens next — 

that can be a different thing. 

The work is to meet the person 

without agreeing with the fire. 

 

"To understand another human being, you must pay attention without 

feeling obliged to agree." — Carl Rogers (paraphrased)  ## The Two 

Halves of Validation  Validation is the core clinical act of acknowledging 

that a client's experience is real and makes sense. It is irreplaceable. 

Without validation, nothing else works. And yet with rejection-sensitive 

clients, validation is also perilous, because certain forms of it 

inadvertently deepen the spiral they are meant to interrupt.  The 

confusion usually comes from collapsing two different acts into one. The 

first act is *validating the feeling*: this pain is real, this wave is real, this 

reaction makes sense given your nervous system and history. The second 

act is *validating the interpretation*: your reading of the event is 

accurate, the other person really is rejecting you, the catastrophe is 

happening. These are not the same. A clinician who does only the first is 

offering steady care. A clinician who does both is sometimes 

unintentionally colluding with the spiral.  This chapter draws the 

distinction carefully and gives you language for validating impact 

without confirming the catastrophic story.  ## What Validation Is 

Actually Doing  Validation works because it corrects a specific injury: the 

experience of having feelings dismissed, pathologized, or ignored. Most 

clients with RSD have extensive history with that injury. Their feelings 

were called dramatic, sensitive, inappropriate, crazy. They learned to 

perform acceptance of those readings even while the internal experience 

told them something different. The accumulated result is a fragmented 

relationship to their own affect — they can feel it, but they can't trust it, 

and they can't locate themselves inside it.  Validation repairs this at the 

level of feeling rather than interpretation. *"That feeling is real. It makes 

sense. You're not imagining it."* That sentence, delivered with warmth 

and specificity, can do more clinical work than an hour of technique. It 

tells the client's nervous system that their affect is legitimate data, that 

they are not losing their mind, that someone is seeing them clearly.  Note 
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what validation of feeling is *not* doing. It is not agreeing with the 

interpretation the feeling has generated. It is not saying the other person 

is bad, the situation is catastrophic, or the client's protective strategy is 

the right one. It is staying at the level of affect — *this feels bad, it makes 

sense that it feels bad* — without traveling into the conclusions the affect 

is pulling toward.  ## Where It Goes Wrong  Validation feeds the spiral 

when it crosses from affect into interpretation without the client having 

done the work of examining the interpretation. A client says, with rising 

intensity, *"I can't believe she did that. She obviously doesn't care about 

me. I always do everything for her and she can't even remember my 

birthday."* The well-meaning clinician, wanting to validate, says: *"That 

sounds really hurtful. It does sound like she doesn't appreciate you."*  

The second sentence is the error. The clinician has stopped validating 

feeling and started confirming interpretation. The client hears: *my 

therapist agrees that she doesn't care about me*. Now the interpretation 

has the weight of external authority. The catastrophic story is harder to 

revise because the therapist has, in effect, signed off on it.  A few sessions 

later, when the client's picture of the situation has softened — *"she was 

going through a hard time, she actually apologized, I was pretty reactive 

too"* — the client may feel subtly embarrassed that their therapist had 

previously agreed with the earlier, harsher reading. The therapist's 

overvalidation has become a small wound in the alliance.  The move to 

avoid is simple but requires attention: validate the feeling, do not 

validate the interpretation, at least not until the interpretation has been 

examined with some care.  ## Language That Validates Without 

Colluding  Here are patterns that tend to work:  **Name the feeling, not 

the frame.** *"That sounds painful."* *"I can see how much that hurt."* 

*"Something important got touched."* These honor the affect without 

endorsing the conclusion.  **Locate the intensity as signal.** *"When a 

reaction hits that hard, it usually means something real got activated. I 

want to understand what."* This tells the client their feeling is 

meaningful without agreeing that the specific meaning they've made of it 

is correct.  **Honor the experience, preserve the inquiry.** *"From where 

you're standing, this definitely feels like rejection. I want to spend some 

time with what's behind that feeling before we decide what it is."* This 

validates the felt experience while keeping the interpretation open.  

**Distinguish then from now.** *"Right now, in this moment, the pain of 

this is very real. What the pain means — what the situation actually is — 

is something we can look at together once we've given the feeling its 

due."*  **Validate the pattern, not the specific story.** *"This sounds like 

one of those waves where the meaning arrives fast and big. I know those 

waves. They're real. And I also know the meanings in those moments 

don't always hold up when the wave passes."*  None of these are scripts. 

They are patterns you'll adapt to each client and each moment. What 

they have in common is a careful separation of *the feeling is real* from 

*the interpretation is accurate*. That separation is the clinical move.  

:::ai Listen to yourself in recent sessions. Where have you validated the 
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feeling and where have you, perhaps unintentionally, validated the 

interpretation?  What is the cost of getting this wrong with your specific 

clients? What is the benefit of getting it right? 

The Reassurance Trap 

A close cousin of overvalidation is excessive reassurance. The client asks, urgently, if you are 

upset with them. You say, warmly, "No, of course not — I'm not upset." The reassurance is true. 

It is also, for a rejection-sensitive client, almost useless. The reassurance does not reach the part 

of them that is asking. That part is not asking for information; it is asking for relief from an 

unbearable state. Information does not provide the relief. 

The alternative is not to withhold reassurance — that would be cruel. The alternative is to 

provide reassurance in a form that the nervous system can actually receive. "I'm not upset, and I 

also want to slow down for a moment, because I notice the question is landing with a lot of 

urgency. Something inside you is needing to know right now. What does the needing feel like?" 

You have offered the reassurance. You have also turned toward the underlying state. That 

combination — information plus orientation — tends to reach deeper than information alone. 

Over many sessions, this approach teaches the client something that straightforward 

reassurance does not: that the urgent need to know can itself be noticed and worked with, rather 

than only soothed. That capacity — to meet the urgency rather than instantly satisfying it — 

becomes, over time, a skill the client can use on their own. 

