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ABSTRACT

In 2022, the journal Cogent Psychology published my paper entitled “The
Trans-Theoretical Model for Mindful Cognitive Behavioral Therapy: A
Paradigm for Systematically Advancing Evidence-Based Practice and
Research.” The paper traced the three historical waves of cognitive
behavioral therapy (behavioral, cognitive, and mindfulness/acceptance-
based) and introduced the Trans-Theoretical Model for Mindful Cognitive
Behavioral Therapy as a philosophically coherent, integrative framework
rooted in Stoic and Buddhist contemplative traditions. As originally
formulated, the model offers three key advantages: principle-driven
flexibility, replicable intervention sequencing, and a common language
that bridges contemplative traditions with modern evidence-based
practice.

This article presents the Trauma-Informed Model for Mindful Cognitive
Behavioral Therapy, a neurobiologically informed evolution of the earlier
model. Drawing on affective neuroscience, polyvagal theory, bottom-up
and somatic approaches to trauma processing, bilateral stimulation and
adaptive information processing from eye movement desensitization and
reprocessing therapy, and gaze-spotting/brainspotting for targeted
subcortical activation, the Trauma-Informed Model for Mindful Cognitive
Behavioral Therapy provides an organizing framework that systematically
embeds neurobiologically informed trauma therapy principles and
practices—particularly sensorimotor processing, interoceptive awareness,
autonomic regulation, dual-attention stimulation, and focused mindfulness
on relevant eye positions—primarily within the cognitive appraisal,
memory reconsolidation, and resource-installation phases.

As an integrative organizing framework, the Trauma-Informed Model for
Mindful Cognitive Behavioral Therapy addresses critical limitations of
traditional cognitive behavioral therapy by enabling safe, carefully
titrated access to and reprocessing of implicit, preverbal, procedural, and
somatic traumatic memories. It accelerates memory reconsolidation and
adaptive resolution through the systematic coordination of evidence-based
techniques; enhances cultural responsiveness through individualized sensory
grounding, culturally congruent neuroceptive cues, and client-directed
perceptual positioning; and fosters deep, transformative healing while
substantially reducing the risk of re-traumatization.

The Trauma-Informed Model for Mindful Cognitive Behavioral Therapy
thus provides clinicians, researchers, and—-crucially—artificial intelligence
systems with a coherent, neurobiologically informed, trauma-sensitive
organizing framework that represents a genuine advancement of third-
wave mindful cognitive behavioral therapy. lts explicit, sequential, and
decision-tree-based structure functions as a clinical algorithm, enabling not
only human practitioners but also artificial-intelligence-assisted or
artificial-intelligence-guided therapy platforms to deliver precise,
individualized, and fidelity-assured interventions for complex
developmental tfrauma, dissociative presentations, and culturally diverse
populations—while maintaining scientific rigor, adaptability, and an
uncompromising emphasis on safety and cultural responsiveness.
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Introduction

Cognitive Behavioral Therapy (CBT) remains one of the
most widely researched and empirically supported
psychotherapeutic approaches. However, its traditional
top-down emphasis on cognitive restructuring can
paradoxically intensify distress in survivors of complex,
developmental, or relational trauma by engaging
higher-order cognition before dysregulated
neurophysiological and somatic states have been
stabilized.!3 This limitation has fueled the ongoing
evolution of CBT through third-wave mindfulness- and
acceptance-based models and, more recently, calls for a
“fourth wave” that fully integrates contemporary
affective neuroscience and trauma neurobiology.

In 2022, Cogent Psychology published “The Trans-
Theoretical Model for Mindful Cognitive Behavioral
Therapy (TM-MCBT): A Paradigm for Systematically
Advancing Evidence-Based Practice and Research,” which
proposed the TM-MCBT as a trans-theoretical, trans-
diagnostic organizing framework for an emerging fourth
wave of CBT.4 Rooted in Stoic and Buddhist contemplative
traditions, the TM-MCBT provides (1) a flexible yet
principle-governed structure for individualized clinical
decision-making, (2) explicit standardized guidelines for
sequencing, timing, and dosing of interventions to support
replicable research, and (3) a unified lexicon that
harmonizes ancient wisdom traditions with modern
evidence-based practice.

Building directly on this foundation, the present article
infroduces the Trauma-Informed Model for Mindful
Cognitive Behavioral Therapy (TI-MCBT)—a systematic,
neurobiologically  informed  extension specifically
designed for trauma populations. TI-MCBT retains the
philosophical coherence and phased architecture of the
original TM-MCBT while embedding bottom-up,
neurobiologically grounded interventions derived from
polyvagal theory,5 sensorimotor psychotherapy,® somatic
experiencing,” EMDR’s adaptive information processing
and bilateral stimulation,® and brainspotting’s subcortical
targeting.? These elements are strategically integrated—
particularly during preparation, cognitive appraisal,
memory reconsolidation, and resource-enhancement
phases—to regulate autonomic arousal, enable titrated
access to implicit and preverbal tfrauma memory, and
leverage  neuroplasticity for lasting adaptive
reconsolidation.

By prioritizing neurophysiological safety and somatic
stabilization before higher-order cognitive and
mindfulness work, TI-MCBT eliminates the iatrogenic risks
associated with premature cognitive intervention in
trauma survivors and offers a coherent, culturally
responsive, and empirically testable evolution of third-
and fourth-wave CBT for complex clinical presentations.

