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Abstract Under a neurophysiological framework, the Porges ‘polyvagal theory and the Rispoli’ Neo-
Functional perspective provide two different approaches in analyzing adaptation responses 
to the environment, socio-affective and communicative behaviors and psychotherapy in 
the trauma treatment. In Porges’s phylogenetic model, the vague functioning follows a 
hierarchical sequence of adaptation, attack-flight, and immobilization responses. Rispoli’s 
Neo-Functional perspective, instead, while not denying the phylogenetic evolution, con-
trasts with the hierarchical separation between the two levels of functioning – dorsal vagal 
branch and ventral vagal branch – an integration of their functioning according to the 
systemic view at the base of global functioning and multidimensional of the Self. It has 
been shown that the perceived confidence status is activated both in vagotonia and slight 
sympathicotonia conditions.

Introduction
This article aims to review the scientific contribution 
posed by Stephen Porges’ polyvagal theory from a dif-
ferent perspective. According to this theory, our social 
and defensive behaviour traces back to the adaptive 
evolution of the ANS, specifically, in the function-
ing of the vagus nerve. As is known, the vagus nerve 
intervenes in the expression of many psychological 
and physiological behavioural aspects associated with 
social interaction. It is the tenth cranial nerve that 
circulates the periphery and is also a two-directional 
channel comprising specialised motor and sensor cir-
cuits that participate in regulating the visceral state.

Porges takes into consideration the phylogenetic 
changes in the structure of the vagus nerve and the role 
it plays in the neural regulation of the visceral state.

This theory originates from MacLean’s scientific 
heritage and the contribution he made in defining 
the evolution, as an organising principle, of both the 
structure of the nervous system and of social adapta-
tion behaviour (Maclean 1984).

The polyvagal theory
Porges’ polyvagal theory affirms the importance of the 
phylogenetic origins of the neurovegetative structures 
that regulate social and defensive behaviours – espe-
cially in traumatic situations, in which he believes that 
there must be a continuous intent to restore condi-
tions of confidence – conditions that (according to his 
research) are compromised in individuals with autism 
and severe psychiatric disorders.
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From his point of view, any treatment process, in 
order to be effective, requires, alongside a good rela-
tional reciprocity, the patient‘s perception of feeling 
confident (Porges 2001).

Specifically, he links the evolution of the autonomic 
nervous system to emotional experience, emotional 
expression, facial expressions, vocal communication 
and effective social behaviour (Porges 2016).

The theory is based on the assumption that adaptive 
behaviour relies on three neural circuits, each of which 
supposedly represents a different phylogenetic stage of 
the autonomic nervous system in vertebrates, each con-
nected to a different feedback system affected by the 
vagus nerve.

Each stage presumably corresponds to a distinct phy-
logenetically ordered subsystem, linked, for behaviour, 
to social communication (facial expression, vocalisation 
and listening), mobilisation (fight/flight behaviour) and 
immobilisation (feigned death, vasovagal syncope and 
complete behavioural shutdown) (Porges 2001).

According to Porges, the phylogenetic order in 
which these neural circuits have emerged represents a 
response hierarchy in mammals, for which the most 
recent neural circuits first respond. The most recent 
phylogenetic system links the myelinated vagus nerve 
to the structures of the SES (social engagement system), 
facial muscles and head (Porges 2016).

Neo-Functionalism
For the Neo-Functionalism and Integrated Systems 
approach, however, it is not possible to support and 
accept the phylogenetic hierarchisation given that, as 
we shall later clarify, it places the functioning of the 
sympathetic and parasympathetic nervous system in 
diachronic antagonism and does not take into consider-
ation the existence, in human functioning, of the polari-
ties with all the related nuances (ranges), in addition 
to Basic Self Experiences (BSE), i.e., the fundamental 
ways of perceiving the Self in world, which are specific 
and suitable to each situation. Finally, it does not take 
into consideration our functioning in an integral and 
non-hierarchical way (Rispoli 1993; 2004; 2010; 2016).

According to the Neo-Functional approach, this 
does not mean that it negates the principles of phylo-
genetic evolution, but rather questions strictly hier-
archical, dichotomous or triadic points of view [such 
as that of McLean or the framing of David Boadella’s 
embryological model (Boadella 1987)] which appear to 
be reductive compared with the holistic and systemic 
view that is at the base of the overall and multidimen-
sional functioning of the complexity of the Self (Rispoli 
1994; 2004; 2016).

It should be recalled that the Self is the organisation 
of all Functions (or even Integrated Systems) of the 
living organism and that the basic Functional Processes 
are the ways in which the Self is perceived in the world. 
The integration of the Self is original and the meeting 

of basic needs, in relation to the environment, increases 
and develops all abilities and potentials of a child. The 
Functions, quoting Rispoli: “are not part of the organ-
ism…; is the entire unity and globality of the Self that is 
expressed and revealed each time in all its various Func-
tions” (Rispoli 1994; 2004; 2016).

In fact, according to this view, the functioning of the 
human being takes place on several planes and levels, 
which, in addition to being interconnected, are also 
dynamically integrated and interrelated (see diagram 
of the Systems Rispoli 2016). In essence, the response 
hierarchy excludes the systemic complexity of the over-
all functioning of the human body, remaining on an 
organicistic view, of the before or after, of the cause or 
effect, and does not include the overall interfunctional-
ity of all of the Integrated Systems characterising what 
Rispoli defined as the: “single integrated meta-system 
complex (Rispoli 2016)...”.

