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Series Editor’s Foreword

As “peacekeeping” in Iraq continues, military personnel join their fami-
lies for a few weeks of rest and recuperation (R&R) before returning to
their units to serve out their one-year tour of duty. All families and family
members know how hard it is to wait for their loved ones to return home
and to let them go back into harm’s way. These dramas have occurred
thousands and thousands of times across the US. They represent the
irony of viewing stress and trauma through a family lens.

Families often account for both causes and consequences of stress and
trauma. We all know this as family members. In the first book in this
Series, Stress Disorders among Vietnam Veterans: Theory, Research, and
Treatment (Figley, 1978), it was noted that the interpersonal consequences
of highly stressful or traumatic events are not fully understood, even at a
theoretical level. Yet, these consequences are real and dangerous.

Don Catherall’s Handbook of Stress, Trauma and the Family will become a
well-referenced classic that is bound to remain timeless. It is a remarkable
synthesis of a number of important knowledge streams that have never
before been presented in one book. This handbook joins a distinguished list
in the Psychosocial Stress Book Series. Consistent with the purpose of the
series, to generate and disseminate new knowledge about the causes and
consequences of stress in psychosocial contexts, it is a collection of new
knowledge and existing knowledge in one useful package.

On the following pages I provide some additional contextual and historic
background for appreciating the contributions of this groundbreaking book.

Trauma and families have always existed and co-existed. Yet the
serious study of families affected by stress can be dated back only to
1949. In that year Ruben Hill (1949) published Families Under Stress. Hill’s
other important contribution here focused on how families behave in
response to disasters (Hill & Hansen, 1965). In the former book Hill pre-
sented his findings of how the returning World War II veteran and his or
her family adjusted to the absence but especially the reunion. Although
another family sociologist, Willard Waller, wrote about the phenomenon
(Waller, 1944), curiously there was little mention of the distress of family
members.

Although the evolution of family sciences and family therapy emerged
since Hill’s work, this book serves as a vital extension of our understanding
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of how stress is manifested and processed within intimate systems. This
handbook incorporates modern “systemic” thinking by attending to the
relational dynamics. Traditional family systems theory attending to the
stress of the family members was limited mostly to Bowen’s (1985) notion
of anxiety as an indicator of relational conflict rather than caused by an
external stressor.

In this essential work, Dr. Catherall assembles an extraordinary array
of experts in both traumatology (the study of trauma) (Figley, 1988), and
famology (the study of families) (Burr & Lee, 1982)—illustrating how
each field informs the other. Both fields emerged separately. With few
exceptions, famologists, especially systems-oriented family therapists,
see PTSD as a symptom maintained by the dysfunctional family system.
There is little need to attend to the how and why of the traumatic event
because symptom maintenance is the real issue. In contrast, traumatolo-
gists most often attend to the individual and his or her symptoms-
related causes and consequences. There is little need to attend to the
family except to enlist them in a program of assessment and treatment
unless they caused the trauma. The exception is when family members
are viewed as being traumatized either because of a specific, primary
trauma agent or because they were traumatized secondarily (i.e., second-
ary or vicarious stress) that may lead to either burnout (Figley, 1998) or
compassion fatigue (Figley, 1995, 2002). It should be pointed out that
these latter works do indeed address the systemic costs of caring. Be that
as it may, traumatologists are often blind to familial consequences and
famologists are often blind to the traumatic consequences.

Dr. Catherall and his authors, as beautifully illustrated throughout
this work, capably bridge and contribute to both fields of study. The
book is organized by function: theoretical issues, research issues, and
practice issues. Because the readership is especially interested in the
latter issues and because it is so complex, the handbook includes practice
chapters divided among issues of assessment, treatments for families, and
treatments for couples. As a result, each chapter takes the reader to a far
higher level of sophistication and understanding of the topic, as com-
pared to most other available books.

As we read in the newspaper about a military serviceman or service-
woman being home on R&R, this handbook will remind us of the com-
plexities of both traumatology and famology. It will also provide a
treasure trove of resources for helping these families now and when they
come home for good. May we all pray for that day.

