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Issue VII

We are pleased to deliver to you the 7th Issue of Yellowbrick Journal of Emerging Adulthood. Reflecting back on where 
we were when we launched Yellowbrick Journal in 2009, so much has changed. In our original Editorial Introduction in 
Issue I, we discussed that the concept of emerging adulthood as a developmental phase that had just itself emerged 
and begun to be further researched and consolidated. In August 2009, The New York Times Sunday Magazine article, 
What is it about 20-somethings? explored the question: what’s the new normal and featured Yellowbrick as the national 
leader in the treatment for traumatized and troubled youth.

Adolescents and emerging adults with serious mental health problems and developmental histories of trauma are 
at risk for unrelieved suffering, self-damaging behavior and under-achievement. They often strain their connections 
with family, peers and community at the very time they need the most support. Acceptance of illness and the need to 
change are painfully difficult for young people and their families. How to be helpful as a professional can be equally 
challenging as adolescents and emerging adults often present for assistance with complex multifaceted circumstances 
involving multiple DSM V diagnoses, trauma responses, addiction & other compulsive behaviors, neurodevelopmental 
and cognitive impairments, and family systems that have long been stressed beyond their capacity.

Yellowbrick Journal has matured into a home for a wide variety of literature written to enhance our understanding, 
assessment, diagnosis, and treatment of adolescents and emerging adults with serious mental health problems and 
trauma. Within this past decade there have been significant advances in systems theories and neuroscience and 
much effort is being applied to integrate such findings and insights into innovative approaches to psychotherapy. 
Mark Solms, Ph.D., President and Founder of the International Neuropsychoanalytic Society, provides the lead 
article integrating the latest from evolutionary biology and neuroscience with core psychoanalytic principles. Jesse 
Viner, M.D. writes on how Yellowbrick incorporates the neuroscience of trauma, reward & motivation pathways 
and interpersonal neurobiology into a coherent model of treatment. David Baron, M.D. follows up on the theoretical 
basis of an Open Therapeutic Community and the Therapist-Administrator split. David Daskovsky, Ph.D. provides 
practical wisdom for patients and parents as to how to get the most out of engagement in treatment. Laura Viner, 
Ph.D. demonstrates the effectiveness of intensive, comprehensive treatment within a developmental, neurobiological 
model with the study of twelve years of outcome data. Stefanie Molicki, M.A. writes on how to help take advantage 
of our experience-dependent brains. Finally, the latest from Yellowbrick's research demonstrating how deep TMS can 
accelerate the response to PHP/IOP treatment.

We are honored and grateful to present in this Journal VII issue work from prominent clinician scholars and thought 
leaders who are expanding the frontier of hope for troubled young people and their families.

Letter From The Editors

Laura Viner, Ph.D.
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Jesse Viner, M.D.
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Emotional Drives And Their Place In Human Development
Mark Solms, Ph.D. 

Freudian drive theory has lost its currency, even among many psycho-
analysts. Freud classified the drives into two broad types (Freud 1915) 
but, as we shall see, this was an oversimplification. His classification has 
yet to be replaced by a new, generally agreed-upon taxonomy, but it is 
difficult to imagine an understanding of emotional development that is 
not grounded in drive theory. In this article, therefore, I will introduce 
you to Panksepp’s (1998) drive theory, which is the most widely ac-
cepted one in neuroscience today -- although still not universally.

Panksepp divided the drives into ‘bodily’ and ‘emotional’ types. (He 
further divided the bodily drives into ‘homeostatic’ and ‘sensory’ sub-
types. Hunger, thirst and the need to defecate, for example, are ‘ho-
meostatic’ drives, whereas pain, surprise and disgust are ‘sensory’ ones.) 
Panksepp’s distinction between bodily and emotional drives coincides 
roughly with Freud’s distinction between ‘self-preservative’ and ‘libidi-
nal’ drives.1 I am going to focus on Panksepp’s emotional drives, since 
the need to master them is what gives rise to psychiatric disorder. It is 
true that some psychiatric disorders involve bodily troubles, too, (e.g., 
eating, sleeping and pain) but these troubles usually have emotional 
causes.

When it comes to the emotional drives, it turns out that seven of them 
can be reliably identified in all mammals, by stimulation of exactly the 
same brain structures and chemicals. (Many of them can be evoked in 
birds, too, and some in all vertebrates.) Mammals separated from birds 
about 200 million years ago; that is how old these drives are.

Panksepp capitalised his terms for the drives, to distinguish them from 
colloquial usage -- that is, to indicate that he was talking about whole 
brain systems, not only feelings:2

(1) LUST. We are not constantly sexually aroused. Erotic feeling enters 
consciousness only when sex is prioritised over other things, which (as 
in the case of all drives) happens in the context of fluctuating needs and 
opportunities. When sexual desire is aroused, you feel it, then erotic 
feelings guide your actions. You pay attention to different things when 

1	 I do not have space to discuss Freud’s second drive theory here (Freud, 1920) but the essential points are: (1) In the theory of homeostasis, which was 
introduced into biology in 1926, the settling point of a drive – the state of ‘no need’ that Freud called Nirvana – is not a deathly state but rather the ideal 
state of living things. (2) Feelings of unpleasure and pleasure announce deviations from and toward the setting point respectively; they are, as Freud said, 
measures of the demand for mental work. (3) The Pleasure Principle is therefore in the service of the Nirvana Principle; all the drives are therefore ‘life’ 
drives; there is no need to postulate a ‘death’ drive. (4) The clinical phenomena that Freud explained with reference to a death drive are just that – clinical 
phenomena – they are not natural drives but rather aberrations. The deathly nature of these aberrations is due to an attempt to achieve Nirvana without 
performing the mental work that all drives demand in reality. They attempt to short-circuit the Reality Principle, which can only end in tears, both biologi-
cally and psychologically.

2	  See Panksepp (1998) or Panksepp and Biven (2012) for the empirical details and further bibliographic references.

you are sexually aroused compared to when you are fearful, for example, 
and you behave differently too. In this way, your external consciousness 
and voluntary behaviour is determined by your inner state; you experi-
ence the world differently – literally bringing different experiences upon 
your head – depending on what you are feeling. That is why, when the 
need for safety is prioritised, sexual motives are driven from your mind.

It is unclear whether LUST should be classified as a ‘bodily’ or an ‘emo-
tional’ drive. Some people even doubt that sexuality is a need. This is an 
excellent example of the difference between (unconscious) needs and 
the (conscious) feelings they give rise to. When we engage in sexual acts, 
we are not trying to perform our biological duty. In fact, very frequently, 
we are hoping not to reproduce. What motivates us subjective beings is 
the pursuit of erotic pleasure, not reproductive success. The same ap-
plies to sweet tastes; we eat candy because we like it, not because it con-
tains high energy supplies (which is the implicit biological reason why 
sweet things taste good for us). That is, we are driven by feelings. Living 
creatures need to reproduce, at least on average; that is why sex became 
subjectively pleasurable through natural selection – even though most 
people know nothing about the underlying biological mechanism that 
drives them.

I say “on average” because not all sexual activity results in reproduc-
tion, only enough of it to keep the species going. This exemplifies a 
central principle: the limited utility of inborn behaviours to meet our emo-
tional needs. This is the main reason why emotional needs (as opposed 
to bodily ones) are so difficult to master. In sex, our inborn reflexes and 
instincts boil down to little more than genital engorgement and lubri-
cation, lordosis (arching the back, which makes the vagina available 
for penetration), mounting, intromission, thrusting and ejaculation. 
Together with these reflexes, stroking the clitoris or penis (which are 
equivalent organs) at a certain rhythm produces pleasurable sensations 
which predict the release of sexual tension, ultimately through orgasm 
to satiation. These involuntary contrivances do not equip us for the diffi-
cult task of persuading other people – especially the specific ones we are 
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attracted to – to comply with our desire to have sex with them. The main 
reason why ‘emotional’ needs are more difficult to meet than ‘bodily’ ones is 
that they typically involve other sentient beings, who have needs of their own; 
they are not mere substances like food and water. To satisfy sexual needs, 
therefore, we must supplement our innate knowledge with other skills, 
acquired through learning. This fact alone explains the wide variety of 
sexual activities that we indulge in, alongside the ‘average’ form that was 
bequeathed by natural selection.

Notice that learning does not erase reflexes and instincts; it nuances, 
elaborates, supplements and overrules them, but they are still there. 
The usual neurocognitive mechanism for updating long-term memo-
ries (‘reconsolidation’) doesn’t apply to reflexes and instincts. That is 
because reflexes and instincts are not memories; they are fundamental 
dispositions which are ‘hard-wired’ into each species through natural 
selection.

Our range of sexual behaviours is increased further by the fact that the 
brain circuitry for both female-typical and male-typical LUST exist in 
every mammal. The gendered tendency that comes to dominate is de-
termined by various factors, centrally including genetic and intrauterine 
ones (LeVay, 1993). Psychoanalysis historically underestimated the lat-
ter factors. I will not go into the anatomical and chemical details here, 
except to point out that both circuits arise in the hypothalamus and 
terminate in the periaqueductal grey. In other words, like all the basic 
emotional drive circuits, they are almost entirely subcortical.3

(2) SEEKING. All the bodily needs (and sexual ones) -- which are reg-
istered by ‘need detectors’ located mainly in the medial hypothalamus 
-- activate this second emotional drive. It is almost synonymous with 
Freud’s ‘libido’ concept, but Freud did not know that LUST merely acti-
vates this system; LUST and SEEKING are not the same thing. SEEK-
ING generates exploratory ‘foraging’ behaviour, accompanied by a con-
scious feeling state that may be characterised as expectancy, exploratory 
interest, curiosity, enthusiasm or optimism. Think of a dog in an open 
field: no matter what its current bodily needs are, foraging propels it to 
engage positively with the environment, so that it might satisfy them 
there. Almost everything that we living creatures need is ‘out there’; and 
through foraging we learn, almost accidentally, what things in the world 
satisfy each of our needs. In this way, we encode their cause-and-effect 
relations. This illustrates again how stereotyped instincts lead to indi-
vidualised learning.

SEEKING is unusual among the drives in that it proactively engages 
with uncertainty. This is the origin of novelty-seeking and risk-taking 
behaviours. Foraging makes us explore interesting things, so that we 
will know what to expect when we encounter them in future. Once a 
dog has explored a hedge, for example, and familiarised itself with its 

3	 For those interested in the anatomical details: in typical males the focus of the LUST circuit is the anterior hypothalamus (especially the interstitial nuclei), 
whence it descends via the bed nucleus of the stria terminalis to the periaqueductal grey. Chemically, the steroid hormone testosterone (which is released 
by the testicles and acts on the anterior hypothalamus) mediates the release in the brain of a peptide called vasopressin, which accounts for much male 
sexual arousal. In typical females, the ventromedial hypothalamus is the locus of sexual control, and the main chemicals are oestrogen and progesterone 
(both released by the ovaries, the female equivalent of testicles). These hormones mediate the activity of oxytocin in the brain, a peptide that governs 
much of the female-typical sexual response. LUST is mediated also by other peptides such as LH-RH and CCK.

4	  SEEKING is mediated also by the neurotransmitter glutamate and a host of peptides, like oxytocin, neurotensin and orexin.

contents, it will be less interested in it the next time around. Accord-
ingly, SEEKING is our ‘default’ drive. When we are not in the grip of one 
of the other drives, our consciousness tends towards this generalised 
sense of interest in the world.

Anatomically, the neurons of the SEEKING circuit arise from the ven-
tral tegmental area of the brainstem, from whence they course upwards, 
via the lateral hypothalamus to the nucleus accumbens, amygdala and 
frontal cortex, and downwards (like all other drives) to the periaque-
ductal grey. Chemically, its command neuromodulator is dopamine.4 
Unlike the other monoamines, dopamine activity does not decrease 
with sleep onset. This reveals an interesting fact about it: SEEKING can 
be aroused even during sleep, by demands made upon the mind for 
work, leading to dreams (see Solms, 2000; Malcolm-Smith et al, 2012).

The link with dreams makes clear why excessive SEEKING leads to 
psychosis, a central mechanism of which seems to be forging too many 
cause-and-effect relations (see Kapur, 2003). It is easy to see why the 
SEEKING drive is also deeply implicated in addictions (think of cocaine 
and amphetamine, which stimulate SEEKING directly); it is literally the 
brain’s ‘craving’ system (see Volkow et al, 2017). Later we shall see that 
SEEKING plays a pivotal role in mood disorders, too.

(3) RAGE. While we engage positively with the world through SEEK-
ING, in the optimistic belief that our needs will be met there, things do 
not always go well for us. Just as evolutionary pre-history equipped us 
with reflexes and instincts that reliably predict ways to meet our bodily 
needs, so too we are born with emotional behaviours that predict ways 
to get us out of trouble. In challenging situations of universal signifi-
cance, instinctual behaviours are prioritised. We are thereby spared the 
biological costs of having to reinvent the wheels that enabled our an-
cestors to survive and reproduce. Instincts are a precious inheritance. 
They transmit innate survival skills – implicit, unconscious knowledge – 
along with feelings which can guide our voluntary actions in unpredicted 
environments.

When the RAGE system is triggered -- as it is by anything that gets 
between us and things which could otherwise meet our current needs 
– our consciousness is coloured by feelings ranging from irritated frus-
tration to fury. The reflexes and instincts then released include piloerec-
tion, protrusion of nails, hissing, growling and baring of teeth, followed 
by ‘affective attack’: lunging at the target of your wrath and biting, kick-
ing or hitting it, until it relents. 

Why do you feel the affects that accompany such behaviour? The an-
swer is: the feelings tell you how you are doing, whether things are going 
well or badly, as you try to rid yourself of the obstacle – one that is often 
simultaneously trying to get rid of you. You sense the sweet taste of vic-
tory or the bitterness of defeat. This guides what you do next, including 
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the possibility that pain (a sensory affect which is suppressed during 
affective attack) might become prioritised, thereby replacing RAGE and 
putting an end to the fight – and perhaps leading to flight.

How could this all go on automatically, without conscious evaluation? 
This question applies also to the role of affect in thinking – a topic that 
I can fruitfully introduce here. As Freud taught us, thinking is ‘virtual’ 
action; the capacity to try things out in imagination; a capacity which, 
for obvious biological reasons, saves lives. This capacity is not unique to 
us, but it is particularly highly developed in humans. Picture this situ-
ation, derived from my own experience: My headmaster is frustrating 
me, arousing feelings of irritation. The instinctual response is affective 
attack. Now I think about the potential consequences. Instead of lung-
ing at him, therefore, I inhibit the instinctual action tendency and imag-
ine my range of alternatives; I feel my way through them. Eventually I 
settle upon a satisfactory solution: when nobody is looking, I deflate 
his car-tyres. In this way, I reduce my RAGE without suffering dire con-
sequences. This illustrates, once again, why innate behavioural stereo-
types must be supplemented by learning from experience, including 
the imaginary form of experience called thinking. Patients who fail to 
do this are in serious trouble (think of conduct disorders). When faced 
with real-life frustrations, which frequently include conflicting needs (in 
this case, RAGE versus FEAR), instinctual solutions are not enough. 
But again, please notice: supplementing instinctual responses through 
learning does not erase them. I decided not to attack my headmaster, 
but the inclination to do so remained, and would arise again in similar 
situations in the future.

Emotions like RAGE are not ‘mere’ feelings. Emotions play a funda-
mental role in survival. Imagine the consequences if we didn’t stake 
claims on the available resources and prevent others from taking our 
share. If we couldn’t become frustrated, irritated or angry, we wouldn’t 
be inclined to fight for what we need; in which case, sooner or later, 
we’d be dead. It is easy to overlook the biological function of emotion 
in the civilised conditions under which we live today. But we have only 
been living like this (i.e., in permanent settlements with artificial laws 
regulating social behaviour) for about 12,000 years. Civilization is a very 
recent feature of mammalian existence; it played no part in the design 
of our brains.

Conscious thinking requires cortex. But the feelings that guide it don’t. 
The circuit mediating RAGE is almost entirely subcortical, and, like all 
the other drive circuits, it terminates in the brainstem periaqueductal 
grey.5

(4) FEAR. The fight/flight dichotomy shows that affective attack is not 
always the best way to deal with an adversary. The contextual factors 
separating them are encoded in the amygdala, which mediates both 
RAGE and FEAR.6 

5	 It has its origins in the medial parts of the amygdala and it passes through the bed nucleus of the stria terminalis and the medial and perifornical hypo-
thalamus, on its way to the PAG. Its command neuromodulator is a peptide called substance P, acting together with the neurotransmitters glutamate and 
acetylcholine. The latter fact might explain why REM behaviour disorder is so frequently expressed through RAGE.