Integrated system and vagotonic 
collapse
Therefore, in relation to clinical applications for the 
polyvagal theory the interpretation of abnormal social 
behaviours is almost entirely related to the physiologi-
cal state, and mobilisation and immobilisation behav-
iours would therefore constitute preservation strategies 
for a person in danger, a danger that can become ter-
rifying. In this view, social behaviour would be an 
intrinsic property of the autonomic nervous system and 
threats to survival would lead to a regression (dissolu-
tion) of the nervous system, from the more recent posi-
tive attitudes of social behaviour to the more primitive 
“fight-flight” or immobilisation responses to avoid the 
confrontation altogether (Laborint 1985; Porges 2001; 
Bessel Van Der Kolk 2015).

Undoubtedly, in a context of extreme danger with 
associated traumatic shock, there may be an excessive 
activation (hyper-arousal), such that the sympathetic 
system may cause maladaptive reactions, such as panic 
and freezing. However, according to the Neo-Func-
tional view, all this is linked to the clear perception of 
the inability to react, which is associated with such a 
high level of fear that leads to immediate physiologi-
cal reactions, such as, for example, the emptying of the 
bowels. This is a vagotonic collapse which, however, has 
nothing to do with the response hierarchy, according 
to which the more archaic, dorsal vagal circuit would 
be activated; in conditions of extreme danger, it is clear 
that no action can be taken to deal with the situation 
(independently of a hierarchy of neurovegetative struc-
tures) and that, therefore, an extreme slowdown state 
occurs, which leads to immobilisation, due to a very 
high state of fear (Rispoli 2016).
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Stress
Viewed from a more general perspective, we need to 
keep in mind the functioning of stress in the living 
organism and, specifically, the presence of distress 
(chronic, permanent and therefore harmful and nega-
tive stress). In certain situations of shock, sudden 
danger too great to be dealt with, not only do we not act, 
nor go into eustress (positive stress; proactivity towards 
psychological-physical action) but, on the contrary, we 
may even faint due to the excessive and sudden transi-
tion from a condition of control and sympathicotonia 
to an “overly” strong and, therefore, non-positive col-
lapse (Seyle 1936;1974).

It is appropriate to clarify here that distress (or nega-
tive stress) is linked to traces of previous experiences 
which, at all levels (cognitive, emotional, postural, 
sensory, motor, etc.), have led to the defectiveness of 
one’s Functional filter which is impacted by the stress-
ful stimulus, be it to a mild or severe extent (Di Nuovo, 
Rispoli 2011). What we intend to emphasise is that the 
functioning of this filter, when faced with a stressor, 
depends on how, when and how much certain Basic 
Experiences (or Basic Functional Processes) comprising 
the filter are altered (up to that time). If we are encoun-
tering a condition of strong accumulation of negative 
conditions within the organism, i.e., a major alteration 
of the Functional filter, then the impact of the stressful 
event will be perceived as much more devastating and 
more serious overall (not only on the cognitive level) 
and the person will deteriorate into a general condi-
tion of persistent activation (“permanent, chronic” 
sympathicotonia), which is maintained (unknowingly) 
by chronic alterations of numerous Functions of the 
Self: the physiological systems of the neurovegetative 

system, muscle tone, perceptive thresholds, respiration, 
chronic and habitual postures (Seyle 1974; Cox 1985; 
Bottaccioli 2012; Rispoli 2016).

Therefore, freezing when faced with sudden danger 
is fundamentally linked to a collapse of control, an 
inability to deal with the event, not only in relation to 
the severity of the stressor but also because the attrition 
already in place prevents the human body from fully 
drawing upon its own resources, which are persistently 
committed to the condition of chronic stress (distress) 
(Porges 2001; 2016; 2018; Rispoli 2001; 2004; 2016).

Trauma
As regards the important discussion associated with 
trauma, it is clear that once the type of trauma and 
trace left on a psyche-soma level has been distinguished 
psyche-soma (if it concerns a single event or repeated 
abuse), the complexity of the effects that perturb the 
well-being of the person include, alongside the impair-
ment of neuroception, the habitual tendency to being 
in the dangerous situation, given that some Functions 
remain chronically activated, such as muscle tone tend-
ing towards hypertonicity, rapid thoracic breathing, the 
emotion of fear and worry, stiffening of posture and 
movement (Ogden et al 2006).

In fact, it concerns an alteration not only of Func-
tions of the Self, but of the Basic Functioning on which 
the trauma has had an impact, alterations involving the 
hyperactivation of the neuronal pathways, neuroveg-
etative pathways, certain neurotransmitters, respiration 
(in the thoracic sense), pain perception thresholds, etc. 
The individual Functions remain altered if the Basic 
Functional Processes are altered too. 
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BESs or Basic Experiences of the Self, are a set of Functions, each 
of which assumes a certain position in its own range, between 
one polarity and the other. They are the ways in which needs are 
realised. Rispoli defined them as the building blocks on which 
life is built (Rispoli, 2004). 

The neurovegetative Function, to give an example, 
remains altered (in the sense of chronic sympathico-
tonic activation with possible vagotonic collapses) if 
different BESs are altered (due to negative life events or 
the presence of trauma or repeated trauma); further-
more, the alteration is not caused by the occurrence of 
a single, extemporaneous, challenging situation, but by 
the presence of several episodes that compromise the 
various BESs (Rispoli 1993; 2001; 2004). It is interesting 
to remember that the nervous system of a person who 
has suffered a trauma is trapped within the state of alert 
or sympathetic state, as though the danger were con-
stantly ongoing. In this case, it is necessary to consider 
to what extent and which Functions are chronically 
altered, which BESs are lacking, defiled or altered, such 
that the person loses their flexibility in moving from 
one BES to another, making it difficult or impossible 
for them to acquire Basic Experiences that are overly 
compromised (Rispoli 2010; 2016).