Charles R. Figley, Ph.D., Series Editor
Director, Florida State University Traumatology Institute,

Tallahassee, Florida
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Preface

When I was an undergraduate at the University of Texas, I took an inde-
pendent study under Dr. Ray Hawkins. I was working with children at
the time and I was interested in different ways of thinking about how to
help them. Ray had me read some unusual and interesting authors, such
as Jay Haley. After I had completed my reading, Ray asked me to sum-
marize what I had learned. I thought about it and finally said that it
seemed that mental health was all about relationships. Ray smiled and
nodded, and my interest in the role of relationships was formed.

In graduate school, I had the extraordinary fortune to work with Bill
Pinsof at the Family Institute of Chicago. Bill took an interest in my
growth as a psychologist and gave me the most valuable thing any senior
professional can ever offer a novice—a mentoring relationship. Bill Pin-
sof taught me to think like a researcher, to write like a scholar, and to do
family therapy like a hunting dog that won’t let go once he finds the
scent. He also taught me flyfishing.

In the early 1980s, I met Charles Figley, who shared my interest in the
role of relationships but also was doing everything possible to expand
interest in the new field of traumatic stress. As I was to discover, when
Charles is interested in an area, it soon becomes a major field of study.
Charles continues to open doors and invite me to explore new dimen-
sions of traumatology.

These psychologists opened my eyes to the mental health implications
of the interpersonal world. Throughout my career, my interest has been
divided between two passions—traumatic stress and relational systems.
In recent years, the mental health field has begun to actively explore the
relationship between these two seemingly disparate areas (primarily
because of Charles Figley’s tireless efforts). But the body of that knowl-
edge has been spread thinly across the literature. Now much of it is gath-
ered here in your two hands.

Don R. Catherall, Ph.D.
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1

Introduction

DON R. CATHERALL

Stress and trauma have been impinging on families throughout his-
tory, yet the relationship between families and the influence of stress and
trauma is a recent field of study. The mental health field has spent much
of its history focused on individuals as the fundamental unit of humanity,
thus attention to the impact of stress and trauma was originally focused
on individuals. But no individual can even become a human being with-
out the benefit of human society, and the fundamental unit of human
society is the family, in all its various forms. 

STRESS AND TRAUMA

Stress and trauma are relatively new areas of focus. Until the 1980s,
societal recognition of the psychological impact of traumatic experience
repeatedly disappeared and reappeared, paralleling the cycles of intru-
sion and denial that characterize the experience of many traumatized
individuals (Shalev, Galai, & Eth, 1993). The fractured history of profes-
sional interest still affects our efforts to achieve a comprehensive view of
all aspects of the trauma phenomenon. For example, trauma and dissocia-
tion have developed into separate fields of study, even though the two
are so clearly related (van der Kolk, Herron, & Hostetler, 1994).

The impact of trauma long has been recognized by astute clinicians,
but the idea of stress as a general state that can be produced by a variety
of experiences did not exist until the middle of the 20th century. In 1936,
medical researcher Hans Selye first observed that a variety of “diverse
nocuous agents”—toxic substances, cold, heat, infection, trauma, hemor-
rhage, nervous irritation, and others—produced a very similar response,
including loss of weight and appetite, diminished muscular strength, and
absence of ambition (1936, 1982). He called this response a biologic stress
syndrome; eventually it became known as the general adaptation syndrome
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2  Handbook of Stress, Trauma and the Family

(1952, 1982). Part of Selye’s unique contribution was his recognition that
this response could be provoked (a) by emotional events as well as physi-
cal events and (b) not only by distressing events but also by positive
events, such as the experience of intense joy. He contended that anything
that disrupted the body’s homeostatic equilibrium and required alter-
ations in bodily resources (e.g., the production of stress hormones) in
order to re-achieve homeostasis constituted a stressor.