The Minimization Trap 

The other end of the validation spectrum is minimization — responses that, even gently, reduce 

the size of the client's experience. "It's probably not as bad as it feels." "These things usually 

work out." "Try not to make it bigger than it is." Well-intended, often accurate, and consistently 

wounding for rejection-sensitive clients. 

The problem with minimization is that it tells the client their affect is unreliable — that their 

feeling is too big for the situation, that the feeling itself is the problem. This is exactly what most 

clients with RSD have been hearing their whole lives. The therapeutic repetition of it, however 

kindly framed, reinscribes the injury. 

What looks like minimization from the outside can sometimes be mistaken for clinical balance. 

The clinician thinks they are offering perspective. The client experiences another voice telling 

them their feelings are too much. If you want to offer perspective, do it after the feeling has been 

fully validated, and frame it as an addition to the picture rather than a correction of it. "What 

you're feeling makes total sense. I also want to add something that might fit alongside it." 
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Better still, let the perspective emerge from the client themselves rather than coming from you. 

"What do you think you'd see if you looked at this from across the room in six months?" This 

invites perspective without imposing it. 

The Reflection Move 

A technique that often threads the needle between overvalidation and minimization is pure 

reflection — mirroring what the client has said without adding frame. "You felt completely 

dismissed." "This felt, in the moment, like proof that she doesn't care." "What you took away 

was: 'I'm not important enough to remember.'" 

Reflection honors the experience without endorsing it. It simply holds up what the client said. 

The client hears themselves reflected accurately, which is a form of being seen. And the 

reflection, because it is offered as report rather than endorsement, leaves room for the client's 

own questioning of the experience to emerge. 

A useful rule of thumb: when in doubt, reflect rather than frame. A well-offered reflection rarely 

causes harm. A frame offered too early often does. 

When the Spiral Is Running 

What if the client is actively in a spiral when they come into session? They are not just reporting 

on it; they are in it. The meaning is live. The body is activated. They are speaking fast and 

looking to you for confirmation. 

The sequence here is: regulate first, reflect second, frame later. Do not try to validate the content 

of the spiral while the spiral is running; you will either overvalidate and feed it, or minimize and 

rupture. Do, instead, validate the state and offer regulation. "Something huge is happening 

right now. Your body is in it. Before we understand what it is, let's slow everything down 

together. Can you take a breath with me?" 

Once the body has settled enough to reflect, you can reflect what the client has said without 

frame. "So when you saw the text, something in you went: 'she's leaving me.' Is that the shape 

of it?" The reflection names the interpretation as interpretation, which is different from 

endorsing it. The client can then say "yes, that's what it felt like" without you having confirmed 

the content is true. 

Later, when the client is fully in ventral engagement, you can begin to work with the 

interpretation more actively. Not before. Working with interpretation during active spiral is 

ineffective at best and rupturing at worst. 

Pause and consider: 
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What is your current sequence when a client arrives in session already in a spiral? 

How close is it to regulate-reflect-frame? Where does it depart? 

 

Which step is hardest for you to stay with? What would support you to hold it longer? 

 

Validation Across Time 

Over the course of treatment, your validation work deepens. Early on, you are largely doing 

affect validation — the feeling is real, it makes sense, you're not imagining it. As the alliance 

builds and the client develops capacity to examine their own patterns, you move into pattern 

validation — this is one of the waves we know, it's running the familiar way, and it's still real 

even as we understand its mechanism. 

Eventually, you may be doing meta-validation — your nervous system has an impressive 

capacity for relational attunement; the same mechanism that produces these painful spirals 

also produces your remarkable empathy, your care for the people in your life, and your 

capacity to sense what others are feeling. The sensitivity is not the problem. The amplification 

is the problem. We're working with the amplification. 

This kind of validation — accurate, context-rich, honoring the whole picture — tends to be 

deeply integrative for clients. It tells them, accurately, that their pattern is not a shame. It is a 

signal. The signal is exquisite. The cost, currently, is high. The work is on the cost, not the 

exquisiteness. 

Closing 

Validation done well is one of the most important things you do. It corrects old injuries, 

stabilizes new episodes, and builds the alliance that carries every other intervention. Validation 

done poorly — either overzealous or minimizing — can deepen the very patterns it's meant to 

help. 

The skill is in the separation: feeling versus interpretation, state versus story, now versus then, 

pattern versus moment. Hold those distinctions, and your validation will consistently support 

the work. Collapse them, and validation becomes another source of drift. 

The next chapter takes up protective responses — the strategies clients use to survive rejection 

pain — and how to work with them as information rather than as pathology. 

For clients who spiral into urgent reassurance-seeking between sessions, the RSD 

Check-In Chat described in Appendix B was designed specifically for this moment. For 
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the clinician's own equanimity across a day of validation work, the magnesium 

infrastructure in Appendix A is non-optional. 
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Chapter 11: Working with Protective Responses 

 

The strategy arrived when she was nine, 

or seven, or four, or three — 

and it did what it said it would do. 

It kept her here. 

You do not dismantle a strategy 

by pointing at its seams. 

You dismantle it by being 

the first person to see 

what it has been holding up. 

 

"Every defense is a testament to what the self was trying to survive." — 

clinical proverb  ## The Protective Strategies We See  Clients with RSD 

have developed, over years or decades, sophisticated strategies for 

surviving rejection pain. These strategies are often the first things you 

notice in the room: the quick apology, the overexplanation, the 

withdrawal, the anger, the perfectionism, the people-pleasing, the 

clinging, the devaluing. They are easy to see. They are also easy to 

misread.  The most common misreading is to treat these strategies as the 

problem to be eliminated. The clinical frame becomes: the client uses 

maladaptive strategies; the work is to replace them with adaptive ones. 

