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Abstract

This case study demonstrates the effective application of The Seven-level model (Clarkson 2003) as a thinking tool for therapy; a navigation device in a case of co-existent anxiety and depression. This paper demonstrates how the use of this model enables the therapist to create a personalized intervention for the client, drawing on both the therapist’s theoretical preferences and the client’s own specific and unique life experience/s. Based on well-established scientific fact that the human mind is limited in its information processing ability to 7 plus or minus 2 categories (Miller, 1956), it is suggested that most of us can efficiently handle 7 categories of knowledge or experience simultaneously. In this paper (a) we will describe the theoretical and research background of the seven level model as an ontological
 and epistemological
 framework for psychotherapy, (b) it will be demonstrated how the therapy navigation (or intervention) on all seven levels enables the therapist to meet and treat the client as a whole.
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INTRODUCTION

Initially we shall provide the theoretical and research background of the seven level model and describe the characteristics of each level. Then the therapeutic process is presented in a case of co-existent anxiety and depression. The case study demonstrates how within the therapeutic alliance both, the client and therapist design a bespoke approach to enable positive change in all seven levels.
THEORETICAL AND RESEARCH BASIS

Clarkson’s seven-level model is a research based thinking tool or map, which provides a meaningful reference framework table to ‘deal with knowledge and experience in the widest possible holistic fashion’ (Clarkson, 1975). Seven-level model is both ontological (deals with matters of being) and epistemological (deals with matters of knowledge). It can be utilized to differentiate how we obtain knowledge about the world using different levels of conceptualization and how we can sort our experiences it these different categories, so effective action or intervention can take place. 
The seven-level model is a pattern or state of discourse and experience and it can be conceptualized (perceived) and referred to as a fractal 3 (see Fig.1). Similarly to a fractal the seven-level model is not hierarchical or linear in any way in the sense that no one level is necessarily more or less important or better than another. All seven levels are seen as coexisting. So, it is a matter of choice (or necessity) on which level/s someone (in this case the therapist) would like every time to focus, work and intervene.


Figure1. Illustrations of different types of fractals

The Seven Levels are currently identified as: 

1. The physiological 

2. The emotional

3. The nominative

4. The normative 

5. The rational 

6. The theoretical 

7. The transpersonal. 

A brief description of each level follows below.

THE SEVEN - LEVEL MODEL (Clarkson, 2003:210).
Level 1 - The Physiological: 
Relates to the person as an ‘amoeba’ or ‘body’ with biological, physical, visceral and sensational experience, temperament, body type and predispositions. This  has to do with body processes, psychophysiology, natural sleep rhythms, food, physical symptoms of disease, the physical manifestation of anxiety and general sensory awareness, pro-perception, ‘first nature’. Physiological processes may be ‘measured’ in some instances such as brain wave patterns on EEG but it is probably impossible to ever know at a physiological level whether another person’s sensation of the color red is similar or different from one’s own.

 Level 2 - The Emotional: 

Relates to the person as ‘mammal’. It is fundamentally a pre-verbal area of experience and activity. It involves those psychophysiological states or electro-chemical muscular changes in our bodies we talk about as feeling, affect and/or emotion in psychology. Emotions are for all intents and purposes subjective, experimental and felt states. Our knowledge concerning emotions seems to be essentially existential, phenomenological and unique.

Level 3 - The Nominative:

Relates to the person as ‘primate’. Under this caption are included the awareness and labeling of occurrences and the validation of experience through naming. This epitomizes the verbal part of communication. Since at least the earliest biblical times, people have known that the ‘giving of names’ develops ‘dominion’, ownership and the feeling of mastery over the existential world and the transformation of human experience. There can be some agreement or disparity within groups, with dialect or language or disciplinary groups, for example, about ‘what things are called’. Within any common set of language rules the fact that certain kinds of word are known to stand for certain kinds of objects can be established, contested or disputed. 
Level 4 - The Normative: 

Relates to the person as social animal. It is relevant to norms, values, collective belief systems and societal expectations. This level attends to  relationships, knowledge of attributes and practices regarding people as ‘cultural beings’- the tribe, the group, the community, the church, the political party, and the organizations. Values, morals, ethics are not always subject to logical tests of truth or statistical rationality it is a different realm of questioning or knowing.