6	 The FEAR circuit arises from the central and basolateral amygdala. Chemically it is mediated by the neurotransmitter glutamate, in addition to the pep-
tides DBI, CRF, CCK, alpha-MSH and NPY.

Most mammals ‘know’ from day one that some things are inherently 
frightening. Newborn rodents, for example, freeze when exposed to a 
single cat hair – although they have never experienced cats and know 
nothing of their attitude to mice. It is easy to see why this is so; if each 
mouse had to learn from experience how to respond to cats, that would 
be the end of mice. Again, we see the enormous biological value of 
emotions.

We humans fear things like heights, dark places and creatures that 
slither and crawl towards us, and we avoid them by the same instincts 
and reflexes as other mammals: freezing and fleeing behaviours. These 
behaviours are facilitated by rapid breathing, increased heart rate and 
redirection of blood from the gut to the skeletal musculature. (Hence 
the loss of bowel control associated with extreme fear.) As with other 
emotions, the conscious feeling of fear tells you whether you are head-
ing towards or away from safety. 

An interesting example is provided by the patient SM, who suffered 
from Urbach-Wiethe disease, a rare genetic condition which results in 
bilateral calcification of the amygdala. She felt no fear. (See Tranel et al, 
2006, who explicitly focused on SM’s subjective emotionality.)

I have studied a large number of patients like this, as there is an un-
usually high incidence of Urbach-Wiethe disease in South Africa. (It 
was imported by a colonist and then concentrated in an isolated com-
munity.) I found their dreams particularly interesting; they are short, 
simple and manifestly wishful – like children’s dreams. One of the pa-
tients I studied, whose husband was unemployed, dreamt “My husband 
found a job; I was very happy”. Another, who was the mother of a dis-
abled child, dreamt “My daughter could walk; I was very happy”. Yet 
another, whose father had died, dreamt “I saw my father again; I was 
so happy. These dreams are typical of Urbach-Wiethe sufferers whose 
fearless imaginations expect no dangers in meeting their needs (see 
Blake et al, 2019).

We humans seem to be born with fear of a few things, like heights 
and spiders (the objects of common phobias). Can you imagine what 
would happen if each of us had to learn from experience what happens 
when you jump off a cliff? That is why we are descended from ances-
tors who felt disinclined to try. Those that did are not our ancestors 
because they left no offspring. We have every reason to be grateful for 
this inheritance.

But then we must learn what else to fear. We learn from experience – 
including thinking -- that things other than falling from dizzy heights 
and spider bites can cause us harm. Electrical sockets and the shocks 
they produce, for example, could not have been predicted by evolution, 
but they are just as dangerous as spiders. Also, we must learn what else 
to do when we are fearful, to supplement our instinctual responses. It is 
not adaptive to freeze or flee from everything that scares you (think of 
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anxiety disorders), just as it is not adaptive to attack everyone that frus-
trates you. It should be clear by now what role conscious feelings play 
in this learning process; they teach you what works and what doesn’t, 
before it’s too late, and thereby help you stay alive.

Fear conditioning reveals important facts about what is conscious and 
what is not. One of its special features is ‘single-exposure learning’; you 
need only stick your finger into an electric socket once to prevent you 
from ever doing it again. It is easy to see why; you were lucky to sur-
vive the first time, so why repeat the experience? However, as with all 
the other biological mechanisms that underwrite emotions, you don’t 
have to know this in any ‘declarative’ sense; conditioning just happens 
automatically. This is because FEAR conditioning does not require the 
involvement of cortex. It can occur in early childhood, even before the 
hippocampus (the cortical structure responsible for conscious memory) 
has matured. This is the biological basis of ‘infantile amnesia’. For this 
reason, just like the famous patient HM, many neurologically healthy 
people fear things without knowing why. 

Cognitive scientists attribute fear conditioning to ‘unconscious’ learn-
ing, but that is only because they neglect affect. It is true that many 
people are unconscious of the reasons why they fear things, but they 
are only too conscious of the associated feelings. Feeling is all that is 
required to guide voluntary behaviour. This is easily demonstrated using 
a tachistoscope: if words like ‘murderer’ and ‘rapist’ are subliminally as-
sociated with face A, and ‘caring’ and ‘kind’ with face B, research subjects 
will feel a preference for face B when they are subsequently required to 
choose between them, even though they cannot say why. ‘Gut feeling’ 
is what guides this choice, but feelings easily go unrecognised; so they 
are described cognitively by words like ‘guessing’.

This explains much of the perplexity that surrounds ‘unconscious emo-
tions’ in cognitive science. It is not the emotions that are unconscious so 
much as the cognitive things they are about. As we saw above in relation 
to thinking, it can certainly help to know what your feelings are about, 
but that insight is not essential. In fact, sometimes it is better not to 
think before you act, not least because thinking takes time.

The same applies to fear-conditioning. Once you have learnt to fear 
something -- especially if you do not consciously know why -- the as-
sociation is well-nigh irreversible. As LeDoux (1996) memorably put it, 
fear memories are “indelible”. This reveals important facts about un-
conscious memory in general, which exceed the scope of this article. I 
will mention only that ‘non-declarative’ memories (like emotional and 
procedural ones) are hard to forget, for the same reason that they’re 
unconscious: they entail less uncertainty (i.e., are more generalisable) 
and are therefore less subject to contextual revision. This is how ac-
quired behaviours become stereotyped and automatized. Insofar as the 
purpose of cognition is to learn how to meet your needs in the world, 
automatization is the ideal of learning.

 (5) PANIC/GRIEF. Separation-distress is different from FEAR. It 
emerges initially in infancy, when you become instinctually attached 
to your mother (or main caregiver). Unlike fear conditioning, but for 
equally good biological reasons, this takes about six months: one in-
stance of nurturant care is not enough to show that someone can be 
relied upon forever.

When mammals become separated from their attachment figures, 
a stereotyped sequence unfolds, starting with ‘protest’ behaviour and 
followed by ‘despair’. The protest phase is characterised by feelings of 
panic, together with distress vocalisations and searching behaviour. The 
panic is frequently combined with anger – “where is she?!” -- which 
evokes another conflict, this time between PANIC/GRIEF and RAGE. 
The one emotion makes you want to keep your caregiver close to you, 
always and forever, whereas the other makes you want to destroy her. 
Guilt (a secondary emotion) is the typical outcome. This is a good ex-
ample of how secondary emotions (like guilt, shame, jealousy and envy) 
arise. Unlike the basic emotions, they are learnt constructs -- hybrids of 
emotion and cognition (see Barrett, 2017). 

The despair phase is characterised by feelings of hopelessness -- liter-
ally ‘giving up’. The standard explanation is: If the separated pup’s cry-
ing and searching do not lead quickly to reunion, then the potential 
costs of alerting predators to its vulnerable state begin to outweigh the 
benefits. Also, if the pup wanders too far from home base, its chances 
of being found when mommy returns are reduced. Thus, on statisti-
cal balance, giving up (despite how painful it is) becomes the inherited 
survival strategy.

Here is a classical description of the separation cascade in human chil-
dren (Bowlby 1969):

[Protest …]  may begin immediately or may be delayed; 
it lasts from a few hours to a week or more. During it 
the young child appears acutely distressed at having lost 
his mother and seeks to recapture her by the full exercise 
of his limited resources. He will often cry loudly, shake 
his cot, throw himself about, and look eagerly towards 
any sight or sound which might prove to be his miss-
ing mother. All his behaviour suggests strong expectation 
that she will return. Meanwhile he is apt to reject all al-
ternative figures who offer to do things for him, though 
some children will cling desperately to a nurse. 

[Despair …] succeeds protest, the child’s preoccupation 
with his missing mother is still evident, though his be-
haviour suggests increasing hopelessness. The active 
physical movements diminish or come to an end, and he 
may cry monotonously or intermittently. He is withdrawn 
and inactive, makes no demands on people in the envi-
ronment, and appears to be in a state of deep mourning.

The latter state is of course akin to depression, which is often accom-
panied by guilt. As Freud (1917) taught us, depression (‘melancholia’) 
is a pathological form of grief (‘mourning’). Accordingly, Panksepp 
and others applied his elucidation of the brain mechanisms of PANIC/
GRIEF to developing new treatments for mood disorders (Yovell et al, 
2016). Chemically, the transition from ‘protest’ to ‘despair’ is mediated 
by mu and kappa opioids, which shut down dopamine (for the effects 
of which, see the startling case report of Blomstedt et al, 2008). That is 
why depression is characterised by the mirror opposite of feelings that 
characterise SEEKING (Solms & Panksepp, 2010). GRIEF, at the level of 
drive theory, is underactivated SEEKING. By contrast, overactive SEEK-
ING produces mania, before it tips into psychosis. (This is how SEEK-



8     Issue  VII Issue  VII

ING relates to mood disorders.) The anatomical trajectory of the PANIC 
component of the PANIC/GRIEF system descends from the anterior 
cingulate gyrus to the periaqueductal grey.7 Mayberg et al (2005) and 
Coenen et al (2019) show that deep brain stimulation of the PANIC and 
SEEKING (i.e., GRIEF) circuits can dramatically alleviate symptoms of 
depression, even in chronic, treatment refractory cases.

It is interesting that the mu opioid-mediated PANIC circuit evolved 
from the brain’s older analgesic system; the mental anguish of loss is 
an extension of the bodily mechanisms for sensory pain. (This is pre-
sumably why mental pain is so frequently somatised.) This is a good 
example of the seamless transition that exists in nature between life-
saving sensory affects and emotional feelings. There is nothing ephem-
eral about emotions. The painful feelings associated with separation 
and loss – coupled with learning from experience -- play a causal role 
in ensuring the survival of us mammals (and birds), which need caregiv-
ers. This applies beyond childhood, too: the brain circuits just described 
mediate attachment bonds throughout life, as they do, sadly, mediate 
many other forms of addiction (think of the opiate crisis). Most drugs of 
abuse act on either the PANIC or the GRIEF (underactivated SEEKING) 
circuits. They are of course forms of self-medication.

(6) CARE is the flip-side of PANIC/GRIEF attachment; we not only 
need loving care ourselves, we also need to look after little ones, es-
pecially our own offspring. The so-called maternal instinct exists in all 
of us, but not to the same degree, because it is mediated by chemicals 
found at higher levels (on the average) in females: oestrogen, prolac-
tin, progesterone and oxytocin -- all of which rise dramatically during 
pregnancy and childbirth. (Think of post-partum depression.) Also 
noteworthy is the overlap between the brain chemistry and circuitry 
for CARE, PANIC/GRIEF and female-typical LUST.8 These facts alone 
could explain why depression is so much more common (almost three 
times) in women than men. Approximately 80% of human females 
somehow know from childhood that it is ‘good’ to cradle babies to the 
left of the body midline, whereas males only discover this (instinctually) 
after they father children (Pileggi et al, 2015). On the other hand, even 
completely inexperienced boys usually know what to do when a baby 
cries. They do not prod it with their fingers or pick it up by the foot to 
see if that helps; they know (they innately predict) that a ‘good’ thing to 
do is to hold it close and rock it while making soothing noises. 

And yet, as every parent learns, this is not enough. Successfully rais-
ing an infant to maturity requires a lot more than instinct. Therefore, as 
with the other emotional drives, we must learn from experience (includ-
ing thinking) what to do in the myriad unpredicted situations that arise. 
As with the other drives, our decisions in this respect are guided by 
feelings (of care and concern) -- which tell us whether things are going 
well or badly. Another reason why a nurturance drive is not enough is 
because we do not feel only love towards our children, as any parent 
will attest. The resultant conflicts can only be resolved through hybrid 
cognitive-emotional processes. 

7	  Via the bed nucleus of the stria terminalis, preoptic area and dorsomedial thalamus. In addition to the opioid mechanisms described in the text, PANIC is 
mediated by glutamate and the peptides oxytocin, prolactin and CRF.

8	  CARE is also mediated by dopamine. Its circuit descends from the anterior cingulate, via the BNST, preoptic area and VTA, to the PAG.

Learning how to reconcile the various emotional needs with each other in 
flexible ways determines the bedrock of mental health and maturity. Consider 
sustainable romantic partnerships, for example, which require judicious 
integration of LUST with child-like PANIC/GRIEF-type attachment 
(think of the Madonna-whore syndrome), which in turn are difficult to 
reconcile with the roving SEEKING system (think of the thrill of novel-
ty), as well as the inevitable frustrations that provoke RAGE (hence the 
ubiquity of domestic strife), which in turn conflicts with the concerns of 
nurturant CARE, and so on. Sustaining long-term relationships is just 
one example of the many challenges that face every human being. To 
manage these things -- to manage life’s problems -- we use our emo-
tions as a compass. It is feeling that guides all learning from experience, 
in the various forms I have outlined. But biology provides one further 
drive to help us on our way:

(7) PLAY. We need to play. This activity is not as frivolous as it appears: 
PLAY is the medium through which territories are claimed and de-
fended, social hierarchies are formed (‘pecking order’), and in-group 
and out-group boundaries are forged and maintained. I believe that this 
drive, more than any other, underpins the Oedipus complex.

People are often surprised to learn that PLAY is a biological drive, but 
all juvenile mammals engage in vigorous rough-and-tumble play. If 
they are deprived of their quota on one day, they will try to make it up 
the next day – as if by rebound. We all know what rough-and-tumble 
play is, although the form it takes varies slightly from one mammal spe-
cies to another. A play session starts with an ‘invitation’ posture or ges-
ture; then, if accepted, the game is on. The one animal or child exuber-
antly chases the other, which then stops as they wrestle or tickle each 
other, taking turns to be on top -- accompanied by peals of laughter, or 
the equivalent vocalization depending on the species (even rats ‘laugh’; 
see https://www.youtube.com/watch?v=j-admRGFVNM). Then they 
are back on their feet again, chasing each other in the reverse direction. 
The associated feeling state is equally universal: it is called fun. 

Children just love to play. Empirically, however, the majority of play 
episodes end in tears. This provides an important clue as to what PLAY 
is all about, biologically speaking; it is about finding the limits of what is 
socially tolerable, acceptable and permissible. When play is no longer 
fun for a playmate, often because they decide you are not being ‘fair’, 
they won’t play anymore. Their limit has then been reached. The mark-
ing of such limits is crucial for the formation and maintenance of stable 
social groups. And the survival of a group is important for the survival of 
each member of the group, in social species such as ours.

A major criterion in this respect is dominance. In any play situation, one 
of the participants takes the lead role and the other is submissive. This 
is fun for both parties, so long as the dominant one does not insist on 
calling the shots all the time. The acceptable ratio of turn-taking seems 
to be about 60:40. The ‘60:40 rule’ states that the submissive playmate 
continues playing so long as they are given sufficient opportunities to 
take the lead.
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This reveals a second function of PLAY, namely the establishment of 
social hierarchies. Rough and tumble play accordingly gives way (from 
puberty onwards) to more organised and frankly competitive games. Of 
course, play is not limited to games of the rough-and-tumble variety. 
We humans engage in pretend play, in which the participants try out 
different social roles (e.g., Mother/Baby, Teacher/Pupil, Doctor/Patient, 
Cop/Robber, Cowboy/Indian, King of the Castle/Dirty Rascal – note the 
ever-present hierarchies). We do not know what goes on in the imagi-
nation of other mammals while playing, but we may confidently hy-
pothesise that they too are ‘trying out’ different social roles, and thereby 
learning what they can and can’t get away with. 

This suggests a third biological function for PLAY. It requires you (and 
conditions you) to take account of the feelings of others. If you don’t, 
they will refuse to play with you, and then you will be deprived of the 
enormous pleasure it yields. The bully might get to keep all the toys, but 
he will be deprived of all the fun. This, it seems, is why PLAY evolved 
(and why so much pleasure attaches to it): it promotes viable social for-
mations. It is, in a word, a major vehicle for developing empathy.9

Play episodes come to an abrupt end when they lose their ‘as if’ quality. 
If you lock up your little sister and throw away the key, then not only 
have you broken the 60:40 rule but you also are no longer playing the 
game of Cops and Robbers; instead you are imprisoning your sister. In 
other words, what is governing your mutual behaviour now is FEAR or 
RAGE rather than PLAY. The same applies to the other games enumer-
ated above. ‘Doctor-Doctor’ is a game until it becomes real sex; then it 
is governed by LUST. 