This frame is not exactly wrong, but it's incomplete in a way that 

matters. It positions the strategies as errors to be corrected rather than 

as solutions that made sense in an earlier environment. And it tends to 

generate resistance from clients whose strategies are, at some level, still 

serving them.  This chapter offers a different frame. Every protective 

strategy was, once, a genuine solution to a real problem. Understanding 

what the strategy has been solving — what it was designed to prevent, 

what it was trying to preserve — is the first step toward helping the client 

relate to it differently. The goal is not to eliminate protection. The goal is 

to help the client develop protection that costs less.  ## What Protection 

Tries to Do  At the root, every protective strategy in RSD is trying to 

accomplish one or more of a small number of goals:  - **Prevent further 

rejection** — avoid the trigger, deflect attention, minimize visibility - 

**Preempt rejection by arriving first** — self-criticize before they can, 

leave before they can, apologize before they can - **Restore status** — 

push back, reassert dignity, reject before being rejected - **Seek repair** 

— apologize, overexplain, ask if we're okay, confirm the relationship - 

**Reduce the unbearable state** — distract, numb, perform wellness - 

**Maintain a viable self-image** — split the experience off, minimize the 
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reaction, store it somewhere private  These goals are often accomplished 

imperfectly. The strategies often have costs — to relationships, to the 

client's sense of self, to their functional life. But each strategy, at its 

origin, had a logic. That logic is worth understanding.  ## Common 

Strategies and What They're Solving  **Shutdown / Withdrawal.** The 

client goes quiet, flat, distant. Pulls back from the relationship, cancels 

plans, stops responding. *What it solves:* reduces exposure to further 

injury, conserves energy when the system is overwhelmed, protects 

against saying or doing something that would make things worse. *What 

it costs:* accumulated distance in relationships, missed repair 

opportunities, the deepening belief that connection is too dangerous.  

**Apologizing / Self-erasure.** The client apologizes quickly, often 

preemptively. Makes themselves small. Disappears into accommodation. 

*What it solves:* reduces the chance of provoking further criticism, 

preserves the relationship by demonstrating low impact, manages the 

other person's mood. *What it costs:* the self becomes progressively less 

visible in relationships, accumulated resentment, the reinforcement of a 

belief that being oneself is dangerous.  **Overexplaining / 

Overjustifying.** The client provides extensive context, multiple angles, 

detailed justifications. Tries to be understood perfectly. *What it solves:* 

preempts misunderstanding, manages the narrative, ensures the client's 

perspective is on the record. *What it costs:* exhaustion, the other person 

feeling overwhelmed or lectured, the client's experience being dominated 

by performance rather than presence.  **Anger / Counter-attack.** The 

client responds to perceived rejection with anger, contempt, or 

preemptive rupture. Rejects first. Goes on offense. *What it solves:* 

restores dignity, prevents the humiliation of passive victimhood, creates 

distance that feels safer than exposure. *What it costs:* alienation, 

escalation, the loss of relationships that might have been workable, 

self-image damage when the anger is reflected back as unreasonable.  

**Reassurance-seeking.** The client asks, repeatedly, whether things are 

okay. Checks for confirmation. Seeks multiple sources of agreement. 

*What it solves:* reduces unbearable uncertainty, anchors the client 

when the relational ground feels unstable, provides temporary relief. 

*What it costs:* the pattern becomes its own source of relational friction, 

the client's capacity to tolerate uncertainty erodes, partners or friends 

become exhausted by the demand for constant reassurance.  

**Perfectionism / Overfunctioning.** The client tries to perform their 

way to safety. Works harder. Delivers more. Eliminates any possible 

basis for criticism. *What it solves:* reduces the chance of being found 

wanting, provides a sense of control, generates genuine accomplishments 

that buffer against rejection. *What it costs:* chronic exhaustion, the 

displacement of authentic self into performance, the reinforcement of 

conditional self-worth.  **People-pleasing / Caretaking.** The client 

manages others' emotional states, meets needs before they're stated, 

becomes indispensable. *What it solves:* reduces the likelihood of 

rejection by making the client valuable, generates attachment through 
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being needed. *What it costs:* the client's own needs go unmet, 

relationships become unequal, burnout, resentment.  **Devaluing.** The 

client reduces the importance of people or situations that might reject 

them. *"I didn't really want that job anyway."* *"She was never that 

great a friend."* *What it solves:* preempts the sting of loss by 

preemptively diminishing what was lost. *What it costs:* relationships 

are prematurely closed, opportunities are lost, the client's world 

narrows.  **Intellectualization.** The client moves the experience from 

feeling into thinking. Analyzes. Theorizes. Talks about the pattern rather 

than feeling it. *What it solves:* provides distance from unbearable 

affect, generates a sense of mastery through understanding. *What it 

costs:* the affect goes unprocessed, the client becomes insightful about 

their patterns without being able to change them, intimacy with self and 

others is limited by the insulation.  Clients usually have a primary 

strategy and several secondary ones. Knowing the repertoire — theirs 

and in general — helps you recognize the strategy in real time.  :::ai 

Which protective strategies do you find yourself most drawn to honor, 

and which do you find yourself most tempted to push against?  Do you 

have a sense of what your own primary protective strategies have been 

across your life? How has your relationship to them shifted over time? 

The Clinical Frame 

The clinical work with protective strategies has a consistent shape: 

First, see the strategy clearly. Name it, to yourself, with specificity. Not "the client is being 

defensive," but "when the client felt criticized, she shifted into an overexplaining pattern that 

seems to be about preempting further misunderstanding." Specificity generates compassion 

and clinical clarity. 

Second, honor the logic. The strategy made sense once. Often still does, in some contexts. 

Before you can help the client relate to it differently, you need to genuinely understand what it's 

doing. Do not rush past this step. Clients with RSD have often had their strategies diagnosed, 

challenged, and pathologized without anyone having asked what they were solving. 