Today, stress is frequently viewed as a negative but Selye actually had
a more comprehensive view of stress. He distinguished eustress, the
pleasant stress of fulfillment, from distress and contended it could be
experienced without the damaging consequences of distress (Selye,
1974). Indeed, he has argued that the popular view that people are
stressed by working too much still misses the point. He felt the more
important issue was satisfaction with life and that people suffer because
they have “no particular taste for anything, no hunger for achievement”
(Selye, 1982, p. 14).

The focus on stress in this volume is on distress and the effects of going
into the general adaptation syndrome—first into an alarm state, then a
state of resistance, and finally into a state of exhaustion. Selye noted that
most people go through the first two stages many times in the course of
their lives as they learn to adapt. It is remaining in the third stage that
causes the serious damage. 

FAMILY

The history of the family in the field of mental health is rather compli-
cated. For one thing, the term “family therapy” is used to refer to two
different aspects of psychotherapy—orientation and context. Orientation
refers to the theories of problem formation and problem resolution that
inform a particular approach; context refers to the interpersonal structure
of an approach; i.e., who is directly involved in the treatment (Pinsof,
1995). Failure to allow for this distinction creates confusion; some clini-
cians espouse a family therapy orientation even when working in an indi-
vidual therapy context, while other clinicians espouse an individual
orientation even when meeting with entire families. To do justice to this
complexity, we must consider both orientation and context and clearly
distinguish which we are talking about.

The term ”family therapy” usually is intended to include couple
therapy, but sometimes the two are differentiated, with the term “couple
therapy” used for marital or cohabiting couples or for two individuals
from different families who are involved in a relationship, while the term
family therapy is reserved for work with members of different genera-
tions (e.g., parent and child) or for members of the same family even if
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Introduction 3

they are of the same generation (e.g., siblings). In the early days of couple
treatment, the problems were seen as largely individual and the therapy
was primarily adjunctive to individual therapy. Now there is consider-
able evidence to suggest that couple therapy is a productive avenue for
treating a variety of individual problems, as well as the only form of treat-
ment that has been found effective for problems among couples (Johnson
& Lebow, 2000; Lebow, 2000; Lebow & Gurman, 1995).

Similarly, family therapy has evolved into greater legitimacy. Several
decades ago, it was most often viewed as an adjunct to individual treat-
ment, and the problems were viewed as existing within the individual.
Now family therapy has been shown to be an effective form of treatment
for a variety of individual problems, with the corresponding view that
many individual problems may be reactions to dynamics in the family
(Sprenkle, 2000).

Throughout their history, family and couple therapies have refined the
art of communication. Therapists have behaved as teachers and coaches,
actively helping individuals discuss their relationships and resolve their
conflicts. The activity level of therapists in these conjoint therapies is typ-
ically much higher than in individual therapies. And family therapists
have employed an array of approaches that go far beyond the usual con-
fines of talk therapy. The use of interventions such as genograms, home-
work, rituals, family sculpting, the one-way mirror, the consulting team,
paradoxical injunctions, and a vast array of structured communication
tasks mark the field of family and couple therapy as especially innovative
and open to trying new approaches. This volume continues that tradition
with several new techniques and ways of thinking about the problems
encountered when stress and trauma impinge on families and couples. 

STRESS, TRAUMA, AND THE FAMILY

Charles Figley and Hamilton McCubbin edited the first, and foremost,
work in the area of stress, trauma, and the family. Their two-volume
series focused on the concept of coping—Volume I was on coping with
normative transitions and Volume II was on coping with catastrophes
(McCubbin & Figley, 1983; Figley & McCubbin, 1983). Helping families
learn to cope effectively remains the primary goal of intervening with
families dealing with stress and trauma. The primary criterion distin-
guishing functional families from dysfunctional families is the effective-
ness of their coping strategies. Dysfunctional strategies include: (a)
ineffective problem solving (failing to effectively identify stressors and
being blame-oriented rather than solution-oriented), (b) poor communi-
cation (indirect, closed communication patterns and intolerance for idio-
syncratic expressions and behavior), (c) structural defects (lack of
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cohesion, rigidity of roles and tendency to view problems as centered in
an individual rather than family-centered), (d) poor resource utilization,
and (e) problem-producing strategies of violence and drug usage (Figley,
1983; Catherall, 1998).