The same applies to the Oedipus complex. The incest taboo ensures 
that it remains ‘as if’; failure to respect this limit has catastrophic conse-
quences for emotional development. Patients who cannot PLAY (such 
as occurs in character pathology and the perversions, for example) are 
in serious trouble. They also find it difficult to use psychoanalytic treat-
ment, which is at bottom a form of PLAY (think of the hierarchy, the 
mutuality, the boundaries, the ‘as if’ quality, etc).

The fact that PLAY hovers, as it were, between all the other emotional 
drives – trying them out and learning their limits -- is perhaps the rea-
son why it has not been possible to identify a single brain circuit for it. 
Probably it recruits them all.10 Anyone who doubts that PLAY is defini-
tively a biological drive, though, should read Pellis and Pellis’s wonder-
ful book, The Playful Brain (2009).

We don’t always like to recognize that humans, like other mammals, 
naturally claim territories and form social hierarchies with clear rules. 
(The rules governing primate behaviour are remarkably complex.) The 
structure of families, clans, armies, even nations – almost any social 
group – is undeniably hierarchical and territorial; and this has been so 

9	  The development of empathy is therefore by no means an automatic process, as the ‘mirror neuron’ theory might suggest. Empathy is not a reflex; it is a 
developmental achievement. (See Solms 2017)

10	  However, the dorsomedial thalamus and parafasicular area appear to be especially important, as, of course, is the PAG. If anything is the command 
modulator of PLAY it is mu opioids, but this might simply reflect the fact that safety (i.e., low PANIC/GRIEF) is a necessary precondition for PLAY. Other 
putative modulators of PLAY are glutamate, acetylcholine and cannabinoids. -- The thalamo-cortical circuit identified by Zhou et al (2017) pertains only to 
a limited aspect of PLAY, namely dominance. See also Van der Westhuizen et al (2017).

throughout history. The higher the social status of an individual within 
the group, the greater the access that individual has to the resources in 
the territory which the group controls. This observation is not a matter 
of personal preference; it is a matter of fact. If we do not face such facts, 
we cannot begin to deal with them. The fact that emotional drives exist 
does not mean we have no control over them -- that we are obliged 
to bow before ‘the Law of the Jungle’; but we ignore them at our peril.

It is easy to see how PLAY, in particular, gives rise to social rules. Rules 
regulate group behaviour, and thereby protect us from the excesses of 
our individual drives. It is also easy to see how social rules encourage 
complex forms of communication, and therefore how they contribute to 
the emergence of symbolic thought. The ‘as if’ quality of play suggests 
that it might even be the biological precursor of thinking in general (i.e., 
of virtual versus real action). Some scientists also believe that dream-
ing is nocturnal PLAY, i.e., trying out the instinctual emotions in an ‘as 
if’ world. Interestingly, in REM behaviour disorder, where the motor 
paralysis which normally accompanies dreams is lost due to midbrain 
damage, patients (and experimental animals) physically enact the vari-
ous instinctual stereotypes -- e.g., fleeing, freezing, predatory pouncing 
and affective attack.

***

I hope you can now see that, while we do not always recognise them, 
emotional drives regulate almost all our voluntary behaviour through 
their various inner spurs and spurts. Voluntary behaviour consists es-
sentially in the making of here-and-now choices. How can you make 
choices without them being grounded in some evaluative system that 
tells you which option is better or worse? It is these values that feeling 
contributes to behaviour.

However, because our background emotional states are not always 
recognised by the cognitive brain, and therefore not always self-reflec-
tively ‘declared’, we don’t see the larger pattern until we look back and 
join the dots. When I say “we” here, I am not referring only to lay-people 
who have every right to be ignorant of the experimental facts. Although 
it is true that we all too easily overlook the pivotal role that feelings play 
in everyday life, I am actually referring to the mainstream of contempo-
rary cognitive science. Cognitive scientists routinely overlook feelings. 

Psychoanalysts, by contrast, have always recognised the pivotal role 
that feelings play -- in psychopathology and in everyday life. That is 
why it is important for us to update our drive theory in the light of 
contemporary findings. Psychoanalysis without a theory of the drives 
which underpin emotional feelings (and emotional development) is 
hardly psychoanalysis.
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The Science of Yellowbrick
Jesse Viner, MD.

This paper is an effort by Yellowbrick to offer prospective emerging 
adults, their families, and professional referents the scientific basis for 
Yellowbrick’s clinical model. Given the many myths and misconceptions 
about psychiatry, it is crucial in our experience that all stakeholders have 
an understanding of how we conceptualize mental illness and its treat-
ment.

Yellowbrick is exceptional in having created a treatment center which 
has a coherent model based upon inter-disciplinary research, over a 
century of clinical wisdom, and the practice of  Yellowbrick’s own experi-
enced clinician-scholars. The pillars of the model include:

	n Organizational integrity, commitment to excellence, innovation 
and outcome value.

	n Professional Staff directing and providing the treatment are senior, 
doctoral level and expert in their fields.

	n Customized care and personal service.

	n Immersion in an Open Therapeutic Community of sober, age-
related peers engaged in Real-Time Treatment rather than an as-if 
institutional compliance.

	n Prescriptive use of supportive, skills-based, educational, experien-
tial and in-depth neuro-psychoanalytic psychotherapies (Ginot, 
2015; Schore, 2019) delivered by experienced and expert doctoral 
level professional staff.

	n Center for Clinical Neuroscience offering neuromodulation tech-
nologies including dTMS, neurofeedback and EMDR.

	n ReCognition for cognitive restoration and enhancement.

	n Mindfulness as a foundational neuromodulation practice & 
technology.

	n Core Competence Home Health: executive functioning, life skills, 
education & career development.

	n Multidimensional, developmentally attuned family model.

Yellowbrick has evolved its theoretical 
approach to assessment and treatment 
within the framework of developmen-
tal, interpersonal neurobiology. The 
model is founded on state-of-the art  
integration of current research and 
scholarship in the areas of evolutionary 
biology, neuroscience, developmental  
psychology, the full range of cognitive-
behavioral & interpersonal (neuro-
psychoanalytic) psychotherapies, and 
executive functioning/life-skills 
approaches in treatment.

The desired developmental 
outcomes of treatment with emerging adults are:

	n Connected and coherent self

	n Resilience and effective self-regulation of emotion and behavior

	n Interpersonal effectiveness across a range of relationships; build a 
support system

	n Resetting and maturation of motivation and reward systems

	n Effective self-care & wellness, executive function and life-skills

	n Renegotiate relationship with family; connected autonomy

(Arnett 2003, Cozolino 2014, Schore 2011, Siegel 2012)

Within this developmental framework, Yellowbrick’s treatment enhanc-
es brain neuroplasticity, removing interferences to neural growth, and 
facilitating the normative developmental maturation of the brain, mind 
and spirit during the window of emerging adulthood (late teens to early 
30’s). In recognition of the vitally necessary foundation of nurturing re-
lationships for neural and personal growth, all of Yellowbrick’s clinical 
services occur in the context of an Open Setting Therapeutic Commu-
nity. This means that relationships are mutual, collaborative and trans-
parent rather than based on power, control or responsibility for others’ 
choices. It is only under those conditions of interpersonal safety and 
separateness that authority can be located within the emerging adult 
and troubled parts of self will be willing to come forward.
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Yellowbrick clinically operationalizes the power of research based neu-
ro-biological principles. Hope, which itself promotes neuroplasticity, is 
offered through explanation of the concepts of epigenesis and how ad-
olescence through the third decade of life is a window of maturational 
opportunity due to enhanced neuroplasticity.

Hippocrates understood some-
thing crucial about neuroplasti-
city over two millennia ago; 

“That which is used - 
develops;  

that which is not - 
wastes away”. 

Yellowbrick embraces this prin-
ciple by offering repetitive experi-
ences for learning and practicing 
of new skills and adaptive patterns 

in situ while living in the community. ReCognition is Yellowbrick’s brain 
gym utilizing neuropsychologist developed video games for enhancing 
neural growth in the network centers responsible for attention, concen-
tration, working memory, problem solving, and processing speed. Most 
importantly, peers & staff as a Community encourage persistence and the 
taking of supported risks, both of which promote new neural networking. 

Donald Hebb in 1949 introduced 
the principle of: 

 “what fires together wires 
together”; “any two cells or 
systems of cells that are re-
peatedly active at the same 

time will tend to become 
‘associated’ so that activity 
in one facilitates activity in 

the other”. 

This principle creates challenges 
as patients often have developed 

associative pathways which maladaptively link networks. Sexual 
arousal links with objectification and aggression from repeated viewing 
of pornography. Vitality and well-being can only be experienced with 
substances. Power and connection to others becomes associated 
exclusively with video game prowess. Yellowbrick works to undermine 
these destructive pathways, through sobriety and Exposure and 
Response Prevention and create new pathways via experiences of 
attuned connectedness, authentic intimacy and competence.

A fundamental evidence-based premise of Yellowbrick’s model is that 
acute and/or complex psychiatric patients live in a state of brain dys-
regulation which defaults to automatic symptomatic and behavioral 
systems and thereby negatively reinforce the dysregulation (Panksepp 
and Biven, 2012; Solms, 2018). The preponderance of treatment pro-
grams attempt to intervene with what are essentially learning and cop-
ing skill strategies at a time when the brain is too dysregulated to be 
fully receptive to these approaches. Medication alone is an insufficient 

neuromodulation effort in complex conditions because the automatic, 
default behaviors continue to undermine brain regulation and medica-
tion impact is often incomplete and often takes weeks to months to 
have full effect. 

Yellowbrick’s model initially prioritizes facilitating brain regulation as 
a precondition for introducing activating emotional learning. For those 
whom this approach remains insufficient, not just incomplete, a deeper 
neuro-psychoanalytic psychotherapy approach is required to bring the 
self-regulating power of the attachment systems further into the pro-
cess.

Yellowbrick appreciates the level of personal and financial commit-
ment re- quired of families to secure world class care and personal-
ized customer service. Treatment at Yellowbrick is customized. Individu-
als whose psychiatric condition has persisted for several years and/or 
created safety risks and/or a period of incapacity to function within a 
developmental continuum have better outcomes with a more extended 
support platform and continued intensive treatment at varying levels of 
care to sustain an enduring recovery (deMaat, de Jonghe, et al., 2009; 
Shedler, 2010; 2018)). While there is no minimum or maximum length 
of stay, Yellowbrick has created a flexible 6-month treatment model 
which has three phases:

a.	 Neuromodulation-Minding the Brain 

b.	 Self & Skill Consolidation 

c.	 Community Integration

Anterior Cingulate Limbic Lobe at Assessment

Anterior Cingulate Limbic Lobe at Discharge

These illustrations are of a sample patient’s Frontal Lobe at the Assessment then again at 
Discharge, and the Anterior Cingulate Cortex at the Assessment then at Discharge. The red 
areas indicate severe deregulation; the gray areas are normal.
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Yellowbrick’s experience is that most individuals require a minimum of  
8-12 weeks to regulate their brain, restrain from defeating behavioral 
pat- terns and practice new adaptive actions, establish sustaining col-
laborative connections with staff, peers and parents, and initiate actions 
consistent with values, interests and ambitions. Yellowbrick’s most in-
tensive PHP level of care is therefore organized around a 12-week neu-
romodulation curriculum. Transition from The Residence to an apart-
ment in Evanston supported by home visits often occurs successfully at 
the close of the Neuromodulation Phase of care.

Yellowbrick recommends for most individuals that there be a 4-week 
period of continued full-time programming following the Neuromodula-
tion Phase with a shift to the full Life Strategies program within the Self 
& Skill Consolidation Phase. The next phase of treatment is an individual-

ized 4-8 week extended period of Life Strategies IOP at a customized 
lower level of intensity. The last 4 week Community Integration segment 
of treatment involves individual and family therapy along with execu-
tive function and life-skill support while living in the community. Fol-
lowing transition from active treatment, Alumni in Good Standing are 
eligible for Tuesday and Friday night Community dinners, and Parents 
as Partners Sunday brunches with the Yellowbrick Community at no 
charge.

Yellowbrick’s developmental, interpersonal neurobiological model is 
designed to calm the threat response (limbic) system, and thereby open 
receptivity to techniques for increasing cortical governance resulting 
in new learning and emotional growth. The model also facilitates the 
natural maturation of those brain systems which are coming “on-line” 
in the developmental window from age 16 into the young 30’s (Giedd, 
Stockman, Weddle, et al. 2012; Schore, 2018; Siegel, 1999). Yellowbrick’s 
intensive treatment program targets four dimensions of brain function-
ing necessary for disrupting maladaptive automatic default systems and 
behavioral patterns.

1. Resetting the threat response 
(limbic) system.

Complex psychiatric condi-
tions, often arising out of 
cumulative stress or trauma, 
derail the functioning of 
the limbic system such that 
ordinary life creates ongo-
ing anticipation of or actual 
re-experiencing of threats 
to physical and emotional 
safety. Individuals are in 
continual fight/flight (hyper) 
mode or have succumbed to 
a detached, dissociative state (hypo) of being shut down. 
Yellowbrick employs multiple evidence and research-based 
technologies to address these states of hyper/hypo arousal.
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Neuromodulation-Minding the Brain

Self & Skill Consolidation

Community Integration

Transition from The Residence to an apartment 
in Evanston supported by home visits.

4-week period of continued full-time programming. 

8-10 week extended period of Life Strategies IOP at 
a customized lower level of intensity.

Individual and family work along with executive 
function and life-skill support while 

living in the community.

Following transition from active treatment, Alumni in Good Standing are 
eligible for Tuesday and Friday night Community dinners, and Parents as 
Partners Sunday brunches with the Yellowbrick Community at no charge. 

8-12 weeks to regulate their brain, restrain from 

adaptive actions, establish sustaining collaborative 

initiate actions consistent with values, interests 
and ambitions.

Proposed Phases of a 6 Month Treatment Plan
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These technologies include:

a.	 Neurofeedback

b.	 Deep Transcranial Magnetic Stimulation (Brainsway)

c.	 Direct Transcranial Stimulation (Alpha-Stim)

d.	 Mindfulness embedded within the Yellowbrick culture

e.	 DBT embedded within the Yellowbrick culture

f.	 Mentalization (Fonagy, 1989) embedded within the 
Yellowbrick culture

g.	 Somato-sensorimotor psychotherapy (Ogden and Fish-
er, 2015) mind-body, drama and movement therapies

h.	 EMDR

i.	 Prescriptive exercise

j.	 Support for sobriety & restraint from compulsive behav-
ior patterns

k.	 CBT for insomnia

2. Increasing Cortical Governance

Yellowbrick’s assessment procedures using quantitative EEG 
and cognitive testing (CANTAB) dramatically demonstrate 
the derailing of cortical governance in complex psychiatric 
conditions. The latest research puts particular emphasis on 
the role of impaired cognitive functioning leading to poor 
response to treatment with subsequent chronicity and dis-
ability. Yellowbrick employs multiple evidence and research-
based technologies to support the return of cognitive func-
tioning while also not reactivating traumatic experiences 
early in the treatment. These technologies include:

a.	 ReCognition; a brain gym using video games that target 
core cognitive functions such as attention, working 
memory, planning, problem solving and processing 
speed

b.	 Neurofeedback protocols prescribed by national expert

c.	 Deep Transcranial Magnetic Stimulation (Brainsway)

d.	 Sleep hygiene (CBTI)

e.	 Nutritional planning

f.	 Dialectical Behavioral Therapy (DBT)

g.	 Acceptance and Commitment Therapy (ACT)

h.	 Cognitive Behavior Therapy (CBT)

i.	 Education about the brain in health and illness

j.	 Reintegration into college, work or community service 
while in treatment

3. Re-networking the reward/motivation system

Trauma, repetitive disappointments and frustrations, persis-
tent suffering, and the insidious impact of the maladaptive 
automatic default compulsive behavior patterns, derail or 
hijack the healthy reward and decision-making systems. 
This demoralizes the young person and undermines the 

natural rewards from daily life satisfactions, or it kidnaps 
the reward system such that only highly overstimulating, 
novel pursuits like substance abuse bring any sense of vital-
ity and relief of well-being (Bloom 2013). Having discussed 
this issue with multiple international clinician-scholars 
(Ginot, 2015; Ogden and Fisher, 2015; Schore, 2018; Solms, 
2018; van der Kolk, 2014), this is one of the most difficult 
challenges in our field; how to transform motivation from 
dopamine to oxytocin mediation.