Although many CBT clinicians now routinely integrate
robust neurobiologically informed protocols—such as Eye
Movement Desensitization and Reprocessing (EMDR;8),
Brainspotting,” Deep Brain Reorienting (DBR;'0.11),
Somatic Experiencing,” and Sensorimotor
Psychotherapyé—these  additions are frequently
implemented in an eclectic or adjunctive manner. Such

unstructured integration can dilute theoretical coherence,
hinder systematic research, and obscure mechanisms of
change, thereby limiting the advancement of evidence-
based trauma treatment within the CBT tradition.

The Trauma-Informed Model for Mindful Cognitive
Behavioral Therapy (TI-MCBT) addresses this limitation
by providing the first comprehensive, phased framework
that systematically embeds these neurobiologically
grounded, bottom-up interventions within a fourth-wave,
mindfulness-based CBT architecture. Rather than treating
EMDR, Brainspotting, DBR, polyvagal-informed
techniques, or bilateral harmonic stimulation as optional
add-ons, TI-MCBT designates explicit roles, timing, and
dosing for each method across preparation, resource
development, cognitive appraisal, memory
reconsolidation, and integration phases. This principled
synthesis preserves the empirical rigor and falsifiability
of CBT while fully incorporating contemporary
understanding of trauma-related neurobiological
disruption—including brainstem-mediated survival
responses, midbrain affective circuits, subcortical memory
systems, and autonomic dysregulation.

By anchoring these neuroscience-derived interventions
within a trans-theoretical, trans-diagnostic CBT model
rooted in Stoic—Buddhist epistemology, TI-MCBT offers
clinicians a culturally adaptable, trauma-sensitive
roadmap that simultaneously maximizes therapeutic
potency and scientific testability. The present article
delineates the complete theoretical structure of TI-MCBT,
its stage-specific integration of leading neurobiologically
informed protocols (with particular emphasis on Deep
Brain Reorienting and harmonic brain healing techniques
during cognitive appraisal and reconsolidation), and its
clinical application guidelines for complex
developmental trauma, dissociation, and treatment-
resistant presentations.

Trauma-Informed
Cognitive Behavioral

Introduction to the
Multidimensional
Therapy

As originally described,* Trauma-Informed
Multidimensional Cognitive Behavioral Therapy (TI-
MCBT) provides a robust, flexible, and evidence-based
organizing framework that preserves the scientific rigor
of cognitive behavioral therapy (CBT) while transcending
its traditional limitations—particularly its frequent
inadequacy in addressing unprocessed trauma. The
present TI-MCBT retains the trans-theoretical and trans-
diagnostic approach introduced in Cole (2022)4
deliberately synthesizing established models from across
psychological traditions, including Ellis’s ABC Technique of
Irrational Beliefs,'2 Lazarus and Folkman’s Cognitive
Appraisal Theory and Transactional Model of Stress and
Coping,'3 Beck’s Cognitive Triad,'# and Gross’s Process
Model of Emotion Regulation.'s Rather than being
tethered to DSM/ICD diagnostic categories, TI-MCBT
directs clinicians to identify and target underlying
mechanistic root causes of distress, enabling truly
individualized intervention planning.

A hallmark of TI-MCBT is its systematic use of
psychoeducation and collaborative empiricism. Clients
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are taught the conceptual model itself and the explicit
rationale for every selected intervention, transforming
them from passive recipients into active partners in their
recovery. Structured between-session practice
(“homework”) is used intentionally to promote skill
acquisition, generalization, and long-term resilience. By
combining trauma-informed principles with a clear,
replicable structure, TI-MCBT allows clinicians to
formulate precise, testable “theories of action”
(individualized logic models) that articulate hypothesized
mechanisms of change and the sequenced interventions
designed to address them.4 This enhances treatment
fidelity, clinical outcomes, and research evaluability
without sacrificing flexibility or forcing complex trauma
presentations into a single-protocol straitjacket.

Theoretical Foundations of the TI-MCBT

Model

The TI-MCBT model (Figure 1) embeds mindfulness—
defined as non-judgmental, intentional present-moment
awareness of thoughts, emotions, bodily sensations, and
environmental cues—throughout every phase of
treatment. Unlike standard CBT, which may inadvertently
bypass or overwhelm dysregulated trauma physiology,
TI-MCBT explicitly accounts for the enduring impact of
unprocessed trauma: implicit memory networks, altered
neuroception, amygdala hypersensitivity, and polyvagal
disruption that distort cognition, emotion, and behavior
across the entire change process.

Drawing on trans-theoretical foundations—Cognitive

Appraisal Theory,!'3 Beck’s Cognitive Triad,'4 Gross’s

Process Model of Emotion Regulation,'> Somatic

Experiencing,” and foundational mindfulness

research'¢17—the model guides clients and clinicians

through an iterative, trauma-sensitive sequence:

. Present-moment personal status: Cultivating mindful
awareness of current emotional, cognitive, somatic,
and relational states, including early detection of
trauma-related triggers.

. Values and personally meaningful goals: Clarifying
a vision for a vital life while gently identifying how
trauma may have distorted self-concept, agency, or
motivation.

. Activating events and stimuli: Identifying internal or
external triggers (including trauma-related cues)
that initiate distress cycles.

. Stress induction and appraisal: Examining how
these triggers generate physiological and cognitive
stress responses, often amplified by unresolved
traumatic memory.

. Real-time stress modulation: Applying mindfulness-
based interoceptive and emotion-regulation skills to
titrate arousal and prevent overwhelm or
dissociation.

. Trauma-informed cognitive processing: ldentifying
and restructuring beliefs and schemas shaped by
traumatic experience (e.g., “l| am permanently
damaged,” “The world is always dangerous”).