Level 5 - The Rational: 

Relates to ‘Homo sapiens’ – the person as thinker. This stratum of knowledge and activity includes thinking, making sense of things, examination of cause and effect, frames of reference, working with facts and information of the time and place. It covers science, logic, statistical probabilities, provable facts, established ‘truth’ statements and consensually observable phenomena. It is a characteristic of level 5 dissertation that it is possible to establish truth values.

Level 6 - The Theoretical:

The person as a ‘story-teller’ – as a meaning-maker, making sense of human experience through symbolism, story and metaphor. This is rooted in the notion of theoretical plurality and reality. Theories can be seen as ‘narratives’- stories that people  tell themselves- interesting, exciting, depressing controlling, useful and relative, but no one forever true. ‘Theories’ are in a different logical category from that of the facts. Both in psychological theory and individual experience, it is important to separate these where possible. These are the hypotheses, explanations, metaphors and stories that humans have created in order to explain or test why things are as they are and why people behave as they do. Theories e.g. can be more or less elegant, economical, valid, reliable, explanatory or practical. If a theory becomes fact, it enters into the non-disputable level 5 area.

Level 7 - The Transpersonal:

This relates to the epistemological area or universe of discourse concerned with people as e.g. ‘spiritual beings’ or with the world soul. Beyond rationality, facts, and even theories are president regions of dreams, ‘direct knowing’, altered states of ecstatic consciousness, the spiritual, the meta-physical, the ‘quantum chaos’, the mystical, the essentially paradoxical, the unpredictable and the inexplicable.’ 
The physiological 

Level one:

Through the ‘body’ or ‘soma’ and its physiological and biological functions we experience being, state of being as well as we constantly exchange information for and from the environment – either in awareness or not. It refers to sensation, to our first nature and pre-dispositions.
The centrality of relationship is based in the biological nature of the human being. E.g. babies cry when other babies cry. This is called visceral empathy, which means that we feel pain of others in our body and souls- much experienced in group therapy situations and/or intense real life situations (Clarkson, 2003). Relaxation techniques, massage, body exercises, Pilates, desensitization are a few of the methods that are mainly located at this level.

The emotional 

Level two: 

Human beings seek and need security, certainty, a feeling of belonging. Of course foetal life is not necessarily blissful, but many have experienced a sense of yearning for a return to oceanic feelings (Grof, 1988), for being held, being connected in a fundamentally accepting way. This refers to the emotional aspect of the spiritual. People share certain very strong feelings of awe, love and empathy. It is possible that people long for experiences in relationship which remind them, or perhaps even access, those pre-verbal, early experiences of participation mystique (Sullivan 1954). 

Some ways focusing primarily at the emotional level and aiming to the cathartic release of emotion are: the bioenergetics, the gestalt techniques, the expressive psychotherapy approaches, psychodrama, and visualization techniques to influence psycho - physiological states.
The nominative 

Level Three:

This is the level where people use words and images to portray their experiences. Pathology is no longer seen as residing in conscious, or in the unconscious but in the structures of language. Indeed, the very term “psychotherapist” seems to be inadequate, for the therapists do not attempt to heal some interior “psyche”, but work with language and, as masters of conversation, heal with words (Kvale 1992:49).
Some approaches that are working mainly on this level are Neurolinguistic Programming, reframing (Bandler and Grinder, 1982); Rogers’ (1986) reflective process, the naming and labeling of experience under headings of diagnostic categories also belong to this level.