For this reason, Yellowbrick employs multiple evidence and 
research-based technologies to restore motivation including:

a.	 Facilitating experiences of competence (van der Kolk, 
2017)

b.	 Eliciting authenticity over compliance

c.	 Relationally co-created experiences of joy (Davis and 
Panksepp, 2018; Ogden and Fisher, 2015)

d.	 Connection to Community

e.	 Connection to education, career, community service

f.	 Spirituality; facilitating a vision for a life that matters

g.	 Interrupting compulsive behaviors with satisfying alter-
natives

h.	 Connecting to and savoring one’s physical, sensory 
experience through mindfulness (Garland, 2013)

i.	 Nutraceutical supplementation (Bloom, 2013)

j.	 Relief from depression, anxiety and trauma symptoms

k.	 Psychotherapy which restores hope through self-inte-
gration (Frank, 1973)

l.	 Expert family therapy to promote connected autonomy 
(i.e., supportive connections with family that facilitate 
healthy independence and growth)

4. Facilitating Secure Attachment

Since the paradigm changing work of John Bowlby (1999), 
which was dramatically validated by the Romanian orphan 
studies, it has been increasingly evident that all human 
growth and development requires secure, safe and nourish-
ing attachments. It has now been replicated by neuroim-
aging studies demonstrating that effective psychotherapy 
enhances neuroplasticity. Neuroplasticity is the molecular 
engine for creating new synapses which are the structural 
architecture of learning, healing and growth. In addition 
to cortical governance, attachments are the fundamental 
vehicle for effectively addressing emotional distress.

For the less troubled among us who seek mental health 
care, supportive and cognitive psychotherapy approaches 
activate latent potentials for secure attachment which had 
been suppressed during times of significant stress. In con-
trast, complex psychiatric conditions are embedded within 
persons whose attachment patterns and development have 
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been arrested, derailed and distorted by trauma, illness, 
chronicity, the resultant distortion of family and commu-
nity support systems, and the malignant consequences to 
one’s personhood from persistently living in terror, helpless 
despair or pain. For these individuals, relationships become 
threats or at best barely useable for the emotional nutrients 
of emotional healing and growth. Tragically, relationships 
often become weapons of re-traumatization.

Yellowbrick’s experience is that for those individuals who have expe-
rienced a significant psychiatric occurrence (ex: singular trauma, on-
set of psychosis, major depression or mania, suicide attempt, etc.) but 
whose self-development has achieved some degree of secure attach-
ment, transition to office outpatient care with enduring outcome and 
functioning can be achieved within the 8-12 week curriculum of care 
of Yellowbrick’s Neuromodulation Intensive Treatment Program. For 
those with complex psychiatric disorders and severe personality disor-
ders who need a more in-depth neuro-psychoanalytic psychotherapy 
approach (Cozolino, 2014;  Ginot, 2015; Schore, 2011), length of stay 
in the most intensive levels of care averages 3-4 months and optimally 
extends at lower levels of care for another 4-8 months.

Yellowbrick’s Open Therapeutic Community model (Riggs, et.al, 2006) 
is the optimal platform for both supportive and in-depth psycho-
therapy. In contrast to traditional settings which operate on the basis 
of authority, power and subtle iatrogenic coercion, the Open Setting 
emphasizes transparency and collaborative relationships as the basis 
for safety and individual responsibility. This allows the deeper parts of 
the troubled self to come forward rather than hide in the face of oth-
ers’ power. Yellowbrick has 14 years of outcome data demonstrating the 
value of this model (L. Viner, 2019). 

Yellowbrick’s services are offered to enable customization of level of 
care spanning residential to home health visits. Transitions best derive 
collaboratively within Family Rounds strategic planning meetings in-
volving emerging adult, parents, professional ptaff and the Medical Di-
rector. Patients are followed by the same care team throughout their 
treatment regardless of level of care.

Assessments
Comprehensive
Specialty Focus

The 
Residence

Core Competence 
Home Health

Center for Clinical 
Neuroscience

Life Strategies 
Program

Adolescent
Services 
After School 

IOP

TRAUMA
ADDICTIONS

COMPULSIVE BEHAVIORS
SOMA SELF

Special Services 
and Evening 

IOP

Minding the Brain

Assessments

Specialty Focus
Comprehensive

The Assessment Center: 3-day compre-
hensive or within the first several weeks 
following admission.

The Residence: 24-hour care living in a 
supported apartment building owned and 
staffed by Yellowbrick while attending a 
Partial Hospitalization level of care at The 
Consultation & Treatment Center. The 
Residence also functions as a Community 
Center for all patients within all programs.

Minding the Brain: a six-hour/day PHP 
group program organized to restore neuro-
regulation and associated command of 
behavioral impulsivity and symptoms. 
As described above this 8-12-week Partial 
Hospitalization program emphasizes 
Resetting the threat response and reward 
systems while beginning to establish 
new areas of emotional and instrumental 
competence.

Life Strategies Program (LSP): A six-hour 
PHP group program organized to address 
the specific developmental challenges of 
emerging adulthood. Embedded within 
LSP are the neuromodulation principles 
of mindfulness, mentalization, DBT/ACT/
CBT self-regulation skills, sensorimotor 
embodiment in tandem with direct neu-
romodulation technologies being offered 
within the Center for Clinical Neurosci-
ence. LSP can be accessed at either a Par-
tial Hospitalization or IOP level of care. 
Individual psychotherapy occurs 3x/week.

C

Special Services and Evening IOP:   
Separate 3 1/2 hour specialty IOP 
Programs for adolescents, trauma 
recovery, addictions, eating disorders 
along with conditions presenting a 
troubled relationship between the body 
and self-experience (Soma-Self IOP).
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Center for Clinical Neuroscience (CCN) 
provides collaborative and genomically 
informed psychopharmacology, deepTMS, 
neurofeedback, and DTCS. All patients in 
all programs receive CCN services. CCN 
technologies are also available as a stand-
alone intervention for patients not in other 
Yellowbrick programs.

Core Competence Home Health provides 
home visitation, cognitive enhancement, 
occupational therapy, executive function 
and life skills training, education & career 
counseling, nutritional counseling, activity 
and exercise prescription, wellness educa-
tion and is available for emerging adults 
receiving Partial Hosptalization or IOP se-
vices.

Adolescent Services focuses on emotional 
and behavioral regulation, identity forma-
tion and promoting individual and family 
resilience.

Yellowbrick hopes this description of our model and services can sup-
port trust and confidence in consideration of joining Yellowbrick in a 
partnership extending to the emerging adult, family, and the profes-
sional community. For those already working within Yellowbrick, it is 
our hope this description enhances your understanding and willingness 
to make full use of our model.
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Protecting the Third Party:
The Therapist-Administrator Split in an 
Intensive Treatment Program for Emerging Adults
David Baron, M.D.

In the intensive psychiatric treatment of those with a history of trauma, 
there is much opportunity for a multidisciplinary team of profession-
als to facilitate a patient’s transformative change.  Such change is best 
achieved through a collaborative process in which patient, therapist 
and other staff, and importantly, peers, all ideally are working together.  
These efforts best achieve favorable results when treatment itself is re-
spected and supported as its own living process. Like all living things, 
treatment can be nurtured and supported, or it can be undermined, 
poisoned, or destroyed.  

When treatment is framed as an entity unto itself, all participants have 
a relationship to the treatment as a ”third party” in an otherwise dyadic 
context.  Creating this “third” opens a space in the treatment for all, but 
especially the patient, to create a living dynamism as they struggle with 
their choices, and the meaning of those choices within the treatment.  The 
relationship to treatment comes to function as a transitional space as de-
fined by Winnicott, allowing for play, creativity and transformative change 
(Winnicott, 1953).

Given the many and complicated motivations not to engage freely 
and authentically in treatment, there is much opportunity to step into 
a minefield of power struggles, transference, countertransference, and 
enactment, all of which if not effectively navigated can blow up the 
treatment with all its promise. This article will attempt to describe and 
explain one approach to creating a context that can be part of a map 
through the minefield, namely the Therapist-Administrator Split.

In a literature search on this topic, it is both revealing and disappoint-
ing to discover that nearly everything written directly about this topic 
was published before 1970 (Beck et al, 1967; Harrison et al, 1969; Sigg, 
1968). One speculates that the declining use of psychoanalytic and psy-
chodynamic models in hospital, partial hospital and intensive outpa-
tient settings, and the corresponding scarcity of treatment settings as 
anything more than a waystation for crisis stabilization, largely explains 
this.  At least in the United States, there has been little opportunity 
in the last twenty years, outside of private care settings, to apply any 
useful theory about how to organize therapeutic and administrative re-
sponsibilities to the longer-term benefit of the patient.  Since the advent, 
and more recently the overwhelming market dominance, of managed 
care as the primary meaningful determinant of lengths of stay, the em-
phasis in treatment settings supported by insurance payments has been 
on short-term containment of “imminent danger to self or others.”  That 
goal in and of itself creates a real-life power differential between patient 
and anyone on the staff:  If part of the job of the staff is to decide when 
the patient does or does not require being locked up, tied down, physi-
cally constrained or restrained, or in a subtle but no less powerful man-

ner to make choices which ultimately are the responsibility of the pa-
tient no matter how ill, then there is a risk the patient—and sometimes 
the staff—will organize their relationship around transactions that are 
power-based rather than collaborative and therapeutic.

Several authors have addressed aspects of how therapeutic and ad-
ministrative responsibilities ought, or ought not, to be divided within 
intensive treatment programs. Kernberg wrote of the phenomenon in 
inpatient psychiatric settings wherein patients project superego func-
tions on to staff (Kernberg, 1980).   Gunderson (referring to the reali-
ty-based manifestation of these projections) cites the legitimate safety 
concerns that lead to administrative restrictions of borderline patients 
(Gunderson, 1984).

Kernberg also references the necessity for the psychotherapist to 
structure treatment of borderline patients in an outpatient setting: “At 
times the psychotherapist has to spell out certain conditions which the 
patient must meet in order for outpatient psychoanalytic psychotherapy 
to proceed.  The setting up of such conditions for treatment represents, 
of course, an abandonment of the position of neutrality on the part of 
the psychotherapist…” (Kernberg, 1975, p. 189). This acknowledges the 
obvious: when a psychotherapist is alone in an office with a patient, 
no actual therapist-administrator split can occur, notwithstanding the 
complexities of projected superego functions and reciprocal counter-
transference that can occur in any treatment context.

Importantly, and directly relevant to a strategy that deliberately sepa-
rates therapeutic and administrative functions, Kernberg acknowledges 
as inevitable for some patients a process by which therapist takes on 

“management” functions regarding the patient’s life:

, “…the psychotherapist acts as a consultant to the patient, 
diagnosing his control function (ego), the nature, causes and 
extent of its breakdown, diagnosing also the nature of the in-
ternal world (internalized object relations) and the environ-
ment and the nature of the transactions which would be nec-
essary to satisfy the patient’s internal needs within his given 
environment.  In short, the psychotherapist focuses on both 
the control function and the internal world of the patient" 
(Kernberg, 1977, p. 259). 

Kernberg goes on to solidify this strategy as an inherent part of insti-
tutional/hospital treatment:

“The hospital therapist carries out a particular boundary func-
tion between the hospital as a social system and the individual 
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patient as an open system.  Insofar as the hospital therapist 
makes decisions concerning the patient’s life, he really shifts 
from a consultant’s role to an auxiliary ego role, that is, he 
becomes the ‘management’ of the patient.  This implies the 
abandonment of neutrality in a technical sense, at the risk of 
losing the monitoring capacity to evaluate the patient’s ego 
resources for carrying out management functions himself” 
(Kernberg, 1977, p. 261). 

Kernberg goes on to say this change in the hospital therapist’s role 
is “necessary, particularly for patients with little motivation for change” 
(Kernberg, 1977, p. 262).

Stanton and Schwartz, in their survey of a large psychiatric hospital, 
noted that “…actual decisions about the patients’ living were concen-
trated in the hands of the administrator.”  Their “Time Chart” indicates 
that 52% of the administrator’s time was spent in psychotherapeutic 
hours, and about 33% in activities that could be construed as purely 
administrative, indicating in context a significant involvement in do-
ing psychotherapy.  All decisions involving the exercise of authority 
over any patient were made “with prior consultation with” other staff 
involved, but there is no indication of a different process with the ad-
ministrator’s caseload, specifically one that recused him from authority 
in such decisions (Stanton and Schwartz, 1954, p. 151). 

Notably, the description of the administrator’s role includes patients’ 
responses to the administrator’s decisions about the practical circum-
stances of their everyday life:  

“…the administrator dealt with any protests and objections of 
the patients, who might accuse him of all forms of arbitrariness, 
unreasonableness, and lack of understanding [emphasis added]; 
or they might try to ‘reason’ with him, or attack him verbally, 
or engage in any number of forms of activity to influence his 
decision” (Stanton and Schwartz, 1954, pp. 151-152).

Here again as in Kernberg’s description, the price of putting admin-
istrative decisions in the hands of the person who is also the patient’s 
therapist is an erosion of the third space described at the beginning 
of this paper.  Without the patient’s trust that she can be understood 
and not controlled by someone who neutrally listens and endeavors to 
interpret, the capacity for trust and necessary emotional risk-taking is 
undermined. When the therapist exerts real-world power over the pa-
tient, the third space of the treatment becomes a battleground instead 
of a therapeutic transition zone in which useful “play” can take place.  
Vulnerable people don’t truly feel playful in a war zone.

The necessity for having agreed-upon boundaries in a treatment setting, 
specifically one where most or all of those in treatment are survivors of 
trauma, has been more recently described.  Middleton and Higson, in 
their description of a purpose-built trauma and dissociation treatment 
unit, addressed these boundary issues, noting that  “…appropriate be-
havior in public by patients is expected, [and] personal responsibility and 
active participation in their therapy is expected of all patients…” (Middle-
ton and Higson, p. 341). In this setting, there is also significant emphasis 
on Dissociative Identity Disorder, including the phenomenon of patients 
disavowing responsibility for their own violations of others’ boundaries 

on the basis that “a different alter” committed the act.  The implication is 
that patients are held accountable for such behaviors, however the au-
thors don’t specify exactly how this is done.  Specifically, there is no de-
scription of who communicates, decides and carries out any consequenc-
es, e.g., restrictions or discharge, or even whether these would apply.

As with the multiplicity of relationships within a family, each person 
within a treatment center has a relationship not only to each of the 
other individuals, but also to the treatment itself.  In a related example 
using Family Systems Theory as the basis, an emerging adult has a re-
lationship with each of his parents, and a relationship to his parents’ 
marriage. By analogy, the patient and therapist each have a relationship 
to the treatment as a third orienting space or “entity.”

At the outset of treatment, at least ideally and by design within 
Yellowbrick’s model of Community Agreements, all patients are asked 
to agree to a set of written boundaries of viable treatment.  As contrast-
ed with the usual unilaterally imposed rules on inpatient units, a crucial 
basis of the treatment relationship is mutual agreement and commit-
ment to that which will support the treatment, and agreement not to 
engage in behaviors that will tend to undermine it.  A pivotal part of 
treatment in this environment is an examination of the patient’s rela-
tionship to that treatment and of their relationship to the making, and 
content, of agreements.  This examination best takes place within that 
treatment as it proceeds.  Specifically, Yellowbrick identifies an intensive 
individual therapy, whose content is also transparent to the rest of the 
staff, not only as the location for mutual curiosity about the patient’s 
internal process, but also for efforts to understand their behavior.

