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Sleep disturbances are a relevant symptom in post-traumatic stress disorders. Among these, nightmares play a central 
role in the maintenance and worsening of clinical symptoms. Bothered by nightmares, traumatized patients have frequent 
awakenings and this favors the overall symptoms of the disorder: lack of concentration, dissociative phenomena, sense 
of irreparability. At the same time, nightmares can be a powerful resource in treatment. Thanks to their content, it is 
possible to work on the patient’s pathogenic beliefs and facilitate the processing of the traumatic event. This article 
describes a therapeutic intervention that involves the work on the dream content and, through a clinical exemplifi cation, 
describes the clinically relevant nightmares and the work done on their content.
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1. INTRODUCTION
In the wide range of post-traumatic 

symptomatology, sleep disturbances are very 
important (Forbes et al., 2001; Kilpatrick et al., 
1998; Neylan et al., 1998; Aurora et al., 2010) 
and consist of diffi  culty falling asleep, in sleep 
maintenance and nightmares (Harvey et al, 
2003). These consequences are part of a typical 
response to trauma (Pillar et al, 2000) and they are 
listed by the DSM both within the symptomatic 
cluster of reexperiencing the traumatic event 
(Cluster B) and within the cluster of symptoms 
related to hyper-arousal (Cluster D).

Several studies have investigated the dream 
content of nightmares in PTSD (Mellman et al, 
1995; David & Mellman, 1997; Mellman et al, 
2001; Schreuder et al, 2000) and they revealed 
that this is not just an exact replication of the 
trauma (Schreuder et al, 2000). In nightmares are 
refl ected the intense emotions associated with 
the original experience of the traumatic event, 
such as impotence, guilt and shame (Mellman et 
al, 2001; Esposito et al, 1999).

In this regard, Joseph Weiss (1993/1999) 
cites an interesting research about the dreams of 
prisoners in Vietnam which highlights how their 
content varies according to the period in which 
the person was situated (capture, imprisonment, 
release), thus highlighting their strong reactive 

function to the traumatic event and, above all, 
their adaptive role for the traumatized subject.

Starting from these observations, this article 
aims to describe the use of dream material 
within a psychotherapeutic treatment of a patient 
visited in an outpatient service of the Crossing 
Dialogues Association. This service was 
delivered as part of the project “Implementation 
in a Public Mental Health Service of the Italian 
Guidelines for refugees and asylum seekers 
victims of torture and other forms of intentional 
violence”.

A CLINICAL EXAMPLE: ASAD
Asad is an asylum seeker of Egyptian origin 

arrived in Italy to escape atrocious torture 
and violence after being captured and locked 
up in a maximum security prison on charges 
of subverting the state. The tortures suff ered 
by Asad add up to other traumatic events 
experienced throughout his life, contributing 
to a development of Complex Post Traumatic 
Disorder (CPTSD). The symptoms are:
•Re-experiencing traumatic events through 
vivid and intrusive memories, fl ashbacks and 
nightmares;
•Avoidance of thoughts, memories and external 
stimuli associated with the trauma;
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•Hypervigilance and exaggerated alarm 
response;
•Diffi  culty in emotional regulation and impulse 
control;
•Self-destructive conduct (alcohol and drug 
abuse);
•Dissociation;
•Self-perception as undesirable, weak, helpless, 
damaged.

During the treatment of Asad, sharing the 
nightmares was of great clinical benefi t. We see 
two examples:
“I am in my home, in Egypt. I’m in the kitchen reading 
the saga of my favorite books from my childhood. In 
front of me is my mother, she is folding clothes. My 
father is not there, but I know that he is upstairs in his 
study. Everything seems calm but I feel that something 
is wrong. In fact, suddenly I hear something banging 
hard on the window in front of my chair. I raise my head 
to see what happened, but I don’t see anything and then 
I start reading again. But I still hear the same noise and 
raise my head. In passing, I see a black wing outside 
the window, like that of a bat. Suddenly I feel weird, I 
change chairs and go back to reading. But a new window 
pops up in front of me and I hear the same noise on that 
one again. I raise my head and this time I see a black 
ear, also like that of a bat, but it is bigger. Then I get up 
and change room. I turn my back to the only window of 
the room. But I still feel a stronger blow. I don’t want 
to turn around, I change room another time. Yet, the 
more rooms I change, the more windows appear. I get 
up all the time! I’m tired, I’m tired of changing chairs or 
rooms, I just want to read my book. I get angry. I throw 
the chair on one of these windows and start yelling: 
“instead of following me why don’t you come in and 
show up? I’m ready!” 