The functional intervention on the 
effects of trauma
As regards the treatment of the trauma, according to 
Luciano Rispoli: “our approach is far from desensitisa-
tion interventions such as EMDR; surely the application 
of techniques aims to remove a condition of complete col-
lapse, where the facial expression is that of a lost person, 
who is no longer interacting with another. Interactions 
become interrupted, undermined and considered dan-
gerous and, therefore, there is doubt that there is a need 
to restore trust in the operator, the alliance, the sharing. 
Reliving or remembering trauma is not said to be really 
curative; nor is it enough or exhaustive to think of simply 
getting the person out of the dorsal vagal state (but then 
how, if the breathing types and ways of recovering those 
that are useful for this procedure are unknown? Some-
thing that Functional therapy has long known?). None 
of this is enough: you have to bring the person – as we 
have mentioned – to work on sharing, being taken up, 
being held, etc., which is not simply confidence but has to 
do with basic Functional processes that must be immedi-
ately reactivated” (In-Depth Thematic Seminar held in 
Naples, January 2018).

Specifically, it is very important to understand, 
observe and differentiate between the patient’s feelings, 
states of calm and well-being and states bordering on 
alteration, to learn and discriminate between when 
they are calm and when they are collapsing. It should 
be recalled that the functionings in the Calm BES 
involve clearly open and positive sensations, memo-
ries are present and fluid, movements are soft, think-
ing is vague, breathing is diaphragmatic and vagotonic, 

muscle tone is not tense, as shown in the Figure 1, the 
Functional Diagram of Calm (Rispoli 2004; 2014; 2016).

In contrast, an individual suffering from traumatic 
syndrome is characterised by: chronic fear (terror) 
beyond reality, fuelled by fantasies and terrifying 
memories, a state of full alert (represented by thoracic 
sympathicotonic breathing, accelerated heart rate, 
adrenaline release, dilated pupils, frozen face and not in 
relation to others, stiff posture, almost no movement, 
cold hands and vasoconstriction), which is essentially 
extreme and chronic stress, typical of a person who 
cannot react.

In the event of this latter condition, the therapeutic 
intervention, or rather the therapeutic project, will not 
begin by immediately restoring calm, but will rather 
work mainly on dissolving other psycho-somatic dys-
functions identified based on the specific and precise 
configuration characterising that patient.

For example, in the case of post-traumatic stress dis-
order (PTSD), it should be noted that the individual is 
in an emergency situation: alongside the altered func-
tionings that the person may have, the configuration 
to which we refer is that of freezing, or immobilisation 
(Meyer et al 1993; Bergh, 2005).

We can see the difference in terms of intervention 
compared with EMDR treatment: this recaptures the 
memory through eye movement and reassures the 
person at that moment. It is a desensitisation technique 
based on decreasing the negative emotions of the trauma 
and increasing awareness and cortical control (Parnell 
2013). However, it should be remembered that humans 
do not function in this way, solely with the presence of 
awareness and rationality. With this type of technique, 
there will undoubtedly be less emotion of anguish in 
remembering the trauma, but it cannot be said that the 
person is treated as a whole. As Rispoli emphasises: “the 
importance in PTSD is restoring all altered Functionings 
in their full polarity (Rispoli 2016)”.

Rispoli – in support of what has been stated – men-
tions the sacred rite of the cave in some primitive 
populations, where it was discovered that the subject 
who needed to be helped was placed in a niche of a 
cave in which was filled with the amplified sounds of 
the priests’ voice. In that niche, the amplified sound is 
above 150 hertz. However, the most interesting discov-
ery is that “the brain does not react to all frequencies, but 
to a specific frequency, precisely at 150 hertz. At this fre-
quency, the opposite happens to what EMDR intends to 
do, i.e., it increases the person’s emotional condition with 
a direct influence on the hypothalamus in terms of acti-
vation: more emotionality and less cognition” (In-Depth 
Thematic Seminar held in Naples, January 2018).

When there is an acute emergency situation, the 
person is powerless, cannot act because they do not 
have the resources to deal with too serious a danger 
and, therefore, the reaction is of total vagotonic collapse 
(total in the sense that the condition of collapse impacts 
all systems).
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This concerns very recent trauma and ongoing 
emergency situations.

However, in the case of old trauma that the patient 
brings to therapy, when a long time has elapsed since 
the occurrence of the events that have affected him or 
her, the person is not paralysed, there is no need for 
urgent intervention on the acute traumatic condition; 
therefore, it is possible and necessary to work on the 
individual’s altered Basic Functional Processes, in order 
to restore their health and well-being. Once a child has 
become an adult, they will have recovered some Basic 
Functional Processes due to a positive interaction with 
the environment, thus being able to resume their life. 
However, it is a partial, incomplete, not an optimal, 
recovery, which, therefore, needs to be definitively 
treated in a global and overall perspective in terms of all 
Systems of the Self, without necessarily having to recall 
(to reduce the negative emotional charge) the traumatic 
event itself (Bovo 1998). 

Self-regulation
All this helps us to better understand how self-regula-
tion is a functioning that is already present in a small 
child and, to be activated, does not need the affective 
figure of reference – as Porges claims – (something that 
would, in any case, be very difficult to achieve). It is 
also understood that self-regulation can fail or change 
precisely due to the fact that the environment interferes 
negatively with the child’s development, by not facili-
tating the positive experiencing of various Basic Expe-
riences. This difficulty positively consolidates Basic 
Experiences that then lead to chronic alterations of the 
various Functions of our body (and of self-regulation), 
such as a lack of vagotonia, vagotonic collapses, lack of or 
excessive presence of neurotransmitters of activation or 
calm, etc (Bovo 2000; Hans-Rudolf & Neuhuberb 2000).

Social interaction and the various 
states of the vagus nerve
Porges states that: ”the dorsal vagal state and the state 
of activation of the sympathetic nervous system, in their 
apparent antithesis, are united by the fact that the indi-
vidual feels endangered and this does not enable them 
to get involved in a serene social interaction, given that 
the body is dealing with a threat” (Porges 2016; 2018); 
however, in this regard, we must also emphasise that 
social interaction is not just vagotonia! Once again, we 
must emphasise that our Basic Functional Processes 
have changed, with diversified Functional configura-
tions on all levels.