The professional with primary responsibility for individual therapy is 
designated the patient’s  “Advocate.”  The name is meant to represent 
the role of advocating for the treatment.  Here again, the treatment 
is treated as a process, or space, with its own needs for support and 
sustenance, without which it cannot proceed in a meaningful or useful 
manner.  While the Advocate conducts, in collaboration with the pa-
tient, intensive individual therapy, usually in the form of three 45-min-
ute sessions each week, she or he also is responsible for ensuring that 
all aspects of the treatment plan are being implemented.  This of course 
doesn’t mean guaranteeing that the patient participates 100% of the 
time—the patient often doesn’t do that—but communicating with all 
staff to ascertain that everything we intend to offer is being offered and 
that all reasonable efforts are being made to engage the patient in all 
aspects of a complicated, multi-layered, and multidisciplinary process. 

Advocates, in response to their patients’ problematic behaviors that 
trespass the community agreements, have the responsibility to bring 
an examination of those behaviors directly into sessions, whether or not 
the patient does so spontaneously.  This differs substantially from the 
therapist’s role in most outpatient, and many programmatic, settings.  
The priority of the Advocate bringing up patient behaviors is based first 
on the understanding that most of our patients are living with dissoci-
ated self-states, such that their conscious experience of the affect that 
drive their maladaptive behaviors is limited or completely lacking.  They 
will be unlikely to bring these behaviors into their therapy on their own, 
often simply because it’s not what is on their minds when they come 
into session.  Second, and for the same reasons, we understand these 
behaviors to contain important communications about those very af-
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fective states, and often about affective aspects of past trauma.  The Ad-
vocate is, ideally, a detective working in collaboration with the patient 
to uncover and decode cryptic information about these states, using 
behavioral communication as the initial evidence.

In the interest of protecting the individual therapy space from the pow-
er struggles inherent in treatment for this group of patients as much as 
possible, Advocates are NOT responsible for communicating or impos-
ing any consequences or boundaries of treatment with patients.  One 
notable exception to this would be in the case of a patient encroach-
ing on the therapist’s personal/professional boundaries, e.g., middle-
of-the-night texts or phone calls, sessions starting late or running late, 
missed sessions, etc.  Even in these instances if such a problematic in-
teraction persists despite the therapist’s reasonable efforts to set limits, 
the intervention would then become an administrative one.  The advo-
cate is thus relieved of responsibility for specific decision-making about 
these boundaries and limits, as they are defined by Yellowbrick policy 
and procedure, and implemented by administrative staff who are NOT 
the patient’s primary therapist.

Yellowbrick’s model was designed to create a context which removes 
unilaterally established restrictions externally imposed by staff on the 
patient to the greatest extent possible, while still creating, by mutual 
agreement between adult patient and adult staff, an environment that is 
conducive to creating a sense of safety and a supportive context for the 
disruption and difficulty that significant internal change inevitably en-
tails.  At the same time, in a real-world open/non-locked/non-hospital 
environment, patients are faced with the ordinary boundaries imposed 
by society and the demands of life, particularly those of emerging adult-
hood.  They are subject to the same laws, physical constraints, and peer 
pressures and responses as is anyone else in their developmental age 
range, notwithstanding that they most frequently are living in an open 
apartment building that is part of a therapeutic community, engaged in 
intensive treatment.  The only locks on our doors are the same as those 
on anyone’s home:  They are meant to keep intruders out, not to lock 
the patients in.

This model’s constituents of shared power, shared expertise, shared 
authority, validation of patient empowerment and free will to choose, 
also exist within a context of relational accountability and separateness.  
In addition to the young person having the choice both to engage in 
some behaviors and refrain from others in ways that support treatment, 
the professional (in a way unlike many loving but misguided parents) 
also has the free choice to introduce realistic, real-world relational con-
sequences.  These are distinguished from institutionally based, unilat-
erally imposed consequences, with the most dramatic and disruptive 
examples being involuntary hospitalization and physical restraints. 

The principle of alignment with the treatment as a third orienting 
space to which, at the outset of treatment, there is mutual agreement 
and commitment, is crucial to this model.  This commitment impacts 
internalized ethical integrity and personal coherence, power, trust and 
separateness.  For most traumatized young people, many of their symp-
tomatic behaviors reflect either an arrested development of, or depar-
ture from, internalized and developmentally appropriate values.  Such 
self-undermining behaviors undermine personal coherence, power, 
trust and healthy separateness.  The intention of the Yellowbrick Com-

munity Agreements is to provide, at least, an explicitly stated basis upon 
which the patient can develop, reconfigure, or re-establish these es-
sential aspects of self-definition.  At the same time, we understand that 
patients come to treatment, after on average more than three previous 
attempts at other facilities, and rather than magically changing their 
problematic behaviors by walking into our Consultation and Treatment 
Center or Residence, “are themselves.”  As such we expect that most of 
them will at some point trespass one or more of the Agreements.

The usual response to such trespasses is known as a Public Behavior 
presentation.  Since all behavior is understood as a form of communica-
tion, those behaviors that violate community standards (Agreements) 
at Yellowbrick are by definition public and not protected from peers or 
parents in the same way as private speech in individual sessions or pro-
cess groups.  A patient who violates an Agreement is asked, not required, 
to discuss the behavior in a community meeting.  Prior to the meeting 
and with the support of their Advocate, they are asked to prepare a 
behavior chain analysis worksheet, and then to discuss the behavior in 
a community meeting.  Meetings are held twice a week and include all 
patients, all professional staff, and representatives of Core Competence 
Staff (24/7 paraprofessionals working at the Residence, who provide 
common-sense adult support) and of the Business Office.  The latter is 
present because Business Office staff co-exist with patients in the same 
open spaces within the Consultation and Treatment Center, and often 
have experiences with patients that are relevant to individuals’ treat-
ment and to the functioning of the therapeutic community.  Refusal to 
engage in this process after a trespass of the Community Agreements 
is itself understood as a behavioral communication, which is examined 
by Advocate and patient.

The effort is to engage the patient and her peers in a collaborative 
examination of the problematic behavior that can afford the individual 
real-world, real relationship feedback, including importantly the affec-
tive experience of those impacted by the behavior.  Based on our under-
standing of enactment (Ginot, 2009; Schore, 2014), this shared affective 
experience contains important information that often is related to the 
patient’s trauma and dissociative adaptations to it.  

Occasionally, Public Behaviors persist, repeat, or otherwise become 
intractable to the point that collaborative examination by patient, 
therapist, peers and other staff either is not occurring consistently be-
cause the patient refuses to engage in this process, or is not having 
any impact on the overall course of treatment.  It is in these instances 
where administrative intervention is necessary.  As noted herein, vari-
ous treatment programs have taken different approaches about how to 
structure and carry out such administrative interventions, locating this 
responsibility sometimes with the primary therapist, sometimes with 
inpatient nursing leadership, and often with program, unit, or hospital 
administrators.  However for the most part, such responsibilities have 
not been separated by design from those of the individual therapist or 
medicating attending psychiatrist, with the result, for example, that a 
program administrator might be communicating to, and enforcing con-
straints on, the same patient whom he is seeing three or four times a 
week in intensive psychoanalytic psychotherapy.  Similarly, a therapist 
who is not an administrator might be charged with communicating to 
the patient that she is being discharged for administrative reasons, and 
contrary to the patient’s wishes.  Crucially and with great risk of harm-
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ing the treatment, in these circumstances the administrative function is 
alloyed with the professional’s clinical role.

At Yellowbrick, and a small number of other programs around the 
country, the question of how to organize such responsibilities remains 
both relevant and at times, highly impactful.  Because much of our work 
is with emerging adults, the developmental challenge of separation/in-
dividuation is front and center in nearly every patient’s treatment and 
is a routinely and explicitly named part of treatment plans.  At this de-
velopmental stage, when power is exerted in a real-world way over the 
patient, for example by locking them into a closed psychiatric unit, or 
using restraints, or otherwise physically constraining their movements 
and freedoms, especially freedom of choice, they usually choose one of 
several strategies to foil this:

1.	 Compliance:  Patients do what they are told, knowing that this is 
the quickest route toward getting out of the restrictive environ-
ment or circumstance.  While this reduces behavioral problems, in 
an acute care setting it usually does little or nothing to untangle 
the often-complicated causes of problematic behaviors.  In nearly 
all cases in recent years, the troublesome behaviors that led to 
imposed restrictions must by definition be dangerous to justify 
hospitalization for insurance purposes.  For all practical purposes 
this describes the vast majority of involuntary hospitalizations, 
where the most forceful and impactful imposed restrictions occur.

2.	 Defiance:  Patients turn their treatment into a fight against the 
“unfair, unjust, oppressive” authority figures, i.e., the treatment 

team.  The accusation, which often is made primarily behaviorally 
through acting out, is frequently indiscriminate and directed at 
any staff member as a representative of the hated authority.  The 
primary therapist is not only often included, but frequently is the 
primary target of this defiance.  

3.	 Deception:  Patients pretend to be compliant.  The distinction 
between Compliance and Deception is that in the latter case 
the patient is more deliberately biding her or his time, knowing 
that once released there will be freedom to return to the same 
problematic behaviors to which they were drawn in the first place.  
Additionally, and tragically, much of our healthcare and legal sys-
tem lives with the illusion that locked psychiatric inpatient units 
are a guarantee against suicide, which of course is the most self-
endangering of such behaviors.  Based on the many hundreds 
who successfully commit suicide annually in so-called “secure” 
settings, we can conclude that an individual who is determined to 
take his or her life often finds a way to deceive hospital systems 
and staff, with devastating consequences.

While every effort is made at Yellowbrick to create a context in which 
the patient’s misbehavior is treated as an opportunity for internal ex-
ploration and learning, without staff reacting in a disciplinary manner, 
the boundaries of useful treatment often are tested.  This means that 
in order to support the treatment of the individual—and of her or his 
peers—there is a responsibility on the part of staff to introduce realistic 
consequences on a regular basis.  Up to, but not including, a judgment 
that imminent threat to safety exists, patients are not referred to hospi-
tal emergency departments and 911 emergency services are not called. 
While this tolerance of acting out allows a treatment space in which 

patients and staff can be collaborators with mutual curiosity about the 
meaning of troublesome behavioral communications, it also can cre-
ate situations of significant discomfort, a frequent example of which is 
explicit and significant fear.  This is especially true for patients but also 
for staff, thus a phrase often repeated at Yellowbrick is, “we don’t protect 
patients or staff from their own feelings.”

Even in situations that don’t mandate administrative intervention, and 
not surprisingly as part of patients’ transference experiences, adminis-
tration often is accused of misusing and abusing its authority.  While 
we do what we can to avoid anyone on the staff becoming the actual 
source of forced authority, frequently staff—especially those in leader-
ship positions—are experienced by one or more patients as being exactly 
that.  This hearkens back to Kernberg’s observation that (hated) super-
ego functions are projected on to staff by those with what we prefer to 
call disorders of the self.

Additionally, under some circumstances, and notwithstanding all 
the above, authority must be exerted in the form of the introduction 
of boundaries in one of several broad categories, to create reasonable 
conditions that sustain viable treatment:

1.	 As a support to those struggling with suicidal experiences short 
of an assessed imminent risk, patients may be asked to travel 
outside the Residence accompanied by one of our Core Compe-
tence Staff (“CCS,”), for up to three days.  If these circumstances 
cannot be altered by the patient and staff together within three 
days, e.g., more time-urgent threats of suicide have not subsided 
or reassurances about this are not forthcoming from the patient, 
this is understood as a request for hospitalization.

2.	 All patients are asked to travel outside the Residence with a peer, 
during their first two weeks at Yellowbrick.  While many find it to 
be an imposed restriction, it is among the Yellowbrick Agreements 
and has its basis in the following:

a.	 About half our patients come to Evanston from other parts of 
the country, and occasionally from other countries.  Traveling 
with a peer assists them with orienting to the area.

b.	 It is a concrete way to invite those new to the program to 
begin to form peer relationships, which we understand to be 
a powerful transformative force within treatment.

c.	 For some, a history of substance or alcohol use, or of self-
endangering or past suicidal experiences means they are at a 
higher risk of these behaviors occurring when they are alone.  
Peers are not considered responsible for anyone’s behavior 
but their own, however it is understood that their presence 
itself offers the new peer a different context within which to 
make choices about engaging in such behaviors.

3.	 At some point in a pattern of repeated self-, treatment-, and 
peer-undermining behaviors, e.g., alcohol or drug use, or “cou-
pling” (initiating and maintaining a sexual, exclusive, or romantic 
relationship during treatment) we may introduce the consequence 
that if the behavior persists or repeats again it will make the 
patient eligible for suspension, or if later in the process, more per-
sistent, or more seriously disruptive, for discharge from treatment.  
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In conversations about this consequence we often use the analogy 
that if someone were missing days of work, or showing up intoxi-
cated to work, they would either quickly or eventually be fired.

4.	 Most obviously, we do make all reasonable effort to protect a 
patient whose statements or behavior make clear that remaining 
in our open treatment environment will likely imminently lead 
to life-threatening harm to the patient or others.  As in any other 
treatment environment, these decisions aren’t always based on 
certainty.  We recognize that the preponderance of the literature 
on psychiatrists or other mental health professionals’ ability to 
predict suicide or violence shows that in general a coin-toss will 
have better predictive power; nonetheless it is well within the 
standard of psychiatric care to make meaningful clinical decisions 
in this regard, and we do so.  Patients are referred to emergency 
departments, either traveling there accompanied by CCS if they 
are willing to collaborate with this, or when unavoidable, by 
EMT’s in an ambulance.  We make all reasonable efforts to avoid 
the potential trauma or re-traumatization of the latter.

Yellowbrick places a very high value on persistence in the form of “not 
giving up” on patients.  While we recognize the limitations of “correc-
tive emotional experience” as a sole form of intervention, it does have 
its place.  This is especially true for those whose troubles can in part be 
understood as having given up on themselves, often as a re-enactment 
of relationships with parents whom they feel have given up on them.  
Thus in the case of suspension, the duration is two weeks, the patient 
if living in the Residence must move out and find their own accom-
modations, and they cannot attend individual therapy or any group.  
However medication and psychiatric visits along with administrative 
consultation are still available during a period of suspension.  In the 
case of Administrative Discharge all services are terminated, but with 
almost no exceptions the patient can request re-admission after 30 days.  
Effectively, all enforced separations from Yellowbrick include an invita-
tion to return and resume the treatment process.

Examples of administrative consequences introduced by staff usually 
come up when an individual’s problematic behaviors are persisting to 
the point that her or his treatment, and sometimes that of others, is 
so disrupted as to become non-viable.  In such situations the admin-
istrative intervention that may lead to the above outcomes begins with 
the invocation of “Administrative Review.”  The patient is asked to meet 
with administrators (always two), neither of whom is the Advocate or 
medicating psychiatrist for that patient, to discuss how the repeated 
behavioral communications can best be understood, and what every-
one—not just the patient—can possibly do to change course in this 
regard.  Despite many patients feeling as if they’ve been called to the 
principal’s office, Administrative Review is always introduced as not 

“being in trouble,” but as a conversation that acknowledges there is a 
loud behavioral voice within the patient’s treatment and we would like 
to better understand it, with the goal of translating its message into 
words going forward.  Thus even as we follow through with needed ad-
ministrative interventions our efforts are still to provide an opportunity 
for interpretation and for patients to find a different way to relate to 
problematic behaviors, staff, and themselves.

Administrative Review is seen and talked about within Yellowbrick’s 
culture as a potential or actual crisis in the treatment.  The content of 

the conversation in Administrative Review, since it includes potential 
administrative decisions and communications, and often is paying at-
tention to behaviors that may be self-endangering, is not held private 
from parents.  This distinguishes Administrative Review, along with 
Public Behaviors some other aspects of treatment at Yellowbrick, from 
individual therapy and process groups, the content of which is protect-
ed from parents.  

Frequently, though not always, Administrative Review has the effect 
of helping a patient to re-orient toward self-examination instead of 
acting out as a means of approaching the treatment crisis.  While the 
administrators are also therapists in the program, and thus have the 
same interpretive tools available to them as the patient’s Advocate, the 
separation of the Administrative process from psychotherapy allows 
that the patient can bring their reactions to Administrative Review (or 
to the administrators conducting it) back to their Advocate for explora-
tion, without that conversation being potentially hampered as it could 
be if the therapist had been in the room.