Third, make the cost visible. Not as accusation. As observation. "I've noticed that after you 

do the thing where you explain yourself really thoroughly, you tend to feel drained. I wonder if 

we've been watching a strategy that works well in some ways but has costs in others." The 

client begins to see the strategy as a trade-off rather than a reflex. 

Fourth, create room for alternatives. Not by prescribing them. By inviting curiosity. "If 

you didn't do the thing where you apologize first, what would happen? What's the fear? What 

else might be possible?" The client starts to rehearse alternatives in imagination before trying 

them in life. 
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Fifth, practice the alternatives gradually. With your support, in low-stakes situations at 

first. The client experiments with waiting before apologizing, staying instead of withdrawing, 

asking a question instead of explaining. Each experiment generates data: the feared outcome 

doesn't happen, or it does and the client survives it, or it doesn't happen exactly as predicted. 

The data re-informs the strategy. 

Sixth, integrate the learning. Over time, the client's repertoire expands. Old strategies 

remain available but are used more selectively. New strategies become familiar. The client 

develops a more flexible response to relational threat. 

This is slow work. The strategies have been reinforced thousands of times. They do not unlearn 

quickly. But they do unlearn. 

The Paradox of Respect 

One of the paradoxes of this work is that strategies change faster when you respect them than 

when you challenge them. Challenged strategies dig in. Respected strategies, seen in their full 

context and cost, begin to relax on their own. 

This is because respect communicates something the client often hasn't experienced: that their 

protection is not the problem. They are not bad for having protected themselves. The strategies 

are evidence of a system that has been doing its job, under difficult conditions, for a long time. 

When the client feels that respect, the grip of the strategy begins to loosen. 

Clients sometimes express this directly later in treatment: "You're the first person who didn't 

try to talk me out of it. I was so ready to defend it, and there was nothing to defend against. It 

started to feel weird to keep doing it." The shift doesn't come from your challenge. It comes 

from the absence of challenge combined with genuine seeing. 

When Strategies Conflict With Treatment 

Sometimes a client's protective strategy is directly obstructing the work. The client who 

withdraws after difficult sessions and cancels the next one. The client who devalues the therapy 

whenever it touches a vulnerable area. The client whose reassurance-seeking fills every session 

and leaves no room for other work. These patterns need to be addressed, not just honored. 

The addressing happens from the same frame of respect. "I notice that when our sessions get 

close to something hard, you often cancel the next one. I'm not saying that's wrong — the 

pattern has made sense, given your history. And I want us to talk about it, because I think it 

might be affecting our ability to get to the work you came here to do." You are naming the 

strategy, honoring it, and inviting collaborative examination. 
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If the strategy is severely obstructing treatment — the client is at risk of dropping out, the 

alliance is being repeatedly ruptured, the strategy is generating life consequences — you may 

need to be more direct. Clarity is not pathologizing. "I think we need to talk about what happens 

when things get hard between us. I don't want to lose the work we're doing, and I don't want 

you to either." Directness delivered with warmth can itself become a corrective experience. 

When Strategies Shift 

You will notice, over time, small shifts in the client's use of their strategies. A pause before the 

apology. A question asked instead of an explanation given. A text sent rather than a cancellation 

made. These micro-moments are important. Name them. 

"You just did something new there. Did you notice? You paused before you apologized. That's 

different." Naming the shift consolidates it. The client's nervous system registers that the 

variation happened and was seen. Seen experiences are more likely to repeat. 

Do not celebrate too dramatically — that tends to put the client under performance pressure. But 

do notice, with warmth. "I want to acknowledge that." "That's worth staying with." "Something 

has been growing in you around this." Quiet recognition is more powerful than loud 

celebration. 

Pause and consider: 

Think of a recent session where you noticed a small shift in a client's use of a protective 

strategy. Did you name it? How did they respond? 

 

What gets in the way of noticing these micro-shifts? Is there something that would help 

you attend to them more consistently? 

 

Closing 

Protective strategies are the client's best previous work. Honoring them is not sentimentality — 

it is the clinical ground from which change becomes possible. The client who feels their 

protection respected can afford to experiment with doing less of it. The client whose protection 

is attacked will double down. 

The next chapter takes up what happens when something goes wrong between you and the client 

— the inevitable ruptures of the therapeutic relationship, and the repair work that transforms 

ruptures into corrective experiences. 
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For clients beginning to experiment with new protective strategies between sessions, 

the Ava AI Coach described in Appendix B offers a low-stakes space for rehearsal 

grounded in Appreciative Inquiry's 5D model. For clinicians sustaining the patience 

required to hold strategies without pushing against them, the magnesium and sensory 

regulation infrastructure in Appendix A is foundational. 
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Chapter 12: Repairing Rupture in Session 

 

The crack is not the failure. 

The crack is the place 

where repair can teach 

what no uninterrupted intimacy ever could: 

that coming back is possible, 

that the bridge was stronger 

than what tested it. 

 

"Ruptures are inevitable. What matters is whether the repair happens, 

and how." — paraphrase of Safran & Muran  ## Why Ruptures Matter  

Ruptures in the therapeutic alliance are inevitable. No clinician, however 

skilled, avoids them. A misattunement, a comment that landed wrong, a 

silence that lasted too long, a question that felt like judgment — every 

week of clinical practice contains several. What distinguishes skilled 

work is not the absence of rupture but the quality of the repair.  This 

matters particularly in RSD treatment. For rejection-sensitive clients, 

small misattunements often feel enormous, and the silent carrying-away 

of a rupture is one of the most common ways treatment fails. The client 

withdraws. The next session feels flat. The work stalls. The clinician 

wonders what changed. Weeks later, the client drops out, and nobody has 

named what happened.  Meta-analytic research confirms what clinical 

experience suggests: repaired ruptures correlate with better treatment 

outcomes than alliances without visible ruptures. [^7] This is a 

counterintuitive finding until you recognize what a repaired rupture 

demonstrates to the client — that conflict is survivable, that the 

relationship is robust, that you can be wrong and still be safe together. 