. Emotional and physiological responding: Observing
and normalizing trauma-driven reactions
(hyperarousal, hypoarousal, somatic re-
experiencing) with compassion rather than
avoidance.

. Adaptive behavioral and cognitive coping: Building
and  rehearsing flexible, values-congruent
responses that promote safety, connection, and
mastery.

. Ongoing feedback and course correction: Using
lived experience as data for iterative refinement,
with mindfulness facilitating integration of trauma-
related insights without re-traumatization.

By embedding mindfulness and trauma-informed
principles within a structured yet adaptable CBT
framework, TI-MCBT promotes neuroplasticity, restores
self-regulatory capacity, and facilitates lasting post-
traumatic growth in a safe, titrated, and culturally
responsive manner. lts explicit, sequential, decision-
branching architecture allows clinicians to construct
transparent, mechanism-driven “theories of action” that
systematically select and integrate the most relevant
evidence-based organizing algorithm for artificial
intelligence systems, enabling Al-assisted or Al-
augmented therapy platforms to maintain high treatment
fidelity, personalize interventions in real time, and
support scalable, ethical delivery of trauma-sensitive
care. Researchers, in turn, gain enhanced protocol
standardization, replicable fidelity metrics, and
unambiguous pathways for rigorous outcome evaluation
across human- and machine-implemented applications
techniques for each unique client presentation.
Simultaneously, the model's clear, rule-based logic
functions as a powerful.
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The Trauma-Informed Model for Mindful Cognitive Behavioral Therapy

Figure 1
The TI-MCBT Model
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The Personal Status stage of the TI-MCBT organizing
framework focuses on symptom diagnosis, where the
psychotherapist  evaluates  the client’s  overall
psychological and emotional state, with particular
attention to unprocessed trauma. This stage involves
collecting qualitative and quantitative data through
personal interviews and validated, reliable instruments
to: (a) determine whether clients meet diagnostic criteria
for psychiatric disorders, including trauma-related
disorders such as Post-Traumatic Stress Disorder (PTSD)
or Acute Stress Disorder, and (b) document the client’s
Mental  Status, Symptoms, Impairments in Daily
Functioning, Principal Diagnosis, Provisional Diagnosis,
Rule-Outs, and V-Codes.'® Specific assessments for
trauma-related disorders, such as the Clinician-
Administered PTSD Scale for DSM-5 (CAPS-5)'? and the
PTSD Checklist for DSM-5 (PCL-5),2° are employed to
identify symptoms of unprocessed trauma, including
intrusive memories, hyperarousal, avoidance, and
negative alterations in cognition or mood. These tools
help detect neurobiological disruptions (e.g., amygdala
hyperactivation, diminished prefrontal regulation, or
disrupted interoceptive processing) associated with
unprocessed trauma, which may manifest as implicit
memories, somatic distress, or dysregulated autonomic
responses.”:21.1 This comprehensive baseline serves as a
reference point throughout the therapeutic process,
enabling the psychotherapist to quantify progress, tailor
trauma-informed interventions, and monitor the resolution
of trauma-related symptoms while preventing re-
traumatization.

(Symptom
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Stage 1b: Developing a Personal, Value-

Based Vision

As depicted in Figure 1, Stage 1b, Developing a

Personal, Value-Based Vision, is addressed concurrently

with Stage Ta (Personal Status) within the TI-MCBT. While

the psychotherapist assesses the client’s diagnostic status,

they simultaneously guide the client to clarify their values

and develop a personal vision encompassing what they

aim to:

. BE/FEEL  (e.g., calm, confident,
compassionate, courageous, effective),

. DO (e.g., graduate from college, build healthy
relationships, pursue meaningful work), and

. ACQUIRE (e.g., emotional stability, a supportive
community, professional success).

resilient,

This stage, positioned on the far-right side of Figure 1,
underscores the alignment of clients’ cognitive and
behavioral coping responses with their value-based
vision, particularly in the context of unprocessed trauma,
which may manifest as distorted self-perceptions or
avoidance behaviors that hinder goal-setting. The TI-
MCBT also emphasizes trauma-informed  goal
development, helping clients identify aspirations that
foster healing and resilience while addressing trauma-
related barriers, such as hyperarousal or negative self-
beliefs. For instance, a client with unprocessed trauma
may initially struggle to envision goals due to feelings of
shame or fear; the psychotherapist facilitates
mindfulness-based exploration to process these emotions
and align goals with core values.

The Vision stage provides a purpose-driven framework
to evaluate whether clients’ thoughts and actions are
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adaptive or maladaptive in achieving their goals. For
example, suppose a client’s vision is to graduate from
university, but they avoid academic tasks due to tfrauma-
related anxiety. In such cases, these behaviors are
identified as misaligned or maladaptive, as illustrated in
Figure 1. To support this process, the psychotherapist
employs mindfulness techniques, such as guided
meditation with visual aids or music, to help clients
internalize their vision and strengthen their ability to focus
on values despite trauma-related disruptions. These
practices enhance clients’ mindfulness skills, enabling them
to remain present with their goals while processing
unprocessed trauma.

In summary, Stage 1b requires clients to: 1) clarify their
values, acknowledging how unprocessed trauma may
distort self-perception; 2) create a personal, value-
based vision that reflects trauma-informed aspirations for
what they want to feel, do, acquire, or become; and 3)
align their cognitive and behavioral responses with this
vision to promote healing and goal attainment. By
embedding trauma sensitivity into this stage, the TI-MCBT
ensures that clients’ goals are both meaningful and
achievable, fostering accountability and authenticity in
their therapeutic journey.