In this way, with a cohort of emerging adults who are almost all sur-
vivors of trauma with all the impediments to trust, distorted relation-
ship to their own and others’ power, and common developmental chal-
lenges of separation/individuation, Yellowbrick often is able to sustain a 
platform upon which the difficult work of intensive and transformative 
treatment can take place.  By protecting the psychotherapy relationship 
from exercises of power that may be necessary to maintain the treat-
ment, we endeavor and often succeed to allow that “third party,” the 
treatment, to flourish as a productive, appropriately disruptive, and safe 
transitional space in the interest of the patient’s healing and growth.
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Achieving Effective Outcomes in Intensive Program  
(PHP/IOP) Treatment
David Daskovsky, Ph.D.

The greatest challenge, and the central source of therapeutic power 
within intensive program treatment, lies in the effort to create a com-
munity experience which includes both staff and patients. Community 
is the heartbeat of the therapeutic process because it offers so many 
naturalistic opportunities for human interaction. This is true all the 
more when the model of treatment is that of an open therapeutic com-
munity within which relationships are established on the basis of col-
laboration rather than on power, control or responsibility for patient 
choices being located within staff. Such a community provides multiple 
opportunities for patients to learn to face and resolve conflicts, to use 
words rather than actions to ask for what they need, and to begin to 
empathize with others. Community also allows for  young people who 
are struggling to meet kindred spirits, to feel less alienated and be less 
alone, to make friendships, to find support, and to substitute human 
relationships for substances, compulsive behaviors and symptoms.

What You Can Do to Help Make Treatment Work for You

Patients sometimes experience the community as “living in a bubble,” 
different from the real world in that peers and staff are more under-
standing and tolerant of people’s issues than they believe people in the 

“real world” are likely to be. Alternately, sometimes people experience 
the community as all too real, bringing up painful realities that they 
may have preferred to avoid facing or thinking about. The fact is that 
there is truth in both of these perceptions. An open therapeutic com-
munity can be a place where people have deep empathy, understanding 
and tolerance for others’ struggles and, at the same time, it involves a 
process that asks people to learn to talk about their conflicts with others, 
their own troubling inner world, and the problematic behaviors which 
communicate from disconnected parts of self. 

Clinical experience informs that it is inevitable that individual core dif-
ficulties that bring a person to treatment will emerge in the cauldron 
of community life. If a person has been lonely and has had difficulty 
feeling a part of things, these feelings of alienation are likely to emerge 
at some point, in some fashion. If a person has had issues comparing 
themselves to others or with competitive feelings, these are bound to 
come up. If anger has been a problem, or if the way a person has ex-
pressed it has pushed people away, it is almost certain that this problem 
will be expressed in that person’s relationships within the community, 
and so forth. In fact it is common that the peer with which one has the 
most upset, or even hateful feelings, is the one who often has the most 
to teach you!   Core repeating patterns in our relationships, which ex-
press important, and usually unacknowledged aspects of ourselves out-
side of our conscious experience, often hold the troubled but encrypted 
feelings which have been the engine of our emotional and functional 
difficulties. 

Sometimes when these patterns emerge in treatment, often with self-
damaging or risky consequences, the patient (and his/her family) feel 
worried and discouraged. “This is a therapeutic community! Why am I 
still feeling this way? Why is this still happening?”  The answer is, though 
it may not feel consoling in the moment, that all of us, as humans, have 
a remarkably tenacious tendency to repeat our own long practiced pat-
terns of relating to others, to ourselves, to our own feelings, even if these 
patterns have led to disappointment, danger or destructiveness. We all 
bring ourselves and our core patterns with us wherever we go. They will 
not change by the magic of being in the presence of supportive others. 
The advantage in treatment within an open therapeutic community is 
that these patterns become part of the process of a “living laboratory in 
real-time treatment” where there is opportunity to be curious, explore, 
challenge and otherwise work with them in vivo, in real life, in real time. 

The open therapeutic community and treatment program is designed 
to take advantage of the reemergence of these core troubles: as oppor-
tunities to witness them as they are occurring in our midst; to under-
stand them more deeply; to see how they may have been a person’s 
adaptation to difficult circumstances; to help the person judge for them-
selves if these ways of being are getting them where they want to go; to 
help the person see and to learn alternative ways of coping or relating. 

A note about feelings: While therapeutic work frequently focuses on 
helping patients to recognize and to articulate their feelings, our goal 
is to assist the individual in bringing emotions back into their rightful 
place as a part of the understanding of the self, alongside the person’s 
values, needs, wishes and thoughts. We recognize the importance of 
emotions, but we don’t value them as truth any more or less than we do 
the person’s ideas or their value system. Knowing one’s own feelings 
is an essential part of decision making, but feelings alone can also lead 
us astray.  We know, for instance, that the person with anorexia feels fat 
while actually starving to death. The open community model is de-
signed to help individuals learn to exercise their judgment, to identify 
their core values, as well as to be in touch with their feelings.

How You Can Take Best Advantage of Treatment Opportunity

1.	 Show up. It has been said that 90% of success is about showing 
up. If you can learn to get up and get in to the program even on 
those days when you don’t feel like it or when your thoughts are 
telling you to stay in bed, you will have won more than half the 
battle.

2.	 Be willing. Don’t expect to want to do treatment. Willingness mat-
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ters more. Try something that stretches your limits. Try something 
that someone else suggests.  Accept an invitation. Ask for and 
take someone’s help.

3.	 Be honest. About your thoughts, your feelings, your behavior. Ly-
ing separates you from the community and from yourself.

4.	 Practice behaviors and ways of coping that are different than the 
one’s that got you here. Einstein said: “You can’t solve the prob-
lem with the same thinking that created it!” Try something new 
or something that is opposite to your usual way of being, like to 
come closer to people when you feeling like running away or to 
treat yourself with kindness when you feel self-destructive.

5.	 Connect. Allow yourself to get to know others and let them get to 
know you.

6.	 Test this proposition: If I allow myself to show my vulnerabilities I 
will feel safer and stronger than I do when I hide them. 

7.	 Avoid avoiding. Treatment works best as a community and for the 
benefit of each individual when difficulties between and within 
people are confronted directly. 

8.	 Don’t be willing to keep secrets, your own or anyone else’s. 

9.	 Struggle with intention to have respect for the basis of staff rec-
ommendations, especially at the time you feel you “know better” 
or feel something else “is right”.

Working to Earn Secure Attachment

Many people who come to intensive program treatment have sig-
nificant difficulties in their relationships with others. Sometimes these 
problems cause patients to isolate and avoid connecting, or to engage 
in destructive relationships, or to believe that their self-worth depends 
on a connection with a romantic partner. Frequently patients report 
that they have a hard time trusting others; that is difficult to depend 
on others or to allow others to depend on them; that they worry about 
not being accepted; that they worry about being or ending up alone. A 
growing body of research points strongly to the fact that these kinds of 
difficulties have profound effects upon life satisfaction, self-esteem, the 
ability to feel comfortable with intimacy and with independence: all 
core concerns for emerging adults. The literature also clearly indicates 
something that is extremely hopeful: it is quite possible to develop se-
cure attachment as an adult and an open therapeutic environment is 
well suited to facilitate this process.

Here are some examples of ways that you can help yourself to work on 
this dimension of your life:

	n Work on your relationships by 

•	 Practice turning to others for comfort.

•	 Improve your ability to set boundaries and limits

•	 Have less tolerance for being mistreated by others.

	n Work on your emotions by 

•	 Practice recognizing and tolerating your own feelings.

•	 Practice expressing what you feel.

•	 Learn to access your  “wise mind” which integrates feelings and 

your good judgment.

	n Work on yourself by 

•	 Move toward taking charge of your own life by being more ac-

tive and less passive.

•	 Practice compassion toward yourself.

•	 Practice tolerance toward your own vulnerabilities and  

limitations.

•	 Actively grieve past losses and traumas.

	n  Work to develop “metacognitive” abilities by 

•	 Be curious about yourself and others.

•	 Cultivate “beginner’s mind” which isn’t too judgmental, open to 

possibility, which considers options.

•	 Develop a coherent narrative, your own life story, which helps 

you to make sense of who you are and how you came to be you.

How to Make the Most of Groups

Group treatments are most useful when you allow yourself to be ac-
tively engaged in them. This might involve bringing your own personal 
issues forward. It might involve asking questions if you don’t under-
stand something that is happening or being said. It might involve offer-
ing some support or other feedback to a peer. 

Sometimes people say that they hesitate to offer feedback because 
they don’t have a ready solution to a problem that a peer is discussing. 
They feel, “If I don’t know the answer, then I have nothing useful to 
say.” It seems usually to be true that what is most helpful to a peer is 
knowing that he/she isn’t alone with his/her struggle and feedback that 
conveys “I’m here, I’m listening, I get it,” may be the most useful and 
supportive thing a person can offer. 

Constructive confrontation: We may believe that the only way to be 
supportive of another person is to agree with them or to say some-
thing sympathetic. We may have been raised or have come to live by the 
credo “If you can’t say something nice, say nothing at all.” Our experi-
ence, both in treatment and in our own lives, tells us that often the most 
useful feedback is constructive confrontation, e.g., “When you do that 
it really worries me,” or “When you treat me this way, it really hurts me 
and makes me mad.” A friend tells a friend the truth about the effect of 
his behavior. 

Complaining when things aren’t going well: When we have grown 
up in circumstances where our words, our feelings, our requests were 
ignored or seemed to make things worse, we may have learned to give 
up our voice, to think that asking for or complaining about something 
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is useless or worse. Groups provide an opportunity to challenge that as-
sumption and to practice using your voice to say what you need or want 
or to complain about what doesn’t seem fair or right. 

Is it still worth talking if nothing changes?: In short, yes it is. Because 
speaking out helps us to know ourselves and our own values and opin-
ions, even if the other person doesn’t “get it,” or change as a result. Be-
cause speaking out helps keep us from harboring hidden resentments 
or fears and keeps these from corroding us from the inside. Because 
even if others don’t change, when we find and use our own voice we 
change ourselves.

What is valuable about groups?

	n The main value of group therapy isn’t about the advice you get 
from your peers or the group leader, though sometimes you do get 
good advice. 

	n  Groups offer an opportunity to observe your own process, i.e., the 
emergence of your core patterns and to be able to discuss them. 
This involves noticing the role you typically play in a group and 
your reaction to the roles others play.

	n Put another way, groups provide repeated opportunities to notice 
your typical way of handling interpersonal situations and also pro-
vide many chances to try handling them differently, e.g., to speak 
out when you are hurt instead of hiding out, to confront a peer 
instead of seething inwardly.

	n They provide the opportunity to work on learning to establish or to 
reestablish trust with others.

	n They provide opportunities to learn how to address conflicts and 
differences with others.

	n They provide opportunities to learn how to recognize and speak 
up in regard to your own needs and to learn how to balance these 
in relationship to others’ needs.

	n Groups provide opportunities to learn to express the full range of 
one’s emotions, to be sad or angry or frustrated or joyful.

	n Many people come to program treatment with an intensely 
ashamed sense of themselves as bad, defective, damaged. We 
know that shame grows when it remains hidden and secret and 
that the antidote for the shame within us is bringing it into the 
light of day. Groups provide opportunities to speak about the 
shameful parts of one’s self.

How You Will Know if You Are Progressing in Treatment

We all hope that treatment will help every patient both to function 
and to feel better. We know, though, that even in the most successful, 
best conducted treatment, progress is not linear but may happen in fits 
and starts, or involve periods of progress and regression, or may cause 
some people to feel worse before they feel better. These phenomena 
may make it difficult for a person, and for their family, to judge whether 
genuine progress is occurring. Here are some indications that a person 
is making progress:

	n You know yourself better, even if the knowledge is painful.

	n If you have been numb or cut off from your feelings, you are begin-
ning to be able to feel a greater range and depth of feeling.

	n If you have been overwhelmed by your feelings, then you may 
begin to feel a bit less overwhelmed by them.

	n If you are attempting things which make you anxious but don’t 
overwhelm you.

	n If you have tended to withdraw, then you may be a little more will-
ing to come out of your room, or to let others know when you are 
having a hard time.

	n If you are becoming more likely to use words to express feelings 
or needs, rather than retreating into silence or using actions to 
express yourself.

	n You begin to feel connected to peers and/or staff and that others 
know you and you know them.

	n You notice that your relationships with important others, including 
your family, are changing- this may be that they feel more genuine 
or real and that things are beginning to feel more resolved or it 
may be that, for the moment, the relationships are more tense or 
conflictual.

It may be apparent from the above signs of progress, why it is that 
sometimes a person engaged in deep treatment may feel worse be-
fore things improve. Approaching those things that have been avoided, 
while an essential part of recovery, almost inevitably is uncomfortable 
or frightening or painful in some way. If a person has tended to avoid 
conflicts then beginning to address these is likely to raise anxiety and 
discomfort. If a person has used drugs or alcohol to manage their own 
emotions then being sober may leave a person with intense feelings 
that they may not yet know how to handle well. If a person has had a 
history or trauma and denied or minimized its impact then beginning 
to face what happened and the toll it has taken will, of course, be a 
painful process.

How Parents Can Help the Process

	n Attend and participate in Parents Weekends and activities.

	n Parents are encouraged to reach out and seek support from as-
signed family staff resources. You are encouraged to determine your 
needs for communication and other forms of support for yourself.

	n Become familiar with the concept of connected autonomy. This 
may require tolerating discomfort associated with limited com-
munication or periods of symptomatic behavior as a means of 
self-expression as issues get approached in treatment. It is often 
the case that a period of separateness is necessary in order to rees-
tablish connectedness to self from which emerging adults can then 
re-approach family relationships differently from prior maladap-
tive patterns.

	n Looking at family history/relationships is not about looking for 
someone to blame. It is about helping the emerging adult , and the 
family as a whole, gain a better understanding of how your emerg-
ing adult has taken inside the experiences of their history, how he/
she has integrated his/her early experiences into their self-concept 
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and view of the world, and  the narrative which the emerging 
adult has created that has shaped their relationship to themselves, 
others and reality. The unique configuration of this is known as 
the individual’s core enactment. A developmental, interpersonal 
neurobiological approach to psychotherapy focuses on identifying 
and working within the real-time reliving of the core enactment so 
as to free the emerging adult’s relationship to their needs and feel-
ings and their ability to bring that forward effectively within their 
relationships and community.

	n Request Family Rounds as a strategic planning session within which 
the emerging adult speaks with family regarding the experience 
of treatment. This is in addition to Family Therapy sessions. Areas 
of progress and struggle are noted. Issues which relate to pat-
terns within the family are identified and addressed as needed. If 
indicated, a plan for family therapy is identified. Treatment planning, 
including decisions about transitions and length of stay are explored. 
Parents are encouraged to bring questions that may not have been 
raised previously in therapy, including questions about finances or 
other issues previously screened from their emerging adult. 

	n Family Therapy sessions have the goal of helping the family to 
observe interactions and mutual influences in the present, improve 
communication of each member’s experiences, feelings and needs 
and negotiate areas that require problem solving. While appreciat-
ing and honoring the understanding of the how the shadow of 
the past falls on current shared experiences, the emphasis is on 
improving communication and negotiated problem-solving in the 
present.

	n Everyone in the family may feel challenged or even threatened by 
change. It is helpful to anticipate family system changes as well 
as changes in the emerging adult and the other individuals in the 
family. Your emerging adult may be creating problems for the fam-
ily, but it is not helpful to view them as the problem from a family 
perspective. Symptomatic behavior in an emerging adult often has 
meaning about issues within the family or about that individual’s 
relationship to the family as part of the process of separating 
towards connected autonomy. When any one member of a family 
changes, this inevitably leads to changes in the family dynamic, 
often ones that are disruptive at first. 

	n Parents often focus early in the treatment on the priority of behav-
ioral changes in executive function and plans for continued educa-
tion or career plans. Most of the emerging adults who come to 
intensive treatment programs have had their capacity to maintain 
routine role performance crushed under the influence of disabling 
emotional struggles and psychiatric illness. This can require an 
extended period of time for work on symptomatic relief and the 
untangling of emotional issues within the core enactment, before 
the emerging adult is able to sustain meaningful efforts in those 
areas of life critical for adult responsibility and functioning.

	n Treatment can be frustrating, discouraging and at times even infu-
riating for parents. It may raise issues of trust with your emerging 
adult and professional staff. You are encouraged to express these 
painful moments in treatment and know that they often occur at 
moments of potential transformation and profound opportunity 
for change.