For an RSD client whose implicit model is that rupture means ending, 

each successful repair re-educates the nervous system.  This chapter is 

about making repair a reliable, repeatable part of your clinical practice.  

## Noticing the Rupture  Repair begins with recognition. You cannot 

repair what you cannot see, and ruptures in RSD work often don't look 

like ruptures. The client doesn't say *"I'm upset with you."* The client 

says *"It's fine"* in a slightly flatter voice, or goes quiet, or becomes 

excessively agreeable, or changes the subject.  Things that often signal a 

rupture:  - A sudden shift in tone or pace - A drop in eye contact after a 

specific exchange - A move from narrative detail into vagueness - A 

sudden self-referential turn (*"anyway, I'm being difficult"*) - An 

apology that seems out of context - A premature move to close a topic - 

Increased formality or agreeable-ness - A joke or intellectualization that 

feels slightly off-beat - A later cancellation of the next session - Difficulty 

Page 91 
rsdadhd.com



The Therapist's Guide to Rejection Sensitive Dysphoria — Volume I 

bringing up material that had been flowing  You will not always be sure. 

That's okay. When in doubt, check.  ## The Check-In  A simple, direct 

check-in is usually the right first move. *"Something felt like it shifted just 

now. Is there something I missed?"* *"I want to check — did what I said 

land differently than I meant it to?"* *"I'm noticing a change in the room. 

I want to understand it."*  The check-in should be low-pressure. You are 

not demanding disclosure; you are opening a door. Some clients will 

walk through immediately. Others will deflect, and you can return to the 

check later, gently, if the pattern continues. The point is to signal that you 

noticed and that the door is open.  Clients often minimize when first 

asked. *"No, it's fine."* *"Oh, I just got distracted."* Sometimes this is 

accurate. Sometimes it's a protective minimizing. A useful second move is 

to stay curious without pressing: *"If there was something, I'd want to 

know — even if it feels small or awkward to name."* This invites without 

demanding. Some clients will come back to it later in the session or the 

next week.  ## The Repair Itself  When a rupture is named, the repair has 

a consistent shape.  **Take responsibility for impact, even if intent was 

different.** *"I'm sorry that landed like criticism. That wasn't what I 

meant, and I see that it had that effect."* You are not necessarily 

agreeing that you did something wrong. You are owning the impact, 

which is different.  **Do not rush to defend or explain.** The client does 

not need you to justify yourself right now. They need you to acknowledge. 

Explanation, if it belongs at all, comes later — after the impact has been 

received and the nervous system has settled. Rushing to explain tells the 

client your comfort is more important than their experience.  **Invite 

their experience.** *"What was it like on your end?"* *"What did you 

hear me saying?"* *"What happened inside you when I said that?"* Their 

answer may surprise you. It may include details that reshape your 

understanding of the moment. Take it in.  **Be willing to be wrong.** 

You may have misread the situation. You may have said something 

insensitive without realizing. You may have projected something that 

wasn't yours. The willingness to be fully wrong — and still be here — is 

often what makes the repair transformative for a rejection-sensitive 

client.  **Stay present through the silence.** After a repair exchange, 

there is often a pause. Don't fill it. Let the client absorb what just 

happened. The absorption is part of the integration.  **Close with 

affirmation of the relationship.** *"I'm glad we named that."* *"I'd 

rather do this than miss it."* *"The fact that we can talk about it is what 

this work is made of."* This tells the client that rupture and repair are 

part of the relationship's architecture, not a threat to it.  :::ai Think of a 

recent rupture you noticed and addressed. What went well in the repair? 

What, in retrospect, would you have done differently?  Think of a rupture 

you noticed and did not address. What held you back? What would 

support you to address it next time? 

When the Repair Is Hard 
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Some repairs are easy. You said something clumsy, you notice, you repair, the client receives it, 

the session moves on. Others are harder. The client is deeply activated. The rupture has stacked 

on top of other misattunements. Your own nervous system is also activated. The repair is not 

landing. 

When a repair is not landing, slow down further. Do not press. "I can see this is still hard. Let's 

not rush. I'm here, and we can stay with it as long as we need to." Sometimes repairs take an 

entire session, or across multiple sessions. That's not failure. That's the repair being 

proportional to the injury. 

Avoid the trap of making the repair about getting the client to say it's okay. Your goal is not to be 

absolved. Your goal is for the client to feel fully seen in their experience of the rupture. 

Absolution, if it comes, comes as a natural consequence. Seeking it directly often reads as 

pressure. 

Some repairs require you to sit with the client's anger or hurt without flinching. A 

rejection-sensitive client may need to express, with some intensity, what the rupture felt like. 

Your job is to receive it. Not to defend. Not to explain. Not to redirect. Just to receive, 

acknowledge, and let the expression complete itself. 

Repairs That Teach 

The best repairs — the ones that become corrective experiences rather than just relationship 

maintenance — have a few features in common: 

Specificity. You name exactly what happened, not vaguely. "When I interrupted you a few 

minutes ago to ask that question, I skipped over what you were trying to say. That wasn't 

right." 

Accountability without collapse. You take responsibility without becoming the suffering 

clinician. The client does not need to manage your guilt. They need you to be accountable and 

still present. 

Invitation without pressure. The door is open, the space is made, but the client is not 

required to walk through on your schedule. Some clients need to think about the repair for a 

while before they can receive it. 

Structural integration. The repair becomes material for understanding. "What was it like to 

hear me say that? I wonder if there's something about that experience we can learn from, 

about how moments like this tend to land for you." 
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Continued relationship. Most importantly, the relationship continues. The rupture did not 

end it. The client leaves the session having had a new experience: conflict that was survived, 

repair that was real, relationship that held. 