Stage 2: Problems (Activating Events or
Stimuli)

In the TI-MCBT, the Problems stage focuses on identifying
activating events or stimuli that trigger stress, particularly
those linked to unprocessed trauma, such as the death of
a loved one, sexual assault, or physical injury. These
stimuli—encompassing people, places, or situations—
represent discrepancies between the client’s current
reality and their desired state, often amplified by
trauma-related neurobiological disruptions, such as
amygdala hyperactivation or implicit memories. Problems
vary in scope, from minor daily stressors to significant
trauma-related triggers, and their perception is highly
individualized. For example, a crowded social setting
may be energizing for an extrovert but trigger anxiety
in a client with social trauma. At the same time, chronic
shoulder pain may evoke distress in one individual but be
manageable for another.

Unprocessed trauma can intensify the perception of

problems, manifesting as intrusive thoughts, avoidance

behaviors, or heightened emotional reactivity, which may
exacerbate stress and complicate coping.?2 For instance,

a client with unprocessed trauma from a past assault may

perceive neutral stimuli, such as loud noises, as

threatening, triggering disproportionate stress responses.

The psychotherapist uses the TI-MCBT framework,

informed by models like the Cognitive Appraisal Theory

of Emotion,’3 to help clients mindfully navigate these
challenges. The goals of this stage include:

1.  Identifying problems mindfully: Recognizing
activating events or triggers, including those rooted
in unprocessed trauma, using mindfulness to observe
thoughts and sensations without judgment.!”

2.  Assessing impact on vulnerabilities and resilience:
Evaluating how problems, particularly trauma-
related triggers, affect personal strengths and

vulnerabilities, such as trauma-induced
hypervigilance.

3.  Distinguishing  life-event  versus  self-induced
problems: Differentiating external stressors (e.g., a
traumatic event) from self-induced issues (e.g.,
trauma-driven rumination about inadequacy).

4, Reducing self-induced problems:  Applying
mindfulness to interrupt maladaptive thought
patterns, such as trauma-related negative self-
beliefs.

5. Implementing impulse control techniques: Using
trauma-informed strategies, like grounding or
somatic fracking, to regulate emotional and
physiological responses to triggers.

6.  Transforming problems into growth opportunities:
Leveraging mindfulness to reframe problems as
pathways to resilience and healing from trauma.

The psychotherapist guides clients to apply mindfulness
skills during stressful moments, which is particularly critical
when unprocessed trauma amplifies emotional or physical
distress. This practice, though challenging, yields
significant benefits by fostering emotional regulation and
preventing re-traumatization. To support this process, the
psychotherapist encourages clients to reflect on trauma-
informed questions, such as:
. Who or what (people, places, situations) triggers
stress or trauma responses, and how are these
linked to unprocessed trauma?

. How can you avoid, modify, or cope with these
triggers using trauma-sensitive strategies?

. Which specific trauma-related problem requires
immediate attention?

. What mindfulness-based thoughts or actions can

reduce self-induced stress, such as trauma-driven
rumination?

. What thoughts or behaviors can mitigate trauma-
related stress and promote effective problem-
solving?

By embedding trauma-informed principles and
mindfulness throughout its structured process, TI-MCBT
empowers clients to safely identify, approach, and
transform activating events—including those rooted in
unprocessed  trauma—while  cultivating  adaptive
cognitive, emotional, and behavioral coping strategies
that align behavior with their deeply held values and
long-term vision for a meaningful life.

Once again, its explicit, step-by-step decision rules and
clear mechanistic pathways further position TI-MCBT as
an ideal clinical algorithm for artificial intelligence
applications: Al systems can reliably detect trauma-
related triggers in real time, titrate exposure and arousal
levels, select culturally responsive grounding and
regulation techniques, guide values-congruent behavioral
experiments, and continuously adapt interventions—all
while preserving therapeutic safety, fidelity, and the
deeply human elements of empathy and collaboration.
This dual utility ensures that TI-MCBT advances both
human-delivered and Al-augmented trauma therapy,
expanding access to high-quality, personalized care
without compromising depth or ethical standards.
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Stage 3: Stress

In the TI-MCBT, psychological stress is defined as the
universal motivational signal that arises when perceived
reality deviates from desired states, needs, or safety
expectations.’323 From infancy onward, stress serves an
adaptive function—heightening alertness, prompting
problem-solving, or mobilizing escape from genuine
danger. However, unprocessed trauma disrupts this
adaptive system through implicit memory networks and
persistent neurobiological alterations (e.g., amygdala
hypersensitivity,  diminished  prefrontal-hippocampal
modulation, and disrupted vagal tone), resulting in
exaggerated, prolonged, or apparently threat-absent
stress responses. 247

To conceptualize and operationalize this dysregulation,
TI-MCBT adapts the materials-science principle of
Young’s modulus—the ratio of stress to strain in the linear-
elastic region of a stress—strain curve, which quantifies a
material’s  stiffness and resistance to permanent
deformation.25-27 Unresolved trauma effectively lowers
psychological Young’s modulus: identical activating
events produce disproportionately large cognitive,
emotional, somatic, and behavioral strain, rapidly
exhausting the elastic range and driving the individual
into the plastic (irreversible) zone where dissociation,
maladaptive coping, or symptom re-experiencing
predominates.28! Clients with extensive trauma histories
thus exhibit reduced “psychological elasticity,”
manifesting as brittle hyper-reactivity, collapse, or
freeze responses to even minor stressors.