The normative

Level four: 

This is where the person exists in the group, in the team, in the church, in the organization as a social and cultural being. It deals with the normative aspects of religious, spiritual or valuing approach to life. People’s ethics, social beliefs, morals and values are not always subject to logic, but to a different realm of knowing. Values are not formed by impulse, thoughtless action, following the crowd or blind acceptance of other’s values. Full values are formed by a process that involves one’s feelings, thoughts, desires, actions, and spiritual needs. It is a dynamic formation not a static one. (Smith 1977:7)  On this level, lies our need to belong to the group. Transgression at this level could lead to shame, expulsion or even banishment.  Weber and Foccult demonstrate that the historical process of individualization reflects a change in societal control rather than a freeing of the individual from social authority (Sampson 1988; Holdstock 1990:113). 
It is the level where people take parts according to their present beliefs and values, e.g. who are the good guys, who are the bad guys and where do you place yourself. 
The rational 

Level five: 

A thorough understanding of issues at level 5 will almost certainly lie within the paradigms of logical puzzles and discourse. It pertains to those facts, structured logical arguments and consensually agreed definitions of reality that can be established by experimental reproduction and recourse to cultural authorities such as dictionaries or contemporary books of logic which will settle argument – if it is actually at this level. The assumption that level 5 rational discourse represents the only important discourse to be elevated above all other six, in endemic in Eurocentric Societies.

The theoretical 

Level six:

This is the seat for narrative. Everybody is telling their story here. This level is particularly difficult for anyone wishing to think that their story is the only story and should be believed by everyone. At this level there is a propagation of stories, demands, criticisms and explanations. It is to be logically and epistemologically distinguished from level 5 which is the consensual realm of probabilities and facts. A common categorical error is to present a theory as a fact (i.e. as level 5 information). Narrative therapy, Reflective and Therapeutic Writing and the teaching tales of Milton H. Erickson primarily work at this level.
The transpersonal 

Level seven:

This level acts like a holding vessel for all those phenomena, experiences and world-views that are not currently explicable and they cannot belong within the other levels. That level can be characterized as being beyond yes and no, beyond causality, beyond either/or, beyond duality. It draws on the concepts of synchronicity as described by Jung, quantum physics, chaos and complexity theory. Existential awe, ecstatic experiences, collective ‘peak moments’, the paradoxical, the mystical are some forms of trans-personal (beyond ego) experiences and belong at this level. 
The healthy human being will function well and tend to realize potential on all of these levels. Psychopathology can be conceived of in terms of a person’s confusion, conflict or deficit between or within structures and dynamics at these seven levels (Clarkson, 1993). 
The following figure presents a basic pictorial representation of the seven-level model in the psychotherapeutic context.
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 The seven-level model, ‘tube’ 
Within the psychotherapeutic context. 
CASE PRESENTATION

This case study describes the client’s therapeutic journey within the framework of the Seven-level Model used, as an essential tool for the client’s therapeutic journey and for the therapist’s navigation of therapy. The real name and other biographical details of the client have been changed for ethical reasons.  Maria (a pseudonym) was referred to me by her family physician. She picked up my brochure in his office and enquired about my private counseling practice as opposed to waiting for NHS (National Health Service) counseling – (she had been already waiting for about 6 months.)

PRESENTING COMPLAINTS

Maria presented as suffering from depression and as she said, “she was being anxious all the time”.  Maria was in therapy for four weeks when she started expressing suicidal thoughts, while she was waiting for an appointment with her physician. Prior to commencing treatment Maria was asked to complete Beck Anxiety Inventory (BAI) (Beck & Steer, 1990). She scored 33 at the initial test. Once we had quantified her anxiety level, we moved on to establish our working alliance, which was 12 sessions, all at the same time and the same day of the week. Her physician had prescribed a selective serotonin re-uptake inhibitor as an anti-depressant, which she took for two months concurrently in therapy with me.

Her second score (a month later) on Beck’s Anxiety Inventory had reached 45 (whereas a score that exceeds 36 is potential cause for concern). At this point I found it necessary to contact her physician. After having her permission to do so, I had a telephonic conversation with him about Maria’s depression and co-morbid anxiety state, which was confirmed by him. He said that he was monitoring her use of the medication and that she would complete the course of tablets within the following month. During the same week, Maria was to undergoing further medical tests in order to explore the cause/s for the constant pain in her abdomen'. She disclosed to me that she was hoping to find the reason for her pain and she was looking forward to her results.