Over time, these repaired ruptures become some of the most clinically important moments in 

the treatment. They do more to change the client's implicit model of relationships than any 

intervention designed for that purpose. They teach, at the nervous system level, that intimacy 

and conflict can coexist. 

When You Caused the Rupture 

Sometimes you did something wrong. Not imagined, not RSD amplification — actually wrong. 

You forgot something they told you last week. You said something that was, in fact, insensitive. 

You showed up late, or distracted, or off your game. 

These ruptures are easier in one sense: you know the source. They are harder in another: you 

may feel bad about it, and the feeling bad may interfere with the repair. 

The key is to take responsibility cleanly without over-apologizing. "I forgot what you told me 

last week. I'm sorry — that must have been hard to repeat, and I'm grateful you did. Let me 

hear it now with full attention." Short, accountable, forward-moving. Extended self-flagellation 

puts the burden back on the client to reassure you. 

Clients with RSD often have experience with people who either never apologize or apologize so 

dramatically that the apology itself becomes a demand. Your capacity to apologize in a third way 

— simply, clearly, without performance — is itself therapeutic. 

When the Client Caused the Rupture 

Sometimes the rupture is driven more by the client's pattern than by anything you did. A neutral 

question landed as criticism. A reflective silence felt like disapproval. A standard intervention 

was heard as rejection. These are not failures on the client's part. They are the pattern doing 

what the pattern does. 

The repair for these ruptures is slightly different. You can acknowledge impact without 

accepting responsibility for something you didn't do. "I can see that landed hard. I want to 

understand what it was like, and I also want to share that it wasn't what I was trying to 

communicate. Can we talk about both?" 

This is delicate. Clients with RSD may need a moment of pure acknowledgment before they can 

hold the more nuanced picture. Lead with the acknowledgment. Introduce the nuance gradually. 

The point is not to correct the client's experience — their experience was their experience — but 
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to offer your side of the exchange as additional information they can consider when they're 

ready. 

Over time, the client begins to use these moments as material. "I had that feeling again — that 

you were judging me. I think it was probably my pattern, not you. But it still felt real." When 

the client can hold both the reality of the feeling and the possibility that the interpretation was 

pattern-driven, the treatment has moved somewhere new. 

Repair as Habit 

The best outcome of good repair work is that it becomes habit — for you and for the client. You 

notice ruptures reliably. You check in without shame. You take responsibility cleanly. The client, 

over time, begins to notice ruptures themselves, bring them to session, and even initiate repair 

with people in their life. 

This generalization is one of the most durable outcomes of this work. The client who can do 

repair has a fundamentally different relationship with their own rejection sensitivity — not 

because the sensitivity is gone, but because they have a reliable way to handle what it produces. 

Ruptures still happen. Repairs still happen. Relationships continue. 

You are teaching a skill that many clients with RSD were never taught. Watching it become their 

own is among the quieter but most profound rewards of this work. 

Pause and consider: 

What is your current relationship to rupture in your own life — not with clients, but 

with people close to you? How do you notice rupture? How do you initiate repair? 

 

How does your own practice with repair — or the lack of it — shape what you model 

for your clients? 

 

Closing 

Repair work is not a separate chapter of the treatment. It is threaded through every session that 

ever exists. Small repairs happen all the time — a tone that was slightly off, a comment that 

landed slightly wrong, a moment of distraction that the client noticed. Attending to them keeps 

the alliance alive and breathes trust into the relationship. 

Volume I of this guide ends here. You have, by now, the foundational framework: what RSD is, 

how to recognize it, how to understand its neurobiology, how to hold a clinical stance, how to 
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assess and formulate, how to map episodes, how to distinguish related patterns, how to turn 

assessment into shared understanding, how to slow moments down, how to validate without 

colluding, how to honor protective strategies, and how to repair ruptures. Volume II picks up 

with the next layer: regulation, somatic support, meaning-making, and the full session arc. The 

foundation is complete. The work deepens from here. 

For clients processing between-session ruptures, the RSD Check-In Chat described in 

Appendix B was designed for exactly this use. For clinicians sustaining across weeks of 

rupture-repair work, the sensory brushing protocol in Appendix A provides the nervous 

system integration that this work requires. 
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Appendix A: Your Nervous System Survival Toolkit 

Everything in this appendix exists because your neurology affects every facet of your life — 

and your clients' lives. Not just emotions: perception, relationships, capacity to show up for the 

things that matter. The tools here aren't about managing symptoms. They're about returning 

control to the system. This appendix is written to both the clinician and, by extension, any 

client the clinician chooses to share it with. 

None of this is medical advice. All of it is real. 

Medication: The Two-Sentence Version 

There are two medications that specifically target the rejection sensitivity piece: guanfacine 

and clonidine (alpha-2 agonists). They modulate norepinephrine in the prefrontal cortex — 

essentially strengthening the connection between the thinking brain and the alarm system. 

Other ADHD medications (stimulants like methylphenidate and amphetamine-based meds, 

non-stimulants like atomoxetine) help indirectly by improving overall emotional regulation. The 

prescriber runs the decision. That's the medication section. 

Dopamine Precursors: When a Client Is in a Pinch 

If the person is in a low-dopamine state — flat, unmotivated, can't start anything, everything 

feels pointless — two natural precursors can help bridge the gap: 

Mucuna pruriens — a natural source of L-DOPA, the direct precursor to dopamine. Available 

as a supplement. Not a replacement for medication, but a meaningful boost. Start low. 

L-Tyrosine — an amino acid that the body converts into dopamine via L-DOPA. Available 

everywhere. Useful for acute low-dopamine moments. Some people take it before high-demand 

situations. 

These are tools, not treatments. They work. They're not a substitute for working with a provider 

on the full neurological picture. 