Regulation must not be confused with calm and 
easing. When there is no longer a danger, the individual 
does not return to a state of regulation (assumed to be 
lost) but rather of calm and easing, i.e., in a state other 
than activation and in BESs that do not involve acting 

and dealing, but letting go, recovering and tranquillity 
(Rispoli 2018).

In other words, the individual does not lose regu-
lation, but passes from one type of state to another, 
depending on what he or she intends to put in place in 
the various situations in which he or she finds him or 
herself in, according to the BES in which he or she is or 
wants to be in.

Therefore, the condition of immobility (which 
Porges attributes to dorsal vagal activation) when the 
danger cannot be dealt with, partly because it is associ-
ated with a lack of internal resources, is not a lack of 
regulation but a certain state in which the individual 
enters. Even the state of freezing defined by Porges as 
a dorsal vagal reaction (a vigilant shutdown, character-
ised by a complete cessation of movement, except for 
breaching and eye movements, sustained heart rate, 
stiff and tense muscles) (Porges 2001), for us, is an 
obvious condition – as we have already clarified – of 
chronic stress associated with very strong emotional 
components of fear, due to the inability to deal with a 
situation and loss of control (control deficit) due to the 
inability to control the situation (Rispoli 2018).

The polyvagal theory vs neo-
functionalism
By analysing the discussion related to the polyvagal 
theory, Stephen Porges studied the evolution of the 
autonomic nervous system by associating it with emo-
tional expression and actual social behaviour (Porges 
2001).

However, according to this study, the traditional 
antagonism of the functioning of the sympathetic 
nervous system compared with the parasympathetic 
nervous system is questioned from a hierarchical per-
spective of the autonomic nervous system, inspired 
by the evolutionary theory of the 3 brains by psychi-
atrist-neurologist Paul McLean who, as we shall recall, 
divided the brain into three main systems: the Reptilian 
brain (encephalic trunk), the Mammalian brain (limbic 
system) and Consciousness (neocortex) (Maclean & 
Gallino 1984). 

The reptilian brain, the oldest brain, is the site of primary in-
stincts, autonomous bodily functions, of the territory, capture 
and defence, behaviours concerning coupling, the fight-flight 
response and also those occurring in a group and that form so-
cial hierarchies. In humans (who preserve the stratifications of 
evolution) this instance can be considered the animal and most 
archaic part, in contact with primordial instincts and autono-
mous fight and flight reactions, as well as more complex reac-
tions such as competition, in complete absence of moral con-
science. REPTILIAN: cobra, predator, rapid, works with passion, 
aggressive, self-reporting, erotic hedonistic love. reptilian: body, 
breath, sensations, contractions, physicality of the experience, 
beating heart, hot/cold.
REPTILE LEVELS: 1st- territoriality, possession, aggression prob-
lems around food, digestion; 2nd- sexuality and survival serving 
the species (competition problems, shyness, fear of fighting); 
3rd- rigid maps of the territory with stereotypical and ritualistic 
behaviours (trauma), learning to get out of things that people 
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consider safe. Disorientation is typical of this pathological situa-
tion of the reptile.
4th- survival from attack by a predator (impotence, resignation, 
death plan).
The limbic system (mammalian) is the evolution of the reptilian 
part that represents a progress of the nervous system, increas-
ing the ability to face the environment, related to nourishment, 
feelings and emotions, associating external messages with en-
dogenous ones (substances produced by our body). Being the 
site of emotions, it also enables us to take care, protect, seek and 
maintain closeness, etc. With this brain, the sense of attachment 
has developed (theory forming the basis of modern psychother-
apy), which enables the survival, including the physical survival, 
of living beings through sentimental-emotional bonding and so-
cial cohesion.
La neocortex (most recent, neopallium) site of language and 
mind (images, thoughts, memories, associations, cognition) and 
of behaviours based on problem solving, which enable us to 
deal with new situations and to predict the future: cognitive and 
rational functions; creates connections between the phenomena 
that happen to us, determining their causes according to sub-
jective knowledge; includes all cognitive and rational functions.

Similarly, Porges, in his theory, hypothesised that adap-
tive behaviours rely on three hierarchically ordered 
neural circuits (myelinated vagus nerve, the paraverte-
bral ganglia of the spinal cord and the non-myelinated 
vagus nerve), each of which he suggests corresponds to 
a different phylogenetic stage of the autonomic nervous 
system. The main component involved in the vagus 
nerve itself, the tenth cranial nerve, which is a neural 
system that communicates bidirectionally between the 
viscera and the brain, both as a direct motor nerve from 
the encephalic trunk to the various controlled periph-
eral organs and as an afferent sensory system that 
informs of the state of the viscera.

Specifically, Porges claims that the myelinated vagus 
nerve (ventral vagal complex) is the most recent phy-
logenetic subsystem and is exclusive to mammals; it 
has the function of ensuring the social communication 
system (facial expression, vocalisation and listening) 
and inhibiting the sympathetic influence, determining 
a state of calm and low metabolic expenditure (momen-
tary deactivation of the hypothalamus – pituitary – 
adrenal axis).

Secondly, there is the ortho-sympathetic subsystem, 
comprising the paravertebral ganglia of the spinal cord, 
with an activating function (arousal), which enables the 
focusing of attention, facilitates the use of energy and 
predisposes the body to active avoidance reactions, such 
as fight or flight behaviours, mediated by adrenaline 
and noradrenaline. Finally, the non-myelinated vagus 
nerve (dorsal vagal complex starting from the dorsal 
motor nucleus), the most archaic subsystem – present 
in most vertebrates – implements passive avoidance, 
until immobilisation (feigned death, vasovagal syncope 
and behavioural shutdown) (Porges 2001).