With this dream Asad communicates to the 
therapist that his conduct of avoidance of all that 
remembers the trauma have costs: they don’t let 
him do what he would like (reading the book); 
moreover, these are tiring strategies (“I’m tired 
of changing chairs or rooms”). Furthermore, 
Asad now seems to be aware of the uselessness 
of this strategy (“the more rooms I change, the 
more windows appear”).

In light of this, it therefore seems that Asad 
wants to deal with the memories of the trauma, 
and by sharing this dream to the therapist, he 
communicates to her and to himself that he 
is ready to deal with it in order to process it 
(“instead of following me why don’t you come in 
and show up? I’m ready!”).
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In fact, the therapy continues with phase 2 of 
the treatment: the processing of traumatic events.
“I am still in Egypt, but this time I am in the house 
where my father left me alone, literally forgot me while 
I was looking for my toys. In the dream, I’m back to get 
my toys and I’m looking for my favorite toys in a large 
box. In the dream you are there too. I am very agitated 
but you tell me that I can take it easy, because you are 
waiting for me in the other room, and that you will wait 
until I fi nish, and that we will go away together.
I feel a big annoyance. I tell you that you have to go 
away, I scream at you with all the voice I have that you 
have to leave my house immediately. But you don’t go 
away. Then I start breaking everything in the boxes: I 
take it out, I throw it to you, but I never hit you. But 
now you are afraid and you tell me that you go to the 
other room and that you will wait for me, but I know 
that you are lying. And in fact I hear the main door 
close, I look out and I am alone, you are gone. I sit on a 
chair in my old bedroom. It’s all dark now. One of my 
uncles comes in, he is an uncle whom I have not heard 
from for years, indeed he may even be dead. He stands 
at the door and tells me that I don’t have to cry, that I 
deserve it because I’m a horrible person. He tells me 
that he too will go away soon because I don’t know how 
to behave well with people, I’m too strange, I’m crazy. 
I have a superpower: with a wave of my hand I manage 
to throw him away, out of the room and I can lock the 
door with my thoughts. I am closed here, alone. But I 
feel so guilty”

Asad communicates this dream the session 
after the therapist had proposed to use an Imagery 
Rescripting technique (Arntz 2011, 2012) in the 
next session. Asad says: “maybe I shouldn’t tell 
you, I feel so stupid to have had such a dream but 
I really want to tell you because I’m afraid”. But, 
after having listened to the dream, the nature of 
his fear immediately becomes clear: the fear 
that, if he had not shown his great suff ering due 
to this rejection, it could somehow be realized, 
especially in the rescripting phase during the 
following session.

Indeed, this dream seems to be a warning, 
both for the therapist and for the patient. For 
the fi rst, it seems to act as a coaching to make 
the therapist understand what to do during 
rescripting and, more generally, in cases like 
this one. For the second, it seems to show how 
adherence to his pathogenic beliefs (relating 
to self-hatred) interferes with the achievement 
of his healthy goals (love, inclusion). On a 
general level, the dream appears to be a clear 
complacency with respect to the sense of guilt 
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from self-hatred, developed through Asad’s early 
interpersonal relationships, in particular with the 
paternal fi gure, an extremely critical, devaluing 
and emotionally absent fi gure.

Those who have this type of sense of guilt are 
in fact characterized by a profound self-loathing 
and by the belief that they do not deserve the love 
and respect of others, that they do not have the 
right to be happy and satisfi ed with themselves, 
that they deserve rejection, accusation and 
neglect (Gazzillo, 2016). It’s the guilt you feel 
for being the way you are, inherently wrong, 
and the ending of this nightmare describes it 
perfectly.

From this perspective, Asad’s “superpower” 
appears extremely interesting, something 
“special” but negative and harmful: the 
superpower of alienating everyone, which seems 
to be a clear reference to his “intrinsic fl aw”. 
What Asad really wants is instead to lose this 
power, to disconfi rm this belief; he would like 
that someone can stay with him, that the therapist 
does not act like his father in that memory. This 
seems to be deduced also from the fact that, after 
all, in throwing everything at the therapist to 
send her away, in reality he never really hits her.