HISTORY

Maria is a thirty five year old woman coming from a South American background. She has lived in UK since the age of twenty seven. She is the middle sister of three. The eldest sister is married and has a son, which Maria loves dearly. Both parents are alive, and live in the country of origin. All sisters are resident in the same city in England. Within her cultural framework, the family plays a major role in the individuals’ life. Maria is employed as a care worker. . As she says, “she hates her job, but it pays the bills.” Her dream is to be a sculptress, but she does not believe this can happen since, as she said, “how would she be able to afford?”

ASSESSMENT

Maria presented dressed in accordance with the current fashion. She smells clean, her hair is a bit disheveled, her fingernails trimmed and her shoes practical. Her dress style is appropriate for her job as a care worker for adults with learning and behavioral difficulties, and her age.

Maria’s English is not quite fluent even though she has been living and working in the UK for 10 years. At times, it helps that I have a rudimentary knowledge of her mother language. This facilitates our verbal communication, but also contributes significantly into the establishment of rapport between us. 

She says that her depression started following an abortion she had ten years ago as a result of an “accident pregnancy”, as she called it. She only knew the father for four weeks or so. He was an alcoholic. Maria comes from a catholic family and she feels that she is being punished. Her parents do not know about the abortion. Maria still attributes her abdominal pain to the abortion even though her physician has given her all the relevant medical tests, in order to explore the physical part of her problem.  It felt to me as if Maria was not able to allow herself being well and that she was carrying all the psychological pain and baggage on her body. Most of this pain was anchored around her lower stomach. 

Her physician has prescribed anti-depressants, which she takes daily. Because this would skew the results, I did not administer a depression test at this time as she presented as somewhat emotionally ‘flat’ and apathetic. This expressed itself in her displaying poor emotional expression and not being really in touch with her feelings.

CASE CONCEPTUALIZATION

This case study is based on Clarkson’s Seven Ontological and Epistemological Levels utilized as brief therapy for anxiety and depression. We utilize the seven-levels as a thinking tool, thus forming a map to navigate the therapeutic process and to create an activation-based treatment manual.
Recent data indicates that behavioral activation interventions may effectively be utilized to alleviate a patient’s depressive symptoms, Hopko, Lejuez,, Le Page,. & McNeil, (2003) ,Jacobson, Dobson, Truax & Adolis (1996) and Lejuez,  Hopko, Lepage, Hopko & McNeil (2001)

COURSE OF TREATMENT AND ASSESSMENT OF PROGRESS 

Treatment consisted of 12 sessions, after an initial period of two sessions in order to carefully explain the therapeutic journey to the client and to ensure that she fully understood. During this time we ran a “test period” to establish her proficiency and ability to write English, since this would be useful as part of her tasks we agreed she would do as homework. We commenced slowly by initially only adding one or two tasks per domain e.g., on theoretical level 6, she was to write the story of her week.  

Although in this case study the anxiety and depression are co-morbid, I decided to utilize behavioral strategies in much the same way as those used in the context of individuals with clinical depression because of the interrelatedness of anxiety and depression ( Merikangas, K.R., Risch, N.J. & Weissman, M.M. (1994) and 
Mineka, S., Watson,D. & Clark, L.A. (1998).

Maria said that she only started feeling well, since I suggested to her to drink a bio-yogurt like “Actimel” on a regular basis (there is a very positive advertisement on TV about it at the moment). Taking into account research evidence suggesting links between anxiety and gastrointestinal disorders (Shaw et al., 1997),                                                                                                                                                                                                   this was a reparative intervention on the physiological level as well as a prescription for action, one of the important elements in healing practices. Frank and Frank (1993) based on research evidence suggested that four essential factors are needed for effective psychological healing to occur: (a) the therapeutic relationship, (b) a dedicated space and time, (c) a prescription for action and, (d) a culturally congruent narrative. In Maria’s case it seemed that all these elements were actively working. 

Most of the tasks created were ideas generated from our conversations during the sessions and were adapted to Maria’s particular needs e.g., Maria said that she did not feel she had enough free time to exercise and this was negatively affecting her on physiological level 1. Exploring for ways to fulfill her need I asked if she could walk to and from work and if so whether this could work as a constructive task for her. She found it a good idea and a good task to have.