The core therapeutic task in the Stress stage of TI-MCBT
is therefore to systematically raise psychological Young’s
modulus—expanding the elastic range and elevating
yield strength—through titrated trauma processing,
mindfulness-based interoceptive calibration, cognitive
restructuring, and values-guided behavioral
activation.2529 By keeping arousal within the “window of
tolerance,”3031  clients learn to harness stress as
constructive motivation rather than a destructive force.

Specific objectives of the Stress stage include teaching

clients to:

. Inoculate against overload — Build pre-emptive
resilience via daily mindfulness, grounding, and
somatic resourcing practices.!7:32

. Monitor stress in real time — Develop precise, non-
judgmental awareness of escalating physiological
and emotional signals, including early trauma-
related cues.

. Discriminate sources — Differentiate primary
stressors (current problems) from secondary,
trauma-driven amplification (e.g., implicit memory
intrusions).

. Apply titrated regulation skills — Deploy trauma-
sensitive techniques (polyvagal-informed
breathing, orienting responses, dual-awareness
exercises, or cognitive reappraisal) to restore
ventral vagal engagement and prefrontal
capacity.21.33

. Transform stress into adaptive action — Channel
regulated arousal into values-congruent, problem-

focused, or approach-oriented behaviors rather
than impulsive or avoidant reactions.

As a core component of the TI-MCBT organizing
framework, the Stress stage represents a systematic,
trans-theoretical structure that transforms contemporary
trauma neuroscience and materials-science principles into
an explicit, replicable clinical algorithm. Far beyond a
collection of isolated techniques, it provides clinicians,
clients, researchers, and Al-assisted platforms with a
unified decision-making architecture that:

. operationalizes psychological resilience through the
measurable construct of “psychological Young’s
modoulus,”

. distinguishes primary stressors from trauma-driven
amplification,

. continuously monitors arousal within the window of
tolerance,

. selects and ftitrates evidence-based, culturally
responsive regulation strategies in real time, and

. progressively expands the elastic range and yield

strength to prevent irreversible deformation.

Clients gain an empowering, non-pathologizing
metaphor for understanding their reactivity and a
practical pathway for converting stress from a destructive
force into adaptive motivation aligned with their values.
Simultaneously, the stage’s rule-based, sequential logic
ensures high treatment fidelity, transparent supervision,
and direct computational implementability—making TI-
MCBT vuniquely scalable via Al-driven systems without
sacrificing depth, safety, or individualized trauma
sensitivity.  Ultimately, the Stress stage restores
psychological elasticity and transforms dysregulated
stress into the foundation for lasting posttraumatic
growth.

Stage 4: Cognitive Appraisal — Revised

and Strengthened Version

The Cognitive Appraisal stage occupies the critical
“space between stimulus and response” famously
described by Viktor Frankl:34 the moment in which
meaning is assigned and choice becomes possible.
Drawing primarily on Lazarus’s transactional model!3.23
and Gross’s Process Model of Emotion Regulation,’5:35 this
stage systematically examines how primary appraisal (Is
this event a threat, loss, challenge, or benign?) and
secondary appraisal (Do | have the resources to cope?)
shape emotional, physiological, and behavioral
outcomes—often automatically and outside awareness.

In clients with unprocessed trauma, these appraisals are
profoundly distorted by early maladaptive schemas,3¢
core irrational beliefs,373% and implicit, preverbal
memory networks that remain physiologically active.!7:39
Amygdala-driven hypervigilance coupled with prefrontal
hypoactivation leads individuals to misinterpret neutral or
ambiguous stimuli as imminent threats, resulting in
disproportionate physiological arousal and perpetuating
avoidance, dissociation, or behavioral dysregulation.40

As an organizing framework, the Cognitive Appraisal
stage of TI-MCBT provides a precise, sequential
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algorithm that enables clinicians—and Al-assisted

systems—to:

. Identify automatic primary and secondary
appraisals in real time using mindfulness-enhanced
observation.

. Detect trauma-based distortions (e.q9.,
overestimation of threat, underestimation of coping
ability).

. Select the most appropriate Gross (2015)
regulation strategy—situation selection, situation
modification, attentional deployment, cognitive
change /reappraisal, or response modulation—
while remaining within the client’s window of
tolerance.3°

. Integrate  trauma-specific  neurophysiological
interventions when verbal cognitive restructuring
alone is insufficient for implicit or preverbal
material.

As the integrative organizing framework of TI-MCBT, the
Cognitive  Appraisal stage  provides clinicians,
researchers, and artificial-intelligence systems with a
transparent, rule-governed algorithm that determines
when and how to intervene at implicit, physiological levels
versus explicit, cognitive levels.

When appraisals are dominated by brainstem- and
limbic-level trauma (manifesting as sustained high
arousal, frozen orienting responses, or dissociation), the
model’s explicit decision tree seamlessly allows the
practitioner—or Al platform—to deploy one of two
evidence-informed,  bottom-up  protocols  before
attempting verbal reappraisal:

. Deep Brain Reorienting (DBR;#1'7): Tracks and
releases pre-affective tension in the upper
brainstem, resolving orienting reflexes that were
interrupted at the moment of trauma and thereby
lowering amygdala-driven hijack.

. Multichannel  Sensory Integration Procedures
(drawing on established mechanisms in Shapiro,8
Ecker et al,*2 Lane et al43): Employs alternating or
bilateral sensory stimulation, rhythmic pacing, dual-
attention gaze anchoring, and client-generated
“preferred way of being” imagery to create
prediction error, reopen memory reconsolidation,
and install adaptive affective learning without
requiring detailed narrative exposure.