CONCLUSIONS
Dreams represent an interesting clinical 

opportunity, in particular with post-traumatic 
patients who report nightmares very frequently. 
Indeed, they represent an extremely relevant 
symptom for the diagnosis of PTSD. Used in 
therapy, the nightmares of patients with PTSD 
can favor the processing of the traumatic 
experience, thus becoming a powerful access 
to it and allowing the patient to master it. 
Through the work on dreams, the patient can 
develop greater self-awareness, awareness of 
his problems and increase his/her resources. At 
the same time, through the analysis of dreams 
the clinician can obtain and return valuable 
information to the patient. Moreover, dreams can 
be a guide for both the therapist and the patient to 
develop an eff ective and shared treatment path. 
Indeed, dreams can lead to new insights and 
new opportunities to disconfi rm the pathogenic 
beliefs related to trauma.

44

Acknowledgments: This study is part of Crossing Dia-
logues clinical activities supporting asylum seekers in 
Europe. It was supported by the Open Society Fundation 
(OSF), Project Grant OR2019-62330

REFERENCES
Arntz A. (2011) Imagery rescripting for personality disor-
ders. Cognitive and Behavioral Practice, 18:466-481.

Arntz A. (2012) Imagery rescripting as a therapeutic tech-
nique: review of clinical trials, basic studies, and research 
agenda. Journal of Experimental Psychopathology, 3:189-
208.

Aurora RN, Zak RS, Maganti RK, Auerbach SH, Casey 
KR, Morgenthaler TI. (2010) Best practice guide for the 
treatment of REM sleep behavior disorder (RBD). Journal 
of Clinical Sleep Medicine, 6:85-95.

David D, Mellman TA. (1997) Dreams following hurri-
cane Andrew. Dreaming, 7:209.

Esposito K, Benitez A, Barza L, Mellman T. (1999) Evalu-
ation of dream content in combat‐related PTSD. Journal of 
Traumatic Stress, 12:681-687.

Forbes D, Phelps A, McHugh T (2001) Treatment of com-
bat‐related nightmares using imagery rehearsal: a pilot 
study. Journal of Traumatic Stress, 14:433-442.

Corresponding Author:

Dr. Marzia Albanese
Crossing Dialogues Association
via Trapani 20
00161 Rome (Italy)
Email: albanese@apc.it
Telephone: +39-3491815320

Copyright © 2021 by Ass. Crossing Dialogues, Italy

Gazzillo F. (2016) Fidarsi dei pazienti: introduzione alla 
Control Mastery Theory. Raff aello Cortina Editore, Mi-
lano.

Harvey AG, Jones C, Schmidt DA. (2003) Sleep and post-
traumatic stress disorder: a review. Clinical Psychology 
Review, 23:377-407.

Kilpatrick DG, Resnick HS, Freedy JR, Pelcovitz D, Re-
sick P, Roth S, van der Kolk B. (1998) The posttraumatic 
stress disorder fi eld trial: evaluation of the PTSD con-
struct: criteria A through E. DSM-IV sourcebook, 4:803-
844.

Mellman TA, Kumar A, Kulick-Bell R, Kumar M, Nolan 
B. (1995) Nocturnal/daytime urine noradrenergic mea-
sures and sleep in combat-related PTSD. Biological psy-
chiatry, 38:174-179.

Mellman TA, David D, Bustamante V, Torres J, Fins 
A. (2001) Dreams in the acute aftermath of trauma and 
their relationship to PTSD. Journal of Traumatic Stress, 
14:241-247.



DIAL PHIL MENT NEURO SCI 2021; 14(2):42-45

Albanese, 2021

45

Neylan TC, Marmar CR, Metzler TJ, Weiss DS, Zatzick 
DF, Delucchi KL, Schoenfeld FB. (1998) Sleep distur-
bances in the Vietnam generation: fi ndings from a na-
tionally representative sample of male Vietnam veterans. 
American Journal of Psychiatry, 155:929-933.

Pillar G, Malhotra A, Lavie P. (2000) Post-traumatic stress 
disorder and sleep - what a nightmare!. Sleep Medicine 
Reviews, 4:183-200.

Schreuder BJ, Kleijn WC, Rooijmans HG. (2000) Noctur-
nal re-experiencing more than forty years after war trau-
ma. Journal of Traumatic Stress, 13: 453-463.

Weiss J. (1993/1999) Come funziona la psicoterapia. Bol-
lati Boringhieri, Torino.