It is clear that committing to this hierarchical view in 
Neo-Functional terms would be very difficult because it 
would mean accepting a stop & go logic or a hierarchy 
of responses that, in other words, would completely rule 
out the sense of integration of Functions which forms 
the basis of Neo-Functionalism, that is, that our com-

plex and unitary functioning is based on all innerva-
tions of the vagus nerve and on all levels of the body.

Therefore, our “being in relationship” cannot be the 
result of the good functioning of the myelinated vagus 
nerve (ventral vagal) alone; for example, during times 
of tenderness and pampering we are in vagotonia, not 
in sympathicotonia; in the same way, during a more 
heated confrontation or a discussion, there will be a 
greater modular activation towards the other polarity, 
sympathicotonia.

Furthermore, according to Porges, when the envi-
ronment is perceived as confident, the entire body is 
regulated in order to promote relief and social exchange 
(increase in the activity of the myelinated vagus nerve, 
which slows the heart rate, inhibits the fight-flight 
mechanism, interrupts the stress response of the hypo-
thalamus – pituitary – adrenal axis) (Porges 2016). 
When, in contrast, danger is perceived, the sympathetic 
nervous system is activated, facilitating active avoid-
ance reactions, in order to fight or flight.

Once again, emphasis is placed on the existence of 
two vagal circuits rather than a single one, on the impor-
tance of the hierarchical relationship between them 
and on the consideration of all defensive responses as 
adaptive towards environmental challenges: therefore, 
the hypothesis is that there a sympathetic-adrenergic 
reaction exists that is responsible for our mobilisation 
responses (fight/flight) and a dorsal vagal reaction 
which, when activated in conditions of confidence, has 
the essential role of maintaining homeostasis (Porges 
2016; 2018).

However, this analysis is also due to our poorly shared 
scientific approach, given that the activation of the sym-
pathetic system in our model is not associated with phy-
logenetic adaptation and, above all, does not only occur 
in the event of danger and, therefore, in response to the 
need to fight or flight to defend oneself. Overall mobili-
sation (i.e., increased muscle tension, oxygenation, 
vasoconstriction, accelerated heart rate, inhibition of 
the gastro-intestinal tract, etc.) occurs on all psycho-
logical and bodily levels; emotional expression does not 
only concern anger and fear, but also other emotions 
and Basic Functional Processes, such as Confidence, 
Strength, Pride, Assertiveness and Self-Affirmation.

According to Neo-Functionalism, there is no hierar-
chical separation between the two levels of functioning: 
one attributable to the dorsal vagal branch and other 
to the ventral vagal branch but rather an integration of 
the functioning of both; just as there is no detachment 
between physiological and social functionings (Rispoli 
1992; Lang 2001).

In fact, it makes no sense to consider the develop-
ment of the ventral vagal circuit as a subsequent and 
specific stage of upper mammals with the primary 
function of “slowing down” the activity of the sympa-
thetic nervous system and, therefore with the “supe-
rior” regulation function, so as to represent the stage 
of social relations: i.e., a ventral vagal system that stops 
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the “instinctive” sympathetic system as though it were 
negative. 

The ventral vagal branch, in turn, comprises two components: a 
visceral motor component that regulates the viscera above the 
diaphragm (heart and breathing) and a somatomotor compo-
nents that regulates the muscles of the neck, face and head and, 
therefore, smile, eye contact, vocalisation, listening).

It is now clear that it is unthinkable to speak of a biolog-
ical-psychological-social competition between the sym-
pathetic system and the parasympathetic system, given 
that both compete and collaborate for the adaptive and 
self-regulatory action of the body-person, along with 
the rich range of nuances that involves, on the physi-
ological plane, two polarities: sympathicotonia – vago-
tonia as both have the right of expressive fullness in the 
individual’s well-being, in both situations of danger and 
in situations of confidence (Rispoli 2010; 2016).

It is important to emphasise that the condition of 
safety is not activated exclusively in the vagotonic state. 
Consequently, it is clear that the person, depending on 
the situation he or she is facing and based on the con-
dition of his or her Functionings, either the reptilian 
system (inhibition and immobilisation) or the fight-
flight response (active reaction) or social interaction 
through eye contact, facial expression or vocalisation 
will be activated, but not, however, as three different 
brains nor as hierarchical progression associated with 
phylogenetic evolution.

The defensive response of collapse (shutdown), 
according to Neo-Functionalism, does not result, for 
example, as Porges claims, from reptilian heritage 
(MacLean); it is not true that if the ventral vagal cir-
cuit (which, as is known, has a calming effect on the 
heart, reduces sympathetic reactivity and promotes 
social engagement behaviours) “fails” the second, older, 
circuit inherited from reptiles subsequently intervenes 
and shutdown occurs.

As Rispoli states, this does not represent a “paradoxi-
cal adaptative advantage”, but rather an overall dysfunc-
tion of the body-person, which may lead to collapse 
in situations of extreme danger (In-Depth Thematic 
Seminar for functional psychotherapists held at the 
European School of Functional Psychotherapy, located 
in Naples, in May 27th 2017).

“When the danger is very strong and overwhelming”, 
emphasises Rispoli, “there is no longer eustress (a con-
dition of beneficial activation that enables the obstacle 
and danger to be overcome), but a condition of intense 
trauma that cannot be dealt with and produces dysfunc-
tional effects on all psychological-bodily levels, a state of 
overall exhaustion that also plays a defensive “disappear-
ing” function when faced with imminent danger”. Fur-
thermore, on the cognitive level, a condition of mental 
dullness is experienced, which is associated with a 
negative emotion, mainly based on panic fear.