Relationships, and a growing awareness of what happens within them, 
are the foundation and engine of open community treatment. Inten-
sive program treatment will have the best outcome when relationships 
involving all stakeholders are established within a community context 
where openness and trust grow and where all share responsibility and 
accountability for their own experience and actions, especially as these 
affect others. Simple, but often difficult actions, like getting up in the 
morning or engaging rather than avoiding, promote progress in treat-
ment but are often stymied by complex emotional, developmental and 
family system roadblocks. The identification of these core repeating and 
self-defeating patterns is an essential part of the treatment process, as 
is the effort to understand the associated feelings, beliefs, and motiva-
tions for these patterns. Using one’s growing understanding to begin 
to attempt and to practice new behaviors leads to change, though we 
know that change, by definition, is disruptive which is often fearful and 
painful. Willingness, honesty, engagement and vulnerability are the 
four horsemen carrying hope.
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Humans : An Experience-Dependent Species
Stefanie Molicki, MA

Humans are the most experience-
dependent species that has ever existed 
on the planet.

Our brain depends on its experiences 
to build itself.  

Our genes lay a blueprint, but they 
actually only contain a microscopic 
amount of information compared with 
the trillions of connections and bits of 
information that end up actually build-
ing and shaping the human brain.

Let me give you an example:

Close your left eye and hold your left 
index finger a few inches from your 
nose.  Take your right index finger and 
hold it directly behind your left finger, 
a couple inches away.  Make sure you 
center the fingers so you can only see 
your left one.  Now switch having only one eye open at a time.  You 
should see your fingers in different positions.

What’s happening is each eye is seeing a completely different view of 
the world.  Your brain fuses the images together - this is called ‘stereo-
scopic vision’.   It’s what allows us to see depth perception, to see in 3D.

The thing is, as babies, we are not born with stereoscopic vision. Like 
many features of our brain, it is ‘experience-dependent’. 

This may sound like an inconvenience.. Wouldn’t it be easier if we 
were just born being able to see in 3D?

Possibly, but the fact that our brain waits to see what’s in store for 
us first, before it figures all that out, is a major reason why we are as 
adaptive and flexible as we are. The fact that we are so experience-de-
pendent means that our brains will customize us for our very specific 
circumstances.

But there is also a less helpful side to having such an experience-de-
pendent brain.

Part of this has to do with the frontal areas of our brain, especially 
something called the prefrontal cortex.  This area is related to some-
thing called executive functioning.  Many of you have likely heard of 
executive functioning - these are the skills related to controlling our 
impulses, thinking of future consequences and weighing of pros and 
cons among other things.

The prefrontal areas also help us with 
self-regulating, with managing our 
stress levels and how our emotions af-
fect us.  Without those prefrontal fea-
tures, we become ‘dysregulated’, we be-
come volatile in the storm of sensations 
and stimuli that bombard our senses at 
every moment. Examples of dysregula-
tion include throwing a tantrum, over-
reacting to the smallest thing, or col-
lapsing in the face of a challenge. 

As babies, we are not born with those 
self-regulating or executive functioning 
skills.  We are only born with the poten-
tial to develop them.  

In fact, some scientists would say that 
when we are born, we are ‘subcortical’ 
meaning that we don't have particu-
larly high speed access to the features 

of the cortex - and especially those prefrontal areas.      

Instead, our brain basically ‘triages’ what circuitry it should focus on 
first.  Sure, it would be great to have impulse control but if we can't even 
stand upright or move our hand to our mouth, those skills need to be 
taken care of first.

So the brain devotes its resources in waves, over time.  And it focuses 
first on the cortical areas towards the back of the brain -  the areas that 
take care of movement and coordination, for example. The frontal areas, 
especially that prefrontal cortex, are the last to fully come online.  

This means that when we are little, we do not have access to brain 
features that can help us self-regulate. 

To deal with this, our brain does a very clever thing: it basically ‘out-
sources’ its executive functioning and emotion regulation to our care-
givers.   Our caregivers act as a stand-in for our prefrontal cortex.

That means we need the people around us to be ‘prefrontal cortex  
models’.  I call them PFC models.   We need them to be able to regulate 
their own emotions and stress and control their impulses, in order to 
help us build those features in our brain.  

Our earliest years are when this is most important, but our experi-
ences shape these brain features for many years.  In fact, brain mapping 
indicates that the prefrontal areas are only fully developed in our mid 
twenties.  
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So, as humans, we actually need  ‘pfc models’ around us for a huge 
portion of our life in order to develop our self-regulating abilities.

This also means that our past is playing a major role in how we react 
to life now.  

If we did not have consistent ‘pfc models’ in our life - people who 
knew how to deal with their own emotions and control their impulses 

- there’s a good chance we may have some challenges in doing that for 
ourselves.

So does this mean we are all doomed?

Well, here is the beautiful part of having an ‘experience-dependent’ 
brain: the experiences we give it now, can still have an impact.   

We can give our brain new experiences that activate more of our brain, 
and especially those prefrontal areas. The more we do, the stronger 
those areas become.  Our brain can change.   

We can do this in a bottom-up way and a top-down way.  

A bottom up way is to have new experiences that challenge us.  Things 
like speaking in public, having conversations with people we don’t 
agree with, experiencing new cultures, and learning things we’ve never 
learned before.  If we feel nervous about those things, that’s actually 
great news for your brain because feeling nervous about a challenge 
and then taking action requires you to regulate your own emotional 
distress.   

We can also activate new circuitry in those prefrontal areas in a top-
down way by having a new awareness about ourselves.  When we notice 
our own reactions, and pay attention to sensations in our body when 
we are getting upset, we are activating our pfc.  When we take time to 
slow down instead of reacting immediately to something someone has 
said, we are working out our executive functioning skills.  When we 
control an urge to turn to screens or social media when we are bored or 
stressed and instead go for a walk or take some long exhalations - we 
are strengthening the self-regulation networks in our brain.  

Having an experience-dependent brain means that although our 
past plays a big role in how we see things now, it ALSO means we can 
choose new experiences that build new circuits. We don’t have to keep 
repeating our past over and over again.  

But we need to make this a priority.

Because as a species, we are at a crossroads.

There are so many young people in this world who are surrounded by 
parents, caregivers, teachers and leaders who themselves are dysregu-
lated and who did not have their own pfc models.   This means that a 
massive portion of the planet is completely dysregulated.  When we don’t 
know how to self-regulate, because no one is around to show us, we 
turn to devices or substances to do this, or we repeat our past behaviors 
over and over again because we are stuck feeling overwhelmed by the 
world, our relationships and our own emotions.  We also dysregulate the 
people around us and especially the next generation because their brains 
depend on our prefrontal abilities in order to help them self-regulate.

It’s clear that our brain depends on our experiences.  So what can you 
do with this?

This first thing is to  acknowledge that your past plays a role in how 
you react to things now.  You are human, so there’s no way around this.

Second, because you - along with all humans - have an experience-
dependent brain, you can choose new behaviors now that not only cre-
ate new circuits for your brain to work with, but that serve as a model 
for other human brains to develop their circuitry.

And finally, because you have an experience-dependent brain, your 
very personalized, customized, unique experiences have built neural 
networks in you that have never existed before and will never exist in 
anyone else ever again.  No brain will ever be like yours. It’s up to you 
to share your unique neural circuitry with others.  

It’s your choice of which brain model you will be: one that is stuck be-
cause of its past experiences, or one that is a model to help others have 
new experiences that build and shape their unique and powerful brain.

Watch this TEDx talk:  https://youtu.be/Ix8o9EiDD3E
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"... Our son is doing so well. His precious life has totally 
transformed this year since his treatment at Yellowbrick. He 
moved to be closer to family and our relationships have healed 
in so many meaningful ways. We are all working in family 
therapy while our son continues in individual counseling 
as well. We are so much closer as a family now. He has been 
working for a year now... has a fabulous job working for a solid 
company and was recently promoted. Management really 
respects him and his work ethic.  We are all thrilled for him! 
He has faced his social awkwardness and is working through 
this. He has an amazing sense of humor that surprises us all. 
He is so funny.... who knew?!"

Parents of Emerging Adult

Outcome Report
Healing the Brain, Transforming Lives

Laura Viner, Ph.D. and Jesse Viner, M.D.

“I am back to pursuing a degree as I originally planned 
and leaving the option open to explore additional studies 
in grad school down the road when I have a greater degree 
of stability to manage the demands of more intensive 
academic work. I am now (relatively) comfortable with 
accepting that the future holds many possibilities, not just 
one that needs to be worked out now. I am very grateful for 
your honesty and support. It has given me the ability to see 
that in avoiding ambiguity I would only be continuing a 
past pattern of refusing to tolerate discomfort, which keeps 
me stuck and prevents me from moving towards the things 
I really want in my life.”

Emerging Adult
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Yellowbrick’s Model
Yellowbrick’s neurobiological model integrates leading edge find-

ings from neuroscience, developmental psychology, evidence-based 
psychotherapies, and wellness medicine to treat complex, and often 
treatment-resistant problems in emerging adults. Findings from devel-
opmental neuroscience indicate that emerging adult brains are more 
neuroplastic and capable of enduring change than at any other time in 
adulthood. Research further indicates that the old adage, “experience is 
the best teacher” is true. The optimal conditions for brain healing and 
new learning require active engagement of those brain systems that are 
disconnected, underdeveloped and deregulated in order to achieve true 
lasting change.  That is why at Yellowbrick we have a dual synergistic 
model: Heal the brain, by improving its neuroplasticity, interconnec-
tions and self-regulation, while we Transform lives through building 
cognitive, emotional, relational and life skills in the real world, in real 
time. It is only through mastering the everyday responsibilities of go-
ing to work or class, balancing a budget, managing healthy meals and 
a clean living space, developing realistic and fulfilling goals and plans, 
and in the ups and downs of relationships, that authentic competence 
and resilient self-worth is built. The synergism of neuro- modulation 
therapies with real-life mastery experience, and in-depth psychother-
apies, within a supportive and accountable peer community, is what 
heals the brain and transforms lives.

Importance of Outcome Research 
There are a range of therapeutic approaches available for complex, 

treatment-resistant and, often, life-derailing and life-threatening prob-
lems in emerging adults. How do you know what really works and what 
doesn’t? It is quite challenging and expensive to evaluate real, observ-
able improvement in such complex situations. Yet, without analyzing 
treatment outcomes, using well-established methods and procedures, 
one cannot assess the true efficacy of different interventions. This is why 
at Yellowbrick we allocate time and resources to evaluate the objective 
effectiveness of our treatment model and methods. As you will see, 
we use measures of treatment outcome that are scientifically valid and 
reflect the same dual approach to healing the brain and transforming 
lives.

Healing the Brain
Improved Brain Function
Consistent with Yellowbrick’s neurobiological model, everyone who 

participates in an assessment or treatment receives a quantitative elec-
troencephalogram or qEEG. The qEEG is a neuroimaging technique 
that records the electrophysiological activity in the brain in real time. 
This enables us to examine the underlying brain functions that corre-
spond to the neuropsychiatric and neurobehavioral presentation with 
greater neural specificity and clearer treatment implications. For exam-
ple, two individuals diagnosed with depression and anxiety may show 
different patterns of functional brain deregulation. The emerging adults 
who come to Yellowbrick usually have serious neurophysiological ab-
normalities and the results from the qEEG enable us to individualize 
and optimize the components of their treatment, which leads to better 
outcomes.

Our outcome research shows that treatment at Yellowbrick leads to 
improved brain self-regulation, flexibility and adaptability, and inter-
connectedness across brain regions. Specifically, statistical analyses of 
qEEG data shows that the overall percentage of severe brain deregu-
lation (i.e., greater than 2 or more standard deviations from normal) 
decreased significantly over the course of treatment. In addition, the 
emerging adults’ brains showed significantly greater connectivity across 
brain systems at discharge, as compared to the initial assessment. Also 
importantly, the right hemisphere of their brains showed significant 
improvement at the completion of treatment; whereas their left hemi-
spheres did not. The right brain is widely established as the more “emo-
tional” and “creative” brain; whereas the left hemisphere is considered 
the “thinking” and “rational” brain. These are generalities, of course, but 
the Yellowbrick results show that our treatment model is effectively tar-
geting the more emotional processing and regulating functions of the 
emerging adult brain, while building connectivity and self-regulation 
across the whole brain.
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Anterior Cingulate Limbic Lobe at Assessment

Anterior Cingulate Limbic Lobe at Discharge

Frontal Lobe at Assessment

Frontal Lobe at Discharge

Our research also demonstrated that 
emerging adults treated at Yellowbrick im-
prove significantly in the degree of regula-
tion and connectivity in two key areas of the 
brain, the prefrontal cortex and the cingulate 
cortex. These two areas are critically impor-
tant for many aspects of cognitive, emotion-
al and social functioning. These functions 
include: cognitive control of thought and 
action, behavioral execution based on inter-
nal goals and plans, reasoning and decision 
making, autobiographical and working 
memory, and executive functioning (pre-
frontal cortex) as well as emotion processing 
and regulation, risk-reward decision-mak-
ing, personality patterns, and fear and threat 
response systems (cingulate cortex).

The statistical analyses comparing changes 
from assessment to discharge show signifi-
cant improvement in the percentage of de-
regulated absolute power (actual electrical 
charge in units of Hz) in both the prefrontal 
cortex, especially the right prefrontal cortex, 
and the cingulate cortex.

The following illustrations are of a sample 
patient’s Frontal Lobe at the Assessment 
then again at Discharge, and the Anterior 
Cingulate Cortex at the Assessment then at 
Discharge. The red areas indicate severe de-
regulation; the gray areas are normal.
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The Absolute Power illustrations reflect how dramatic these 
brain changes can be. They show before and after treatment 
qEEG studies for one of the emerging adults at Yellowbrick who 
presented with severe suicidal depression, anxiety and self-harm. 
The top illustration shows the qEEG before- (left panel) and after- 
(right panel) treatment findings for what is termed, “high beta 
hyper-coherence”. This degree of high beta brain activity before 
treatment is most often associated with overwhelming anxiety, 
panic attacks, stress and worry. In this individual’s case, the high 
beta activity was also hyper-coherent, which means the high-beta 
waves are interdependent across many different brain areas in an 
undifferentiated and inflexible pattern. This brain is “on fire” with 
anxiety and stress in a manner that prevents the emerging adult 
from responding effectively or adaptively. After treatment, however, 
this emerging adult’s brain appeared totally normal and showed no 
excess of high beta or hyper-coherence whatsoever (right panel).

The second illustration shows hyper-coherence, but of theta 
activity, in the same emerging adult’s brain (see left panel of bottom 
illustration). Theta brain waves are very slow waves reflecting a 
foggy or twilight state just before sleep. This emerging adult’s brain 
before treatment was simultaneously hyper-anxious and almost 
asleep at the same time. These opposing mechanisms in the brain 
can reflect the brain’s attempts to counterbalance or compensate 
for widespread and severe deregulation across numerous circuits 
and regions. In this neurophysiological state it would be extremely 
difficult to pay attention, learn, remember, set goals, solve problems, 
make decisions or relate to others effectively. By the end of treatment 
(see right panel of bottom illustration), this emerging adult’s brain 
was normalized and he was able to complete cognitive, behavioral 
and interpersonal tasks quite effectively.

Such profound changes in the brain’s overall adaptive regulation 
and interconnection is associated with changes in most, if not all, 
areas of neuropsychiatric and neurobehavioral functioning.

Assessment Discharge

(4.0-8.0 Hz)
High Theta

ABSOLUTE POWER

Assessment Discharge

(25.0-30.0 Hz)
High Beta
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Transcranial Magnetic Stimulation  
(TMS)

Transcranial magnetic stimulation (“TMS”) is a non-medication 
non-invasive easily tolerated neuromodular therapy that is FDA 
approved for the treatment of Major Depressive Disorder and 
Obsessive Compulsive Disorder. TMS treatment of depression 
consists of the rapid induction of a small electromagnetic pulse in 
the dorsolateral prefrontal cortex. Stimulation of this area produces 
an electromagnetic flux that reregulates healthy brain function both 
in the limbic system, the “emotional brain”, and the frontal lobes, 
the “thinking brain”. Large-scale international research studies 
show that TMS alleviates the symptoms of depression, with 
almost no adverse effects. Emerging adults at Yellowbrick with 
severe treatment-resistant depression can choose to receive TMS in 
addition to the other treatment modalities available. 