A distinguishing feature of the relationship between families and
stress or trauma is its bidirectional nature. Family support can moderate
the impact of trauma on a family member, even as the impact of a trau-
matized member can traumatize a family. This is an area that is ripe for
research so that we can better understand both processes—the ways in
which the traumatization of one member affects other members of a fam-
ily and the ways in which social support can moderate the impact of
trauma on an individual. The research in both areas is examined in this
volume—from the impact of traumatic stress on marital intimacy (chap-
ter 7) and the quality of life among survivors’ loved ones (chapter 8) to a
comprehensive review of the overall relationship between social support
and traumatic stress (chapter 11).

The notion that people involved with a trauma survivor can develop
their own symptoms of traumatic stress first appeared in the literature in
a classic paper by Sarah Haley (1974) in which she described how she
was affected by working with traumatized veterans. This was before the
diagnosis of PTSD had even been conceived. By the 1980s, we had both
the diagnosis and a beginning awareness that the effects of traumatic
stress could somehow be transmitted to people who were not themselves
exposed to the traumatic event. But, just as it was difficult to introduce
the concept of traumatization into the existing psychiatric nosology, the
concept of secondary stress needed the support of research and wide-
spread clinical acceptance. Much of the research on family stress is classi-
fied according to stressor type, such as families dealing with cancer or
troubled adolescents. But the notion of secondary stress ignores the origi-
nal source of the stress and instead focuses on the route through which
the effects are transmitted. Figley (1989b) identified four ways in which a
family system can be traumatized.

1. Simultaneous effects—All members of the family are directly affected
by the traumatic event, such as in natural disasters and auto acci-
dents.

2. Vicarious effects—Other family members are traumatized vicariously
when they learn that one family member(s) has experienced an emo-
tional traumatic event.

3. Secondary traumatic stress—Other family members are traumatized
by being exposed to the experience of the traumatized member.
Kishur (1984) originally labeled this as chiasmal effects, but the
modern term is secondary traumatic stress and the associated disor-
der is secondary traumatic stress disorder (Figley, 1995).
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4. Intrafamily trauma—Family members are traumatized by other fam-
ily members, as in cases of abuse.

Discussion of how the traumatization of one member of a family
affects other members abounds in this volume. The impact of trauma
spreads in families. Other family members may develop their own
trauma symptoms, the functioning of the entire family may be affected
and, sometimes, the effects of traumatization are so powerful that they
are transmitted across generations, even to children who were not born
when the trauma occurred. This phenomenon of secondary traumatization
has become a major source of interest among those who work with
trauma and families; it is addressed from a variety of perspectives in this
volume.

Attachment is another area of interest that has grown rapidly in the
past few years. Early life trauma, neglect, or other forms of stress wreak
havoc on the developing child's attachment relationships, and going
through life with an insecure attachment puts a person at greater risk for
being traumatized. Quality of attachment is discussed in many of the
chapters in this volume; some of the latest and most intriguing research
appears in chapter 10. 

ORGANIZATION OF THIS HANDBOOK

This handbook is divided into three parts—theory, research, and prac-
tice—with the third part divided into sections on assessment, family
treatment, and couple treatment. Since theory is intrinsic to both research
and practice, discussion of theory is not confined to the first part. The
research chapters necessarily discuss theory and the theoretical bases for
many of the treatment approaches are embedded in the practice chapters.
This melding of the three areas occurs throughout the volume; research
and practice are built on theory even as theory is derived from research
and practice. This volume was constructed with the expectation that read-
ers would already have a basic knowledge of psychology and some
familiarity with the topic area. Hence, we have not spent a lot of time on
background material, such as recitations of the DSM symptom criteria for
Post Traumatic Stress Disorder. My goal was to start off at a level of
sophistication that would permit this gathering of leading authors in the
field to expand on their topics unimpeded. 
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PART I, THEORY