These interventions are ftriggered by precise,
programmable decision rules embedded in the TI-MCBT
algorithm—for example:

. IF Subjective Units of Distress (SUD) = 7/10 or
heart-rate  variability indicates dorsal-vagal
activation despite initial grounding — initiate DBR
or multichannel procedure.

. IF SUD < 4/10 and ventral-vagal markers are
present — proceed to top-down schema work and
cognitive reappraisal.

This branching logic ensures safety, prevents re-
traumatization, and dramatically improves outcomes in
complex developmental trauma and dissociative
conditions where conventional CBT response rates remain
only 30—40%.44:45

By uniting top-down schema therapy and rational-belief
restructuring4¢3¢  with bottom-up neurophysiological
correction under a single, coherent decision-making
architecture, the Cognitive Appraisal stage functions
simultaneously as:

. a flexible clinical guide for human therapists,
. a fidelity-assured research protocol, and
. a directly implementable, real-time Al algorithm

capable of monitoring multimodal data (voice,
physiology, self-report), selecting the optimal
intervention pathway, and documenting every
decision for supervision and outcome evaluation.

The result is restored perceptual accuracy, expanded
response flexibility, and lasting transformation of the
neural networks that once hijacked meaning-making—
delivered with a level of precision, scalability, and safety
uniquely enabled by TI-MCBT’s algorithmic structure.

Stage 5: Emotional and Physiological

Responses

In the TI-MCBT, Stage 5 focuses on managing emotional
and physiological responses triggered by problems,
particularly those amplified by unprocessed trauma.
Following the Cognitive Appraisal stage (Stage 4), where
clients develop awareness of their automatic appraisals,
this stage enables clients to address the emotional and
somatic manifestations of stress, which are often the first
responses perceived.!’> Unprocessed trauma, stored as
implicit memories or neurobiological disruptions (e.g.,
amygdala hyperactivation or vagal dysregulation), can
intensify emotions like fear, shame, or anger and provoke
physiological symptoms such as hyperarousal or
dissociation.24 Unlike Stage 3, which aims to reduce
overwhelming stress to enable mindfulness, Stage 5
targets the identification and modification of specific
emotional and physiological responses to foster
regulation and resilience.

The psychotherapist guides clients to apply mindfulness to
their emotional and somatic experiences, integrating
trauma-focused interventions to address unprocessed
trauma effectively. Techniques such as Deep Brain
Reorienting (DBR), which targets brainstem-level trauma
responses through somatic tracking, and Harmonic Brain
Healing (HBH), which uses multi-sensory methods (e.g.,
visualization, rhythmic counting, somatic tracking, and
imaginal extinction), are employed to promote
neuroplasticity and memory reconsolidation while
preventing re-traumatization.47.48¢ These interventions,
grounded in neurobiological principles, help clients
process trauma-driven responses, such as hypervigilance
and somatic distress, by engaging neural circuits,
including the ventromedial prefrontal cortex and the
hippocampus.”

To master this stage, clients are taught to:

1.  Notice and describe emotional distress: Use
mindfulness to identify specific emotions (e.g.,
anxiety, sadness) and somatic sensations (e.g.,
tension, racing heart), and to recognize trauma-
related triggers.

2. Identify causes of symptoms: Trace emotional and
physiological responses to specific activating events
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or unprocessed trauma, such as intrusive memories
or conditioned fear responses.

3. Prevent distress causes: Apply trauma-informed
strategies, like grounding or polyvagal exercises,
to reduce exposure to friggers or mitigate their
impact.24

4. Develop emotional regulation skills: Learn
techniques, such as diaphragmatic breathing or
HBH’s rhythmic interventions, to modulate negative
emotions and reduce trauma-driven arousal.

5.  Build tolerance for emotional and physical pain:
Use DBR’s somatic tracking or mindfulness-based
exposure to tolerate short- and long-term distress,
fostering resilience without re-traumatization.

By mastering these skills, clients enhance their ability fo
regulate trauma-related emotional and physiological
responses, aligning their reactions with their value-based
vision. The psychotherapist’s role is to create a safe,
tfrauma-sensitive  environment, ensuring interventions
address unprocessed trauma while promoting emotional
stability and neurobiological integration.

Stage 6: Cognitive Coping Responses

In the TI-MCBT, Stage 6 focuses on cognitive coping
responses—the thoughts or internal narratives clients use
to address problem-induced stress and associated
emotional pain, particularly when influenced by
unprocessed trauma. These narratives, shaped by
interpretive schemas and core beliefs, explain why a
problem occurred and justify its meaning.3” Unprocessed
trauma, stored as implicit memories or neurobiological
disruptions (e.g., amygdala hyperactivation or negative
self-schemas), often leads to irrational coping thoughts,
such as self-blame or catastrophic predictions, which
exacerbate distress and hinder progress toward clients’
value-based vision.'3¢  Rational coping thoughts,
conversely, promote long-term well-being, resilience, and
alignment with personal goals.

This stage builds on the mindfulness developed in prior
stages, enabling clients to observe and challenge trauma-
driven irrational thoughts. The psychotherapist integrates
trauma-focused interventions, such as Deep Brain
Reorienting (DBR), which targets brainstem-level trauma
responses through somatic tracking, and Harmonic Brain
Healing (HBH), which employs multi-sensory techniques
(e.g., visualization, rhythmic counting, somatic tracking,
and imaginal extinction) to reframe trauma-related
narratives and promote neuroplasticity.4748 These
interventions help clients process implicit trauma
memories, reducing their influence on maladaptive
thought patterns while fostering adaptive cognitive
restructuring in a trauma-sensitive manner.