The Anxiety Protocol: Valerian → Skullcap → Kava Kava 

If the nervous system is screaming and it needs to calm down NOW, here's the order I'd try: 

1. Valerian root — the gentlest option. Mild sedative properties. Good for everyday 

background anxiety. Available as capsules or tea. 
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2. Skullcap — stronger. Specifically targets nervous tension. Works well for the kind of 

buzzing, wired anxiety that won't let the body settle. 

3. Kava kava — the most powerful option here. The liquid extract form works almost 

immediately and fades off gradually. Fast, effective, and the liquid form is notably potent. 

CRITICAL: Never mix kava with alcohol. This is non-negotiable. The combination is 

dangerous. Kava on its own, in reasonable amounts, with awareness — that's a tool. Kava with 

alcohol is a risk. 

These aren't prescriptions. These are options that exist, that many people find helpful, that can 

be researched and discussed with the provider. 

Check the Neurological Baseline 

This one could save years of misattributed suffering: 

If your client also has a migraine disorder or any other neurological condition — 

check that out. Migraines and other neurological conditions can produce symptoms that look 

exactly like RSD, anxiety, depression, emotional dysregulation. Sometimes what's been treated 

as a mental health issue is actually a neurological one — and when the neurology gets addressed, 

the symptoms go away. 

Same presentation. Completely different root cause. If nobody has run this down for them, 

suggest it. 

Magnesium: The Most Underrated Tool in This Entire Book 

Magnesium depletion looks like RSD. The irritability, the emotional reactivity, the feeling 

that everything is too much — it can be a magnesium issue masquerading as a psychological one. 

Natural Calm and other effervescent magnesium drinks work fast. Not hours — minutes. One 

glass and the nervous system settles. This isn't placebo; magnesium is directly involved in over 

300 enzymatic processes in the body, including neurotransmitter regulation and nervous system 

function. 

Drink it. Have clients drink it every hour if they need to. Keep it at the desk, in the bag, on the 

nightstand. This is infrastructure. 

The Sensory Processing Protocol 

This is the one tool that changes everything else. 
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The Wilbarger Brushing Protocol (also called the sensory processing protocol) was 

designed to literally integrate, heal, and strengthen the entire nervous system. It works 

holarchically — address one part of the nervous system and the whole thing gets better. That's 

how holarchical systems work: the part contains the whole. 

What's needed: A sensory brush. About $3 on Amazon. That's it. 

How long it takes: The full protocol takes about 12 minutes. There are excellent walkthroughs 

on YouTube — find one from an occupational therapist and follow along. 

What it does: Deep pressure brushing followed by joint compressions. It recalibrates the 

sensory processing system. Over time — sometimes surprisingly quickly — the nervous system 

becomes more integrated. Stimuli that used to overwhelm become manageable. Emotional 

reactivity decreases. Not because anything is being suppressed, but because the nervous system 

is actually processing information accurately instead of in emergency mode. 

Here's the connection that matters: the more integrated the nervous system is, the more 

reality is clear. And in reality, the client is being rejected almost never. They feel rejected all 

the time — but that's signal processing, not truth. When the nervous system integrates, that 

distinction becomes available in real-time. Consciousness clears up. That's not a spiritual claim. 

That's neurology. 

The Massage Gun: 10 Minutes That Replace 30 

A percussion massage gun can give the same nervous system relaxation as 30 minutes of 

yoga, except it takes 10 minutes, it's portable, and some of them charge via USB-C so one can 

live in the client's bag. 

The body is tense. The body is scared. It's holding that. Ten minutes with a massage gun on the 

neck, shoulders, upper back, and jaw can discharge the physical component of the emotional 

state. This matters because the nervous system reads body tension as confirmation that there's a 

threat. Release the tension, and the threat signal drops. 

Two price points worth considering: 

•​ ~$40 (USB-C, portable): Gets the job done. Throw it in the bag. Use it at the desk, in 

the car, anywhere tension needs to discharge fast. 

•​ ~$220 (professional grade): Will last a lifetime. Deeper percussion, more settings, 

built to run daily for years. 

Yoga is beautiful. Yoga is a practice. But when the client is walking into a 20-minute interaction 

and their jaw is clenched so tight they can hear their teeth, they need speed. This is speed. 
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The Integration Point 

Every tool in this appendix serves one purpose: returning control. 

Not control over emotions — control over the capacity to be present with them. There's a 

difference. The first is suppression. The second is integration. 

The more integrated the nervous system becomes — through magnesium, through sensory 

processing work, through releasing the physical tension the body stores — the more accurately 

reality gets perceived. And in an accurate reality, the person is enough. They are not being 

rejected. They are a nervous system learning to run at the frequency it was built for, with the 

right fuel and the right maintenance. 

That's all this is. Maintenance for a high-performance system. 
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Appendix B: Your Companion App Ecosystem 

This book doesn't end at the last page. It lives in your pocket — and in your clients' pockets. 

When the book was purchased — any format, any edition — it came with access to a complete 

ecosystem of apps designed specifically for navigating RSD. Not generic mental health apps with 

a rejection sensitivity quiz bolted on. Apps built from the ground up on the same methodologies 

this book teaches, trained on the same neuroscience, speaking the same language. 

The first app is free. No strings. Purchased the book, access granted. And regardless of which 

format was purchased — Bespoke Linen Portrait, Leather, digital, audiobook — all three formats 

come with it. Because the point isn't selling things. The point is making sure the tools are in the 

hands that need them. 

RSD Ecosystem Hub — the central dashboard. Mood check-in, polyvagal state indicator 

(where is the nervous system right now — ventral vagal, sympathetic, dorsal?), daily quotes, 

quick SOS actions, book library with reading progress, healing streak tracker, Apple Watch sync. 

Home base. 