Week by week, we jointly added more tasks to her chart. Many of the tasks were drawn from her “story” of the previous week. For example during the third session, Maria said “I feel a frustration from being a sculpture”.  I invited her to explore a bit on this and it was transpired that she meant although she is a sculptress she has no avenue to explore this in this country. So, we added visits to the galleries to her Transpersonal level activities and sculpture classes to her Normative level activities as this would also be a place where she could meet like minded “friends” and also possibly fulfill some of her Nominative level needs.
Below is a sample of Maria’s activation based treatment manual scheduling tasks and activities. In the planning process the therapist was deliberately recognizing and using all seven levels.

	Level
	Activity
	Ideal Goal
	Week 1
	√

	
	
	Number
	Time in

minutes
	Number
	Time in minutes
	

	Physiological
	Exercise
	7
	30
	2
	30
	

	Emotional
	Watch a comedy on TV
	2
	n/a
	1
	n/a
	

	Nominative
	Phone your parents 
	2
	30
	1
	15
	

	Normative
	Go to the cinema with a friend
	1
	n/a
	1
	n/a
	

	Rational
	Right down your plan for next year
	5
	45
	3
	45
	

	Theoretical
	Write the story of your week
	1
	60
	1
	60
	

	Transpersonal
	What is it that gives meaning to your life?
	5
	30
	2
	30
	


Table 1
As Maria became more proficient at telling her story, she began to understand it more and to take more ownership of it. This was therapeutically very important since Maria started taking responsibility for her situation and feeling she was gaining more control over her personal choices. She gained more life force –Physis
- through the experience of being able to express and transform her pain into prose and speech, within the context of our therapeutic relationship.
On physiological level one:

Feeling inspired, Maria knows/understands she is worthy of care, so she eats properly, sleeps enough and exercises her body regularly, which in turn helps her to maintain emotional stability allowing her to comfort and take comfort in others.

On emotional level two 
Maria feels much more connected with her inner self and as a reflection of this with her behavior and actions. She also feels more in touch with her family members and friends with whom she has kept contact throughout her therapeutic process. As she was re-kindling herself, old relationships seemed to re-kindle as well. This resulted in a genuine feeling of connection, belonging and caring within her inter-personal relationships.

On nominative level three
There was a change on the nominative level as well. Maria’s use of language/words and images was gradually altered throughout therapy. She started describing her experiences more richly than before using more positive and delicate images, coloring the way she sees others, ensuing in a change of heart towards her job. “ In job the people I  to care for look like… need me and some to love me.”
On normative level four 
She was able to integrate her values and culture into her “here and now”. Maria could now “normalize” her experiences and learn to cope with the ones she did not like, but could not change. Maria’s social life was pretty poor for quite a long time, a far from rare phenomenon in people who feel depressed. In a study of depression in young married women on a London housing estate John Birtchnel (1988), found that high scorers had fewer friends among the neighbors. She now stated that she started making friends from her work environment and it seemed that she socially started to become more active and a part of the team. She opened up to new professional options at her work and a possible promotion occurred. 

On rational level five

Maria could now sort out the facts once she had externalized them by putting them on paper. Hereby enabling her to see what options were realistically available to her. Here she could rationalize and look at “what is the worst that could happen” and “how likely is this?” Learning to do simple reality testing to life situations, learning to take into account the facts and give them equal or almost equal importance and weight with emotions, helped Maria to moderate the illusionary exaggeration of emotions and fears and keep quite a good contact with real facts and the real emotions and fears involved. It seemed that a good and solid base for a long-term coping mechanism was being shaped. 

On theoretical level six
Maria could work out her own explanation of her situation. Maria was utilizing her own creativity to address both her void of depression and also the paranoia of her anxiety. Maria could now change her narrative; write her own story from a new perspective and in a sense create her own fractal, which both made sense of her past and inspires her future and vice versa. Once she had written about the situation surrounding the abortion in her story, which included a letter to the unborn child, she could move into the transpersonal level and forgive herself and accept forgiveness.