To master this stage, clients are guided to ensure their

cognitive coping responses are rational by ensuring they:

1. Align with logic and reality: Reflect known facts and
truth, countering trauma-driven distortions like self-
blame or hypervigilance.

2. Produce adaptive emotions: Foster emotions like
hope or calm, mitigating trauma-related fear or
shame.

3. Address current and future problems: Enable
effective problem-solving by reframing trauma
triggers as manageable challenges.

4. Promote personal growth: Support healing and
resilience, aligning with the client’s value-based
vision.

5. Encourage temporal balance: Draw lessons from

past trauma, prepare for future challenges, and
anchor clients in the present through mindfulness.!”

6.  Support personal and interpersonal goals:
Reinforce aspirations while addressing trauma-
related relational fears or avoidance.

7.  Foster optimism: Cultivate a positive view of self
and future, countering trauma-induced pessimism or
worthlessness.

The psychotherapist employs trauma-informed strategies,
such as mindfulness-based cognitive restructuring and
HBH’s imaginal extinction, to help clients identify
irrational narratives (e.g., “I'm unsafe” stemming from
past trauma) and replace them with adaptive stories
(e.g., “lI can develop safety through my actions”). DBR’s
somatic focus may be used to release trauma-related
physiological tension, facilitating cognitive shifts.” Clients
practice these new narratives through mindfulness
exercises, ensuring they become automatic without risking
re-traumatization. This process empowers clients to
transform  trauma-driven cognitive responses into
rational, growth-oriented thoughts that align with their
therapeutic goals.

Stage 7: Behavioral Coping Responses

In the TI-MCBT, Stage 7 focuses on behavioral coping
responses—the actions clients take to address problem-
induced stress, particularly when influenced by
unprocessed  trauma. Rational coping thoughts,
developed in Stage 6, foster rational coping actions, as
improved cognition enhances emotional regulation and,
consequently, adaptive behavior.3” Unprocessed trauma,
stored as implicit memories or neurobiological disruptions
(e.g., amygdala hyperactivation or vagal dysregulation),
can lead to irrational coping behaviors, such as
avoidance or substance use, which temporarily alleviate
distress but reinforce trauma-related patterns and
undermine long-term  well-being.'” The TI-MCBT
integrates trauma-focused interventions, such as Deep
Brain Reorienting (DBR) and Harmonic Brain Healing
(HBH), to support clients in replacing maladaptive
behaviors with rational, goal-aligned actions.

Specific criteria define rational coping behaviors. To be
rational, a behavior must:

1.  Be grounded in reality: Support intended outcomes,
countering trauma-driven avoidance or impulsivity.
2.  Promote health and growth: Enhance physical and

emotional well-being, fostering resilience in the
face of trauma-related challenges.

3. Increase happiness: Align with clients’ desired
emotional states, mitigating trauma-induced fear or
shame.

4.  Facilitate goal achievement: Support the client’s

value-based vision, addressing trauma-related
barriers to progress.
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5.  Encourage emotional maturity: Promote adaptive
responses to stress and reliance on trauma-
triggered reactions.

Conversely, irrational coping behaviors, often driven by

unprocessed trauma, are characterized as:

1. lllogical: Disconnected from reality, such as
avoiding safe situations due to trauma-related
hypervigilance.

2. Ineffective: Fail to resolve problems, reinforcing
trauma-driven cycles (e.g., avoidance strengthening
anxiety).

3.  Destructive: Harm well-being, such as substance use
to numb trauma-related distress.

4.  Goal-undermining: Derail personal aspirations, like
withdrawing from relationships due to trust issues
rooted in trauma.

Trauma-informed logic  highlights that irrational
behaviors, such as retreating from anxiety-provoking
situations (e.g., avoiding public speaking due to past
trauma), provide short-term relief but reinforce
maladaptive patterns, weakening emotional resilience
over time.4? For clients with trauma-related disorders like
PTSD, avoidance behaviors are particularly detrimental,
as they perpetuate fear responses and hinder
neuroplasticity needed for healing.24 The psychotherapist
uses mindfulness as the primary skill to help clients
recognize these patterns, employing trauma-focused
interventions like DBR, which targets brainstem-level
trauma responses through somatic tracking, and HBH,
which uses multi-sensory techniques (e.g., visualization,
rhythmic counting, and somatic integration) to reframe
trauma-driven behaviors and promote adaptive
responses.47:48

To master this stage, the psychotherapist guides clients to:

1. Identify irrational behaviors: Use mindfulness to
recognize trauma-driven actions, such as avoidance
or impulsivity, and their triggers.'”

2.  Understand trauma’s impact: Link maladaptive
behaviors to unprocessed trauma, such as
avoidance rooted in hyperarousal or dissociation.

3. Develop rational alternatives: Practice trauma-
informed strategies, like HBH’s imaginal extinction
or DBR’s somatic release, to replace irrational
behaviors with goal-aligned actions.

4. Implement adaptive responses: Apply mindfulness
to maintain awareness and execute rational
behaviors in stressful situations, preventing re-
traumatization.

5.  Reinforce resilience: Use feedback from rational
actions to strengthen emotional regulation and align
with the client’s vision.

By integrating mindfulness and trauma-focused
interventions, the TI-MCBT empowers clients to transform
trauma-driven irrational behaviors into rational, growth-
oriented actions, fostering resilience and supporting long-
term recovery in a trauma-sensitive manner.