Therefore, the study of stress and its potential chro-
nicity can very well clarify, in a broader and more 
comprehensive perspective, what the Polyvagal Theory 

intends to emphasise when our autonomic nervous 
system is continuously engaged in defensive activities; 
that is, that traumatic situations or situations of pro-
longed stress can become potentially harmful to our 
physical and mental health, given that there is a chronic 
lack of balance between the various branches of the 
autonomic nervous system (Di Nuovo & Rispoli 2011).

Psychotherapy, confidence and self-
regulation
As regards the containing and protective function of 
the therapeutic setting, the polyvagal theory empha-
sises the need to create confidence conditions to restore 
the lost physiological homeostasis, without which the 
individual would be incapable of physiological and 
emotional regulation (Porges 2018).

In contrast, according to Rispoli: “It is not scientific 
reality to state that the regulation of physiological states 
only occurs within a confident context, represented exclu-
sively by the mother’s mind” and, therefore, represented 
in psychotherapy by the therapist. This would mean 
affirming that the human “cubs” would be completely 
dependent upon the adult’s intervention as regards 
the regulation of their psychological and physiologi-
cal state. This would negate the scientific result of all 
discoveries (Stern 1995), beginning with the experi-
ment by Meltzoff and Borton (1979) and all research 
on pre-natal life and the new-born baby realized by 
Bovo & Rispoli during the period of 1995–2007, who 
maintain the innate ability of a child to be independent 
in regulating his or her own physiological state as early 
as in their mother’s womb, precisely in terms of adap-
tive strategies of hyper-arousal (hyper-vigilance state) 
and hypo-arousal (relaxation state). Cardiac variability 
– associated with stress and respiration – is defined pre-
cociously, even before birth itself. 

hyper-vigilance state Characterised by tachycardia, excessive 
sweating, rapid breathing, physical and motor agitation, muscle 
tension, tendency towards action, increased attentive abilities, 
focus and mnestic speed, decision-making immediacy and de-
termination (e.g.: fight, flight, action shutdown)
hypo-arousal (relaxation state) Characterised by heart rate, re-
duced blood pressure, slower breathing, reduced muscle tone,
lack of energy, reduced attentive abilities, reduced memory and 
reasoning (e.g.: fainting) 

Only in the event in which there is a mother who con-
tinually bombards the child’s psychological and physi-
cal development with anxiety or anger is it clear that 
certain Basic Functional Processes are altered in the 
child; conversely, if conditions are favourable during 
pregnancy, the new-born will adapt well and will 
maintain his or her self-regulation ability, therefore 
there will be no need for specific caregiver activity; as 
research on the “healthy new-born baby” teaches, the 
child will maintain his or her positive conditions, even 
in an unfavourable environment, as a result of his or 
her well-being during pregnancy, at least until the end 
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of the third month according to Bovo “unpublished 
results” 1997–2007.

In support of what has been stated until now, namely, 
that it is not only the vagal condition that ensures our 
body the necessary balance between flexibility or stabil-
ity, but there are psychological and bodily changes due 
to the person‘s various Basic Functional Processes in 
different situations. Regulation does not occur through 
our social exchanges; in contrast, our physiological and 
physical parameters are regulated by the body of the 
child itself (unless there are strong negative interfer-
ences) and, only afterwards, will social changes help to 
regulate them further (Bovo 2000).

As regards regulation during psychotherapy, it is 
clear that our position diverges substantially from 
Porges’ point of view, according to whom, as previously 
mentioned, clinical intervention is aimed at restoring 
homeostasis: “Clinical observation in psychotherapy 
enables us to notice sudden changes in the expression 
of emotions, such as the transition from a neutral to an 
angry expression and to observe in vivo the self-regulation 
behaviours that are put in place to return to a condition 
of balance” (Porges 2014).

According to the Neo-Functional approach, during 
psychotherapy, the changes observed are not simply 
expressive-emotional changes associated with physi-
ological self-regulation; they are rather those associated 
with the restoration of various abilities, the recovery of 
various altered or deficient Basic Functional Processes 
(restoring the original integration of the Self), through 
the use of specific therapeutic techniques associated 
with various BESs, by going back over them several 
times and giving the person back the possibility of 
going from one BES to another, depending on life situ-
ations (Rispoli 2016).

BESs, or Basic Experiences, are a set of Functions, each of which 
assumes a certain position in its own range between one polar-
ity and the other. They are the ways in which needs are realised. 
Rispoli defined them as the building blocks on which life is built 
(Rispoli 2004).

Therefore, the therapeutic setting is characterised not 
only by confidence, but also by a welcoming and open 
atmosphere, as well as clarity on objectives and meth-
ods, in order to create empathic sharing and a good 
therapeutic alliance, so that the “new parent” (thera-
pist) can accompany the patient on his or her journey 
of going back over deficient or altered BESs. However, 
this does not mean that the patient returns to a regula-
tion ability only in confidence conditions, as this would 
mean neglecting an entire series of Basic Functional 
Processes that are extremely important for a person’s 
life.

With this in mind, it is necessary to review the 
“supremacy” of confidence as an exclusive and essential 
condition for which a person can “be in contact with” or 
be well regulated and able to adapt to the environment. 
The theory of polarities as false antitheses (Rispoli 1993; 
2016) makes us understand how, in terms of well-being 

of the Self over our lifetime, both safety and danger 
exist to activate the most appropriate Basic Functional 
Processes (with the related interconnections of the vari-
ous integrated systems); in contrast, without perceiving 
the danger, we would not feel safe and vice versa. 