On transpersonal level seven

Maria was tapping into her pain and capturing it in her art, which resulted in a great sense of creativity and self-expression. She could take her inner pain and transform it into something concrete. At last she could find inspiration for her love – sculpture. 

Now, she felt like something worth treasuring and so worth nurturing physiologically and so the levels start to feed each other. As she started experiencing herself more as a whole, as a worthy person, who could be and feel accepted, included and secure, her anxiety vastly diminished and her depression significantly decreased. 

Measuring her change on the Hospital Anxiety and Depression Scale (HADS) (Snaith, R. P. and Zigmond, A. S. 1994), her scores were Anxiety 7 and Depression 3. Both these scores are within the “normal” range, which is between 0-7.  Her results on Quality of life enjoyment and satisfaction questionnaire short form (Q-Les-Q-SF)( Endicott 1993) reflect that on a scale of 1-5 for 17 questions, she answers all but two as either Good or Very Good. Taking into account that Maria’s initial score on Beck’s questionnaire was 42 (with scores exceeding 36 being a potential cause for concern) I evaluated this as a significant improvement. I saw this as indicative of her perception regarding her quality of life and well-being after therapy as well as a positive therapeutic result from the perspective of a clinical test commonly utilized within the National Health service in the UK. It should be noted here that psychotherapy in combination with the medication had possibly a facilitative effect to Maria’s therapy as research also suggests in the case of depression.
COMPLICATING FACTORS

The major complicating factor was the cultural especially regarding the fact that English is not her mother language. This was worked out by integrating this difficulty into her aim to improve her written English skills. Maria practically needed –and therefore she was given- additional time in the session, because it was difficult for her to articulate and freely express herself verbally through a language that was and felt foreign to her.

FOLLOW UP

After discharge from weekly therapy, we agreed to three monthly follow-ups, then a follow up three months later, followed by one six months later and the finally, one twelve months thereafter should she feel she would like this.

CONCLUSION
Having explained the seven levels , we moved on to explain each level individually. Then, once the reader had an appropriate understanding , we proceeded to include a case study to demonstrate one of the numerous possible applications of the model.
Maria’s 7 level changes to a more positive state shapes new fractals, opens new portals to new kinds of perception of the self, the world, life and therefore gives new meanings to these, relieving her depression.  These new thinking paths and fractals were born or stimulated or enhanced through the dynamics of our therapeutic relationship and process. According to the fractal principles these new material should may never stop evolving, even when the actual relationship practically ends.

Clarkson’s seven – levels model is an efficient thinking tool or map, which can greatly facilitate the therapist to deal effectively with the complexity of the psychotherapeutic relationship. Of course it can be utilized in many other fields and contexts (e.g. personal, organizational) too.
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APPENDIX

	Activation Based Treatment Manual -  Client Name:
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Ontological & Epistemological Levels








� ONTOLOGY: (From the Greek words on=being and logos=word/speech). “Generally, an aspect of metaphysical inquiry concerned with the questions of existence apart from specific objects and events.” (Reber A.S. & Reber, E. 2001) 





� EPISTEMOLOGY: (From the Greek words episteme=to know well/science and logos=word/speech). “The branch of philosophy that is concerned with the origins, nature, methods and limits of human knowledge.”  (Reber A.S. & Reber, E. 2001).











3 The word “fractal” was coined by Benoit Mandelbrot to describe in a mathematical pictorial way the phenomenon of a repeating pattern- elements of the whole are repeated in every fragment, and spiral off each other towards creative evolution. Primarily fractal meant self-similar. Self-similarity is similar across scale (micro-scale, meso-scale, macro-scale). The name fractal implies recursion, pattern inside of pattern (Gleick, J. 1989:103).





�Physis can be understood to be the life force, or élan vital, which is the term that Perls and his colleagues used. Physis was first named by the pre-socratic Greeks as a generalized creative force of Nature (Guerriere, 1980). It was conceived of as the healing factor in illness, the energetic motive for growth and evolution, and the driving force of creativity in the individual and collective psyche (Clarkson, 2005).
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