The findings for emerging adults who received TMS at Yellowbrick 
are very encouraging, despite the fact that our population is much 
more severe than are research subjects and most other clinical 
populations. On the Beck Depression Inventory (BDI), Montgomery-
Asberg Depression Rating Scale (MADRS), Patient Health 
Questionnaire-9 (PHQ-9), and Beck Anxiety Inventory (BAI), TMS 

produced significantly decreased depression. Some of these findings 
are illustrated in the following graphs. Importantly, 58% of the 
patients reported a complete remission of depressive symptoms.

In keeping with our mission to advance neuroscience-based 
treatments, we have examined some of the mediating factors that 
may promote or prohibit optimal responses to TMS and other forms 
of treatment at Yellowbrick. In a paper presented at the International 
Neuropsychiatric Association, we found that emerging adults who 
had a deregulated cingulate cortex at admission, that is, greater 
than 2 standard deviations (SD) from normal, did not benefit from 
TMS relative to those who had more normally regulated anterior 
cingulate cortices. The cingulate cortex is central to the cognitive-
emotional processing that is disrupted in depression. These 
results are illustrated below and have important implications for 
individualized treatment protocols, which incorporate patterns 
of brain regulation and deregulation to match optimal treatment 
modalities for each emerging adult.
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Genomic Analysis 

Another area in which Yellowbrick is on the leading edge of neu-
robiological treatments is in customizing results from genomic 
analysis to individualize and optimize medication regimens. 
Pharmaco-genomic testing at Yellowbrick, using a saliva sample 
collected during each assessment, provides two critical types of 
clinical results: the genetics that influence three neurotransmitters 
that affect receptor and enzyme function in the brain for serotonin, 
norepinephrine and dopamine (i.e., pharmacodynamics) and the 
genetics of the biochemical pathways in the liver that are specific 
to the metabolism of psychiatric medications (i.e., pharmacokinet-
ics). The three neurotransmitters targeted are essential to mood 
regulation and overall brain health. Nearly all of the Yellowbrick 
assessments show clinically significant genomic findings that di-
rectly influence the choice and level of medications we recommend.

At Yellowbrick, we are also doing academic research to examine 
some of the potential ways in which certain genes may interact with 
life experiences to influence clinical outcomes. For example, we 
studied two polymorphisms of the SLC6A4 gene, which is known 
to be important in the cognitive-emotion regulation associated with 
either vulnerability or resilience to the life experience of trauma, 
substance abuse and several other serious clinical conditions. Our 
results showed that a greater percentage of patients with the so-

called “s/s” genotype (over twice as many) developed clinical PTSD 
when exposed to trauma as compared to those with the “l/l” geno-
type. Furthermore, the patients with PTSD had greater deregulation 
of  the prefrontal cortex on qEEG. The prefrontal cortex is thought to 
be a central locus of action of the SLC6A4 gene as well as a primary 
brain center for cognitive-emotion processing and regulation. These 
results suggest that we can potentially use genomic analysis to iden-
tify those individuals who are most vulnerable and to prevent, or 
intervene early and more effectively, in the development of certain 
clinical conditions. The following graphs illustrate these findings.

SLC6A4, COMT and Deregulation of the Prefrontal Cortex in PTSD
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Chi-Square analyses showed that a significantly greater percent of patients with the SLC6A4 genotype s/s had PTSD, 
whereas l/l was greater in those who had trauma without PTSD (p<.01; see Figure 1). In fact, the s/s allele was more 
than twice as high as the l/l allele in those with PTSD (35.3% had s/s compared to 15.2% with l/l). Also consistent with 
impaired neurotransmitter function in the prefrontal cortex, a greater percentage of patients with PTSD showed at least 2 
SD greater deregulation of the prefrontal cortex than did patients with trauma but no PTSD (p<.01). Nearly half of those 
with PTSD had a deregulated prefrontal cortex, as compared to close to a third of patients with trauma but no PTSD (see 
Figures 2 and 3). We did not find significant associations for the COMT polymorphisms met/met or val/val.

Figure 1. Figure 2. Figure 3. 
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“After a very long journey over a number of 
years, we may have our daughter back. She 
just finished her first week at vocational 
training school and is thrilled to be 
there. She has separated from a romantic 
relationship which had us worried for 
years. Her peers are now supportive, 
working and sober. She has a part time 
job and mostly supporting herself. She 
is sober and stable and accepting of her 
challenges.”

Parent of Emerging Adult

Improved Cognition 

Nearly all of the emerging adults who come to Yellowbrick 
have cognitive impairments in a range of critical domains 
including attention, information processing, memory, and 
executive functions such as problem solving, planning 
and decision-making. In fact, most of the emerging adults 
at Yellowbrick have cognitive impairments as significant 
as 2 or even 3 standard deviations below their normal 
peers. Improved cognition is an important focus of  
treatment at Yellowbrick. By the time they are ready  
for discharge, they improve significantly, and normalize, 

in nearly all of these crucial cognitive domains. Our 
outcome research, utilizing the well-established CANTAB 
computerized neuropsychological assessment system, showed 
that emerging adults at Yellowbrick improve significantly 
in sustained and flexible attention, information processing, 
planning, problem solving and decision making.
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Cognitive Enhancement

The following diagram of another emerging adult’s brain illustrates the linkage between brain deregulation and cognitive impairment, before 
and after treatment at Yellowbrick. The areas of dark red and dark blue are the most severely deregulated, 2 or 3 or more standard deviations 
from normal. The gray area is normal brain functioning. As you can see from the left panel of the diagram, before treatment, the anterior prefron-
tal cortex is covered with red and dark red, indicating that it is extremely deregulated and hyper-activated in the delta wave range. Delta brain 
waves occur when the normal brain is asleep. The anterior prefrontal cortex is responsible for many critical intellectual and integrative functions 
including planning, organization, executive functioning, working memory, abstract thinking, intentional behavior and affective regulation. 

This emerging adult’s brain before treatment was essentially asleep while she attempted to function. In fact, her cogni-
tive testing, using the computerized CANTAB assessment system, showed that her performance was more than 2 stan-

Assessment Discharge

dard deviations below normal on multiple critical cognitive activities that are localized in the prefrontal cortex. These in-
clude executive functions, attention, memory, and risk-reward decision-making. At the end of treatment, her anterior prefrontal 
cortex was fully awake and functioning much more normally, as illustrated in the right panel of the diagram. Consistent with these 
brain changes, all but 1 of her CANTAB findings were within the normal range when she completed her treatment at Yellowbrick.

In addition to the brain-based and psychotherapeutic modalities of treatment, Yellowbrick also provides direct training in cognitive per-
formance across these crucial domains using a computerized program. As the following graph illustrates, on average the participants com-
pleted and passed 60-90% of the skill sets in attention, executive function, visual spatial planning, problem solving and communication.  
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Yellowbrick’s Length of Stay

The typical length of stay in the initial most intensive, immersive phase 
of treatment is 4 months. This is when over 80% of the emerging adults 
live at The Residence. Although the minimum length of treatment is 10 
weeks, we have learned from over 12 years of experience that 4 months 
in The Residence is usually necessary to ensure deep and lasting im-
provement inside and out. The average emerging adult continues in the 

outpatient Life Strategies Program for an additional 4-6 months.

Transforming Lives
Yellowbrick’s Population

Emerging Adults, age 18-30, come to Yellowbrick for intensive, multi-
modal treatment of the full range of neuropsychiatric disorders. Many 
of the emerging adults at Yellowbrick have mood and anxiety disorders, 
substance abuse, trauma, ADHD, and personality disorders, often in 
combination. Sixty-three percent of the emerging adults have experi-
enced trauma and/or bullying and over 40% have attempted suicide 
when they come for assessment. Individuals are often referred from 
other treatment centers, from colleges, their families, or from their ther-
apists and doctors at home who recognize that they need more inten-
sive care.  The graph below depicts the most common diagnoses among 
the emerging adults at Yellowbrick, based on formal research criteria 
from the Structured Clinical Interview for Diagnosis (SCID).  
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“The program was just as important for my relationship with my family. 
We have never been closer or better at communicating. While many would 
like a quick fix for their problems, Yellowbrick is not some sort of panacea 
that will make its patients' lives perfect and make their problems go away. 
It is, however, a place that gives young people the tools to do hard work 
that will help them into long term recovery from serious issues.

In the couple years since I left, I finished my undergraduate degree and I 
now work in an industry I always dreamed about. Yellowbrick taught me 
that I matter to the world and gave me the skills to succeed.”

Emerging Adult
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Improved Functioning
Emerging adults who complete treatment at Yellowbrick improve 

across a full range of presenting neuropsychiatric symptoms and be-
havioral problems. We used the well-established Brief Symptom Index 
to examine whether the emerging adults who complete treatment at 
Yellowbrick improve significantly in their level of symptomatic distress. 
The results showed significant improvement in nearly all their problem 
areas. These findings are illustrated in the bar graph below. Similarly, 
their scores on the widely used Beck Depression Inventory improved 
from “moderate” to “mild” levels of depression over their course of treat-
ment. See the line graph that follows.
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“I wasn’t functional when I arrived at Yellowbrick, but you 
helped me learn what I needed to do to create the life I have 
today which includes being a certified peer mental health 
specialist and generally functioning well despite dealing with 
some of life’s hardest things at the same time. I keep moving 
forward and am doing very well thanks to what my family 
provided for me like my time at Yellowbrick. Thank you all 
for helping me achieve a life very worth living.”

Emerging Adult
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Improved Life Competence

It is not enough, however, to improve symptomatically; consistent with the competence-based treatment model, emerging adults at Yellowbrick 
also improve across all areas of life competence. As illustrated in the following graph, 94% of the emerging adults discharged from Yellowbrick im-
proved significantly in critical domains of life functioning such as effective management of their home, time, money and food as well as their ability 
to use supports and community resources (see graph below). In addition, despite severe neuropsychiatric and neurobehavioral impairments, almost 
two thirds of the emerging adults at Yellowbrick actively work toward building their futures during treatment by attending college classes, working, 
or volunteering in a relevant field. They also receive training in everything from study skills to time management and resume writing to prepare them 
to succeed where they often failed before.
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“Yellowbrick saved our son’s life.  It is that simple and that 
complex.  Our son (now 21) spent 7 months in the Yellowbrick 
program and he too agrees that it saved his life. We have repaired 
our relationship together and enjoy each others’ company; he has 
some measure of self-respect and competence (which he had none 
of when he entered YB); he is clean and sober; and he is committed 
to continuing to seek the treatment he needs.

Yellowbrick is clinically at the forefront of treatment. It does have a 
most clinically expert staff. The milieu of accountability they create 
is uniquely effective.  Most importantly, our son would agree.”

Parents of Yellowbrick Alumnus
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Improved Relationships

Relationships with family, peers, authorities and the broader community are essential to a meaningful and fulfilling life. Secure and supportive 
relationships are also the neurobiological foundation that facilitate neuroplasticity, brain growth and maturation. Healthy relationships are a primary 
focus at Yellowbrick and one in which emerging adults improve greatly. The graphs below depict improvements in the emerging adults’ relationships 
with their families at admission, transition from the most intensive treatment phase of The Residence, and discharge from Yellowbrick. The second 
graph illustrates improvements in the emerging adults’ relationships with peers at admission, transition from The Residence, and discharge from 
Yellowbrick.
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“Like many, I came into Yellowbrick immature, angry and 
unable to live a productive life. I knew I couldn’t live life the way 
I was living, but I was too angry and depressed to do anything 
about it. Spending time there helped me become self-confident 
and independent, to be able to face life’s challenges head-on 
instead of running away from my problems.

The program’s strong focus on community and working 
together was also extremely beneficial and has helped me 
immensely going forward.”

Emerging Adult
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Not every emerging adult who completes treatment at Yellowbrick 
leaves in a fully collaborative manner. Sometimes they discharge before 
their progress is stable and they have built a life for themselves outside 
of treatment. It is important to us at Yellowbrick to understand whether 
there are different outcomes for emerging adults who complete treat-
ment but leave in what we term, a Noncollaborative Discharge as com-
pared to a Collaborative Discharge. The following graphs show that 

it does, indeed, appear to make a significant difference, in terms of 
longer-term outcomes. The graphs illustrate that the two groups are 
quite comparable as they approach discharge from The Residence, 
which is the most intensive, immersive phase of treatment. However, 
by the time they are discharged from Yellowbrick several months later, 
the Noncollaborative group is showing a significant decline across all 
the domains of neuropsychiatric and psychosocial functioning.
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Long-term Follow-Up
Emerging adults continue to maintain, and even increase, their gains from treatment at Yellowbrick long after they leave. As illustrated in 
the following 4 graphs from the Global Functioning Scales, treatment improvements continue and increase with time in their overall neuro-
psychiatric and life functioning. They also continue to improve in family and peer relationships as well as in social and occupational func-
tioning. Nearly all of the emerging adults who completed treatment 2-4 years earlier were employed or going to college or technical school.
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Increased Absolute Power in the Left Prefrontal and Anterior 
Cingulate Cortices with TMS for Complex Depression
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Increased Absolute Power in the Left Prefrontal and  
Anterior Cingulate Cortices with TMS for Complex Depression

Laura Viner, PhD, Stefanie Molicki, MA, Elliot Birn, BS and Jesse Viner, MD 
Yellowbrick Center for Clinical Neuroscience  

Department of Psychiatry and Behavioral Sciences, 
Northwestern University Feinberg School of Medicine

This study compared pre-post 
TMS treatment of Depression on 
Quantitative EEG (QEEG) indices 
of absolute power in the Left 
Prefrontal Cortex and Anterior 
Cingulate Cortex, among complex 
depressed patients in intensive 
neuropsychiatric treatment.

Background
The left dorsolateral prefrontal 
cortex is the well-established 
target of TMS treatment for 
depression. This is due, in part, to 
its prolific interconnectivity with 
the subcortical limbic and reward 
systems. These interconnections 
are thought to contribute to the 
antidepressant effects of TMS (Li et 
al., 2004; Janicek and Dokucu, 2015). 
The precise mechanisms of this 
therapeutic action have not yet been 
fully delineated but are critically 
important to optimizing therapeutic 
benefits. One such potential 
mechanism is the availability of 
absolute power to the prefrontal 
cortex and its interconnections.

Eighteen young adults, aged 19-29, with comorbid depression, received either 
TMS using the Brainsway H1 coil and protocol (n=9), or no TMS (n=9). All sub-
jects participated in intensive treatment, which consisted of 5-day a week Inten-
sive Outpatient Program (IOP), 3 x weekly individual psychotherapy, and anti-
depressant medication. Subjects had QEEGs, using the 10-20 electrode system, at 
admission and discharge. Measures included absolute power z scores, pre- and 
post-treatment, for the left prefrontal and anterior cingulate cortices, and the BDI.

These findings suggest that TMS 
may be a highly beneficial, even es-
sential, component of treatment for 
complex young adults with severe 
depression, above and beyond in-
tensive, integrative neuropsychiat-
ric care. If the findings are replicated 
in a clinical trial, they could suggest 
that an important mechanism for 
improved interconnectivity in TMS 
may be, in part, the greater availabil-
ity of raw power to the prefrontal 
cortex and, potentially, its connec-
tions into the anterior cingulate cor-
tex. The electric field of the Brain-
sway H1 coil used here is capable of 
reaching into the ventrolateral and 
ventromedial prefrontal cortices, 
which are densely interconnected 
with the subcortical structures as-
sociated with reward processes and 
motivation (Breiter and Rosen, 1999; 
Kalivas and Nakamura, 1999). Re-
ward deficiency syndromes and pro-
found lack of motivation are cardinal 
features of these complex patients’ 
debilitating, often suicidal, depres-
sion and nearly total loss of life func-
tion at their critically important de-
velopmental life stage.

Purpose

Results
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Complex depressed patients who received TMS, as a component of their 
neuropsychiatric treatment, increased significantly on measures of absolute 
power recorded in their left prefrontal cortex (t=2.57, p<.05), and in their anterior 
cingulate cortex (t=2.40, p<.05); whereas, without TMS, co-morbid depressed 
patients did not. Similarly, complex depressed patients who had TMS improved 
significantly on the BDI (t=4.20, p<.005); whereas the Non-TMS patients did not, 
although they did show a trend in that direction (p<.10).
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