According to Rispoli, the functioning of life is not based on the 
ability to remain in balance, in a sort of compromise between 
two extremes (polarity), but, in contrast, on the ability to move 
entirely on one polarity and, when needed, to always assume the 
opposite polarity in full. Human beings do not grow by antith-
esis – otherwise, they would develop a so-called false Self – but 
through mobility and integration, ranging in all the nuances and 
various ranges of polarity, using the Functional configurations 
(Basic Experiences) of both one polarity and the opposite one.

It is clear that, to overcome a traumatic condition, it is 
important to create a confident therapeutic environment 
characterised by an empathetic relationship and appro-
priate setting; however, according to Neo-Functional-
ism, the clinical treatment of the trauma is not based 
on the need to cognitively reconstruct the memory of 
the past event, of restoring awareness by eliminating the 
negative emotional part, as this would negate the sense 
of going back over the Basic Experiences to restore all 
altered Basic Functional Processes, restoring full health 
and capacity for life (Rispoli 1994;2001; 2004; 2016).

The diagnostic level
From a diagnostic point of view, identifying the habitual 
style of activation of the patient – which Porges maps by 
measuring the degrees of reactions of the ANS along 
a continuum between hypoarousal and hyperarousal – 
can be analysed if understood as the identification of a 
tendency, a prevalence, in short, a functioning stereo-
type that leads the patient to stay longer in one situation 
rather than in another, to visit some Basic Experiences 
more frequently. This often concerns BESs that require 
sympathicotonia and, consequently, calm, well-being, 
sharing and tranquillity can be lacking. However, as has 
already been stated several times, this has nothing to 
do with the sympathetic-parasympathetic dichotomy 
(danger vs. safety). In relation to the Integrated Systems, 
we can say that calm is not a psychological-physical 
condition associated exclusively to the functioning of 
the ANS. In fact, it has now been shown that it concerns 
everything surround it: the neurotransmitters of calm 
(such as serotonin), muscle tone, the symbolic level 
values, movements and postures, i.e., all levels of the 
Integrated Systems (Rispoli 2016).

The importance of voice
An interesting focus to consider carefully is what Porges 
states regarding the therapist’s vocal tone in clinical dia-
logue. The scientist points out that higher frequencies 
are associated with the presence of anxiety and fear 
and that the presence of low tones and high volumes 
are associated only with anger and aggression (www.
stateofmind.it/2014/12). 
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Please refer to the interview published at www.stateofmind.
it/2014/12 in which Stephen Porges states that: ”The evolution 
of our nervous system has led to the formation of neural circuits 
present in the middle ear, which preferentially acknowledge the 
frequencies associated with the human voice and distinguish 
them between positive and calming frequencies and anxiety 
and/or threatening frequencies; the perception of the various 
frequencies is capable of directly activating the nervous system 
and producing response behaviours associated with the per-
ceived frequency”.

From his point of view: “Patients are also led to con-
stantly judge the therapist’s emotional state, by listen-
ing, above all, to the intonation of his or her voice, as 
an expression of his or her internal regulation” (neuro-
ception) (Porges 2014). In fact, beyond the concept of 
the therapist’s regulation, what is interesting is this ref-
erence to the use of Voice – as a psychological-bodily 
Function – in clinical dialogue, understood, above all, 
as an important factor of the therapist’s Auxiliary Self, 
which is not only a confidence index and regulator of 
emotionality, but a support to the conduct of corrective 
techniques and experiences aimed at recovering lack-
ing or altered Basic Experiences in a precise and clear 
manner. In fact, during the Functional psychotherapy 
intervention, a lot of work is carried out on the low and 
calm diaphragmatic voice, not of the throat, head, i.e., 
opposite polarities from screams, cries and reproaches 
that may have contributed strongly to the structuring of 
alterations in the patient’s life (Rispoli 1992; Meyer et al 
1993; Rispoli 1994).

Recent research on autism testifies to the idea that 
there are likely (among other causes) auditory sensory 
alterations at the base of this pathology, alterations that 
create problems of confusion and fear in small children. 
One of the effects would concern the great difficulty of 
these children to have a relationship with each other. 
The discovery of mirror neurons, that is, a cognitive 
motor ability, has enabled investigations to be launched, 
in which the autistic children are presented with funda-
mental movements associated with various emotional 
and perceptive states, reconstructing an internal vocab-
ulary and motor intelligence, which enable an under-
standing and relationship with each other due to mirror 
neurons (Rizzolatti & Sinigaglia 2006).

Therapy and regulation
During the therapeutic process, the conceptualisa-
tion of the therapist as a co-regulator of the patient’s 
emotional and mental state is overcome; the skills that 
emerge during the therapy, as well as the exploration 
of hidden or unknown resources, have to do with a 
possibility of change that goes well beyond the goal of 
welcoming the patient, relieving symptoms, making 
them aware of what is not so, unblocking bodily areas, 
etc. (Rispoli 2004). In fact, during Functional psycho-
therapy (which is an integrated psychotherapy), the 
intervention is carried out on all levels of the Self, given 
that multiple factors of change are used, especially those 
relating to the recovery of specific Basic Functional 

Processes on which action is needed, by means of spe-
cific techniques. In this context, it is easy to understand 
the importance of the concept of the modularity of the 
setting and of the relationship between the therapist 
and the patient, a setting and mode that must differ 
according to the BESs on which the intervention is 
being carried out. For example, eye contact during a 
therapy session can differ depending on whether work 
is being carried out on Contact or on the Being Led, or 
on Planning or Remembering, in which case the patient 
should not be left to wander without having to respond 
to the therapist’s gaze (Rispoli 2016).

In other words, although it is known that the trace of 
a confident attachment experience is based on appro-
priate eye contact (in terms of emotional colouring, 
intensity, duration), we need to remember that the 
child has a certain independence in his or her ability to 
regulate his or her states of arousal, an ability he or she 
is born with and does not learn from eye contact with 
the caregiver (Bovo 1998).