RSD Breathwork — six breathing techniques, each for a specific state: Calm the Storm (when 

the rejection wave hits), Ground & Root (when dissociating), Box Breathing (the reliable 

standby), Self-Compassion Breath (when the inner critic is loud), Energize (when shutdown has 

the body flat), and one more for settling in at the end of the day. Animated breathing circles with 

four animation styles so the nervous system can find the one it responds to. Polyvagal 

information so the client understands why each technique works. Apple Watch haptic sync — so 

the wrist can guide the breath when the eyes can't look at a screen. 

RSD Journal — password-protected with biometric unlock, because the things worth writing 

about RSD are not things worth finding on someone else's phone. 33+ guided prompts drawn 

from all chapters of this book. Mood tagging. A therapist-sharing feature so entries can be 

exported for sessions. Free writing mode. Tags for organizing. Everything encrypted on-device. 

Ava AI Coach — the one that changes things at 3 a.m. Ava is trained on Ammanuel's 

methodologies — specifically the Appreciative Inquiry 5D model (Define, Discover, Dream, 

Design, Destiny). Real-time chat when processing needs to happen and there's nobody available. 

Strength card discovery. Personality assessment. Values exploration. Ava isn't a therapist. But 

Ava is available 24/7, speaks the language of this book, and will never tell someone they're 

overreacting. 

RSD Check-In Chat — the "Am I overreacting?" tool. Six common trigger scenarios. Thought 

identification. Reframing — not toxic positivity, real reframing grounded in neuroscience. Four 
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grounding exercises (5-4-3-2-1 sensory, Cold Water, Box Breathing, Body Scan). Intensity 

tracking over time so patterns become visible. Triage. 

RSD Habit Tracker — 10 RSD-specific habits (not generic wellness habits — habits designed 

for this specific neurology). Streak tracking. Mood correlation graph. Weekly heatmap. Apple 

Watch widget preview. 

RSD Watch App — six Watch faces designed for the moments when pulling out the phone isn't 

an option: Appreciative Questions (a new one every time the wrist raises), Breathwork with 

haptics, Habit Check-Off, SOS Calm Down, Favorite Quotes, Polyvagal State check-in. Plus four 

complications for the regular Watch face. 

24/7 WhatsApp resource — text in any time, crisis or not. A human-in-the-loop check when 

the app isn't enough. 

This is a complete RSD ecosystem. More is coming — every book in the Luminous Prosperity 

library will have its own companion suite. 

To activate access: Visit luminousprosperity.life/rsd-activation or scan the QR code included 

with the book. 
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About the Author 

Ammanuel is a civilization engineer, consciousness technologist, and Naropa University alum 

whose 23-year body of work spans 577+ books, 177 methodologies, 130+ open-source 

repositories, and a growing ecosystem of AI-powered applications. 

His work integrates 36 contemplative traditions, developmental psychology (Spiral Dynamics, 

Kegan, Dabrowski, Integral Theory), somatic frameworks, and enterprise software into a unified 

approach to human flourishing that he calls Luminous Prosperity. 

The foundational insight came at 17 — a spontaneous experience that the clinical world would 

call a crisis and that he recognized as an invitation. Everything since has been building the 

infrastructure that experience demanded: the rooms, the tools, the language, and the 

communities where people operating at high signal can find themselves reflected rather than 

pathologized. 

Ammanuel is a ska musician (organ), vegan cook, and practitioner of Wu Ji, yoga, and cycling. 

He is based in Providence, Rhode Island, building toward Boulder, Colorado — the room where 

his people are. 

The Eugenia Gloria Santa Anna Fund, named for his grandmother who introduced him to 

metaphysics and piano at age four, supports neurodivergent entrepreneurs in building their 

visions. 
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The Luminous Prosperity Ecosystem 

Everything connects. Here's where to go deeper. 

Books 

The Luminous Leadership Series — a four-book set for values-driven women leaders, available 

as Bespoke Linen Portrait editions ($999) and Leather editions ($1,999). Digital books across 

the catalog are pay-what-you-want. 

Apps & Digital Tools 

Integral Self — the front door assessment, seeding the central UserProfile for the whole app 

suite. Free, permanently. 

Strategic Intelligence Engine — twelve frameworks, three tiers, from single-framework 

analysis to cross-framework synthesis. Single framework $29.99, All-Access $99.99/month, 

Matrix Room $249.99/month. 

Best Day Protocol / Ava — daily consciousness practice with AI voice companion, powered 

by Appreciative Inquiry's 5D model. Available at myluminousprosperity.com. 

The RSD Ecosystem — for this book's readership specifically: RSD Ecosystem Hub, RSD 

Breathwork, RSD Journal, Ava AI Coach, RSD Check-In Chat, RSD Habit Tracker, and RSD 

Watch App. Designed for the moments between sessions when the wave hits and the therapist is 

asleep. 

Sites & Communities 

•​ Luminous Prosperity Plaza — the front door to everything: luminousprosperity.life 

•​ Luminous OS — the blog: luminousos.com 

•​ The Perch — the community layer: theperch.life 

•​ My Luminous Prosperity — Best Day Protocol & Ava: myluminousprosperity.com 

Programs & Experiences 

•​ Direct Coaching — 1:1 with Ammanuel, $9,999 / 4 sessions 

•​ Luminous Leadership School — three-tier leadership program for values-driven women 

leaders 

•​ Custom AI-Powered App Development — appcultivation.com, $2K–$5K upfront + 

$500/month recurring 
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This ecosystem grows. Visit luminousprosperity.life for the latest. 
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A Note on Continued Growth 

If anything in these pages made you pause — if a formulation landed differently than you 

expected, if a piece of research confirmed something your body already knew in session, if a 

script handed you language you've been searching for — that's the work working. 

You don't have to do anything with it right now. Integration isn't a task. It's what happens when 

you stop trying so hard to hold it all together and let the pieces find their own arrangement. 

What's one thing about your clinical stance that's already more clear than it was when you 

started? 

Stay luminous. 
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