Summary
The rapid proliferation of branded CBT protocols has
produced a fragmented landscape characterized by

competing terminologies, siloed research programs, and
eclectic practices that erode theoretical coherence and
clinical fidelity.50.51 The Trauma-Informed
Multidimensional Cognitive Behavioral Therapy (TI-
MCBT)# resolves these problems by functioning not as
another stand-alone protocol, but as a meta-level
organizing framework and executable clinical algorithm
that unifies the core mechanistic principles of evidence-
based CBT while systematically incorporating trauma-
neuroscience and mindfulness-based advances.

TI-MCBT integrates foundational models—including Ellis’s
ABC model of irrational beliefs,3” Lazarus’s Cognitive
Appraisal and Transactional Stress theories,!3:23 Beck’s
Cognitive Triad,'4 and Gross’s Process Model of Emotion
Regulation35—into a single, trans-theoretical,
transdiagnostic architecture. lts explicit seven-stage
sequence (Personal Status — Values/Vision — Activating
Events — Stress — Cognitive Appraisal —
Emotional/Physiological Response — Adaptive Coping)
operates as a decision-tree algorithm with clearly
defined inputs, branching rules, intervention selection
criteria, and measurable outputs.

This structure simultaneously serves three critical functions:

. Clinical organizing framework — Provides human
therapists with a coherent roadmap for selecting,
sequencing, and justifying interventions while
preserving flexibility for complex, culturally diverse
presentations.

. Research protocol — Ensures high treatment fidelity,
transparent “theories of action,” and replicable
stage-specific outcome measurement.

. Computational  algorithm — Its  rule-based,
sequential, and conditional logic (e.g., “IF SUD > 7
OR HRV indicates dorsal-vagal shift — initiate
DBR/multichannel procedure; ELSE proceed to
cognitive reappraisal”) is directly programmable,
enabling Al-assisted or fully Al-guided delivery
platforms to monitor real-tfime multimodal data
(physiology, voice prosody, facial affect, self-
report), titrate exposure, prevent re-
tfraumatization, and adapt interventions with
precision unattainable in traditional therapy.

By embedding trauma-informed, bottom-up interventions
(e.g., Deep Brain Reorienting, multichannel sensory
integration procedures) within explicit decision nodes, TI-
MCBT dramatically improves response rates for complex
developmental trauma and dissociative conditions—
where conventional CBT efficacy remains only 30—
40%¢4445—while  maintaining cultural  adaptability
through client-directed sensory anchors, rhythms, and
imagery.

In an era of global mental health crises and therapist
shortages, TI-MCBT’s dual nature as a human-centered
organizing framework and a machine-executable clinical
algorithm positions it as a scalable, fidelity-assured
solution  capable of  delivering personalized,
neurobiologically informed, trauma-sensitive care across
diverse populations and delivery modalities—from in-
person therapy to supervised telehealth and ethical Al-
augmented systems.

© 2026 European Society of Medicine 9



Conclusion

The Trauma-Informed Model for Mindful Cognitive
Behavioral Therapy (TI-MCBT) represents a genuine
paradigm shift in the evolution of cognitive behavioral
therapy—one that finally resolves the long-standing
tension between the empirical rigor of traditional CBT
and the neurobiological realities of complex
developmental trauma.

By systematically embedding bottom-up, trauma-
sensitive interventions (Deep Brain Reorienting, polyvagal
regulation, multichannel sensory integration, and
Harmonic Brain Healing) within an explicit, phased,
decision-tree  architecture, TI-MCBT eliminates the
iatrogenic risks of premature cognitive work while
dramatically expanding therapeutic potency. For the first
time, clinicians possess a single, philosophically coherent
framework that safely grants titrated access to implicit,
preverbal, and somatic trauma memory; accelerates
memory reconsolidation; restores autonomic flexibility;
and fosters deep, transformative healing—all without
sacrificing the scientific precision, replicability, and
cultural responsiveness that define evidence-based
practice.

Equally revolutionary is TI-MCBT’s inherent algorithmic
structure. lts clear inputs, conditional branching rules,
stage-specific fidelity criteria, and measurable outputs
make it the first CBT-derived model that is directly
programmable. In an era of global mental health crises
and severe clinician shortages, this feature positions TI-
MCBT as the ideal backbone for ethical, high-fidelity
artificial-intelligence-assisted and Al-augmented therapy
platforms capable of delivering personalized, trauma-
sensitive care at scale—while preserving the
irreplaceable human elements of empathy, collaboration,
and cultural attunement.

The model presented here is not merely an incremental
improvement on third-wave mindful CBT; it constitutes a
fully realized, neurobiologically grounded, trauma-
informed  “fourth wave” that reunites ancient
contemplative wisdom with cutting-edge affective
neuroscience under a unified, testable, and
computationally executable framework.

Future research must now move beyond small case series
and pilot studies to large-scale randomized controlled
trials that compare TI-MCBT (delivered by human
therapists and Al-supervised platforms) against existing
gold-standard protocols for complex PTSD, dissociative
disorders, and treatment-resistant presentations. The
model’s transparent “theories of action,” built-in fidelity
metrics, and stage-specific outcome measures make such
rigorous dismantling and comparative effectiveness
studies not only feasible but straightforward.

Ultimately, TI-MCBT offers what traumatized individuals
and overburdened mental health systems have long
needed: a safe, potent, culturally responsive, and
scalable pathway from survival to genuine posttraumatic
growth. It is time to move this framework from conceptual
innovation into widespread clinical implementation and
empirical validation—so that the next generation of

trauma survivors, regardless of geography, language, or
access to specialist care, can finally receive the depth of
healing they deserve.
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