It should now be understood that capacity for life 
(and, consequently, treatment methods) cannot be 
based on full and continuous awareness and cannot 
be limited to mental capacity alone, given that human 
beings do not function in this way, with a present and 
constant awareness, which is rather only one of the 
multiple Functions of the entire Self. For example, we 
do not know what happens in our arm whilst we are 
talking, we are not always aware of our bowel move-
ments and we do not notice all the small movements 
in all parts of our body. If we did, we would simply be 
unable to function in life.

In the same way, in therapy, we can support the 
patient in reconnecting with bodily sensations and, 
therefore, being more aware of them, but only partially, 
only at certain times and in certain experiences.

For the rest, we accompany him or her, above all, 
in modifying the altered Basic Functional Processes. 
This occurs gradually: gradually, the old dysfunctional 
traces disappear and are replaced by integrated Basic 
Functional Processes.

The application of our techniques enables us to accu-
rately and effective restore – by going back over them 
time and time again – the altered BESs, the Basic Func-
tional Processes to be restored. For instance, movement 
alone is not worked on if the intention is to recover an 
active reaction ability when there is a lack of energy, 
nor is awareness alone worked on if the intention is 
to recover a foundation of calm. Functional interven-
tion acts simultaneously on various psychological and 
bodily levels of the Self (not considered hierarchically), 
specifically guided in order to recover precisely the 
Basic Functional Processes that are lacking and altered: 
Calm, Well-Being, the ability to Loosen Control, Just 
Being, Calm Strength, Taking, etc (Rispoli, 1993; 2001; 
2004; 2010; 2013; 2016).
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Polyvagal syndrome and trauma
In an attempt to represent the pathological aspect of 
polyvagal syndrome, Stephen Porges has identified 4 
different clusters that describe the progressive relation-
ship between appearance and increased symptoms in 
relation to internal physiological responses. The obser-
vational focus is the on/off functioning of the myelin-
ated ventral vagal system. During the interview, Porges 
states that this system “tends to turn on and off during 
an interaction and leave room for temporary, more or less 
intense responses, only to return to a condition of balance”.

However, in this description, a clear description 
cannot be found in the division of clusters in terms of 
precise specifications and differences; however, above 
all, once again, the fundamental point according to 
Neo-Functionalism is taken into consideration, i.e., that 
the treatment, the change in therapy really takes place if 
the dysfunctions are changed deep down and, thus, the 
deficient or altered BESs are recovered on all psycho-
logical and bodily levels, in all Integrated Systems.

For example, the first pathological cluster, character-
ised by: “An attenuation of the social involvement system 
and, therefore, a reduction in the ventral vagal activity, 
which manifests in a flat facial expression, especially in 
the upper part of the orbicular muscles, low reactivity 
and a high sensitivity to sounds” (Porges 2014) does 
not define which Basic Experiences are altered, the 
impact on other Systems, nor the links with vagotonia 
or sympathicotonia.

The second, continues Porges: “is characterised 
instead by high reactivity and mobilisation, directly 
related to the activity of the sympathetic system: here, 
an atypical regulation of the emotional state is observed, 
with rapid shifts between calm and reactivity and a state 
of hypervigilance typical of anxiety and impulsive behav-
iours (Porges 2014). From our point of view, the rapid 
shifts may, instead, represent the normality of the func-
tioning (understood as Functional mobility or a rapid 
transition from one pole to another), clearly read in 
view of the alternating trend of the Functions between 
two opposite polarities that enable a person to have 
every single range of emotions available, physiological 
balance, etc. (Rispoli 1994). If, however, there is inertia 
in remaining in one polarity, a stereotyped and chronic 
prevalence, then there is an alteration in the mode of 
functioning.

In relation to the third cluster, Porges states that “it 
is characterised by the alternation between the sympa-
thetic and dorsal vagal system and manifests as a vul-
nerable towards collapse and dissociation. It manifests 
with episodes of hypotension, absence or reduction in 
the state of consciousness, fibromyalgia, intestinal prob-
lems and reduced mobilisation behaviour”. As regards 
this classification, according to Neo-Functionalists, 
there are no sufficient elements to be able to define 
and frame the vulnerability towards collapse and dis-

sociation. Neither is it clear what determines the other 
characteristics.

The fourth, which is defined as actual dissociation, 
is that which manifests in shutdown or chronic col-
lapse, due to the activation of the dorsal vagal system 
as a generalised defensive response to various situations 
of stress or perceived danger. As a result of research 
work shared with most of the scientific community, it 
turns out that this is a very common state in victims of 
abuse and violence and is an extreme defence response 
towards a potentially lethal threat.

Certainly, when the trauma is relational, the 
affected individual tends to perceive any other human 
as a source of extreme danger. According to the Func-
tional approach, in therapeutic work, rather than 
understanding what, in the environment, stimulates 
this reaction, it is necessary to devote ourselves to dis-
solving the consequences of the trauma, leading the 
individual to work on sharing, feeling gripped, held, 
etc., which is not simply confidence but concerns the 
Basic Functional Processes that must be immediately 
reactivated through the possibility that therapy offers: 
going back over these BESs time and again to over-
come existing alterations.

Conclusions
Undoubtedly, it is necessary to acknowledge that, 
beyond the considerations and differences with Neo-
Functionalism stated so far, the polyvagal theory cer-
tainly has some interesting effects on a clinical level, 
given that it emphasises the importance of the motor 
sense, positive physical sensations, the importance of 
perceptions of voice and the combination between con-
fidence and non-confidence.

However – as we have already clarified – from our 
point of view, it is still limiting, given that, in Func-
tional psychology, all Systems of the Self are acted upon, 
considered in their complex interrelations and in their 
non-hierarchical integration, polarities are taken into 
account, the various BESs and the various Basic Func-
tional Processes.
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