Part I contains six chapters that delve into some of the current theoret-
ical questions. Please note these are only a partial exposure to the preva-
lent theories in the field; the practice chapters are rich in specific theories
of treatment. In chapter 1, Aphrodite Matsakis introduces one of the core
ideas in this volume, that the effects of trauma affect everyone in the fam-
ily, not just the individual trauma survivor. Matsakis, author of numerous
books aimed at helping trauma survivors and their families, delineates
the many pathways through which this effect is seen. In chapter 2, Jere-
miah Schumm, Ana-Maria Vranceanu, and Stevan Hobfoll present Hob-
foll’s Conservation of Resources theory. This theory provides a means of
conceptualizing stress that transcends the type of stressor and allows us
to make predictions about families’ ability to cope successfully.

In chapter 3, Rory Remer examines the experience of the partner of the
trauma survivor, someone who has a strong feeling of responsibility for
the survivor’s well-being, yet lacks the blood ties of other relatives. Remer
suggests the use of Chaos Theory as a way of understanding and coping
with this experience. In chapter 4, Lee Hyer, Luba Rafalson, and Erin
O’Hea look at the stress of aging and offer a model for helping aging
individuals and their families achieve maximal adaptation to the inevita-
ble losses and changes that accompany aging. Similarly, in chapter 5,
John Rolland examines what happens when a family has to deal with
chronic illness. He has developed a model that allows for the interaction
between the family, the type of disease, and the phase of the disease pro-
cess. In chapter 6, Dani Rowland-Klein examines the intrapsychic pro-
cesses that underlie the intergenerational transmission of trauma. Her
transcripts from interviews with adult children of Holocaust survivors
provide a vivid description of the everyday manifestation of these pro-
cesses. This is the last chapter in the Theory section, but its organization
around a research study could easily be the first chapter in the Research
section. 

PART II, RESEARCH

Part II is composed of six chapters containing comprehensive reviews
of research on three powerful aspects of the relationship between families
and stress and trauma. These include: (a) the secondary traumatization of
loved ones as a result of their involvement with the survivor, (b) the role
of attachment quality in determining risk of traumatization, and (c) the
role of social support in coping with stress and trauma. The section ends
with a review of the research on the effectiveness of marital and family
therapy for stress and trauma.
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Three chapters examine aspects of secondary traumatization in vari-
ous elements of the family. In chapter 7, Valerie Whiffen and Luis Oliver
examine the question of whether trauma has a direct negative impact on
marital intimacy, or whether it is the PTSD of the individual survivors
which creates marital problems. They conclude that the symptoms of
PTSD create the majority of marital problems. In chapter 8, Marianne
Amir and Rachel Lev-Wiesel examine the impact of survivors’ sharing
their traumatic memories with their loved ones. They conclude that the
secondary symptoms of the spouse may be more the result of living with
the anger, hostility, and paranoia of a difficult person than the result of
empathic connection with the pain of a suffering person. In chapter 9,
Briana Nelson Goff and Kami Schwerdtfeger examine the impact on the
family system when children are traumatized, and here it appears that
the secondary traumatization of parents may indeed be more the result of
their empathy than the difficult problems between spouses.

The concept of secondary traumatic stress includes various routes by
which others can be affected, including being exposed to the symptom-
atic survivor as well as vicariously sharing the survivor’s experience as a
result of learning of it. The latter route is based on the listener’s empathic
connection, which is the mechanism proposed by McCann and Pearlman
(1990) in their concept of vicarious traumatization, originally conceived as
an inevitable risk for therapists working with trauma clients. The exact
nature of the mechanism of transmission of secondary traumatic stress
has been a subject of some dispute, but these three research chapters,
combined with Rowland-Klein’s research/theory chapter, suggest that
routes differ according to the nature of the relationship: (a) marital part-
ners may be more affected by the problems of living with symptomatic
spouses, (b) parents may be more vulnerable to feeling their children’s
pain, and (c) children may be more vulnerable to feeling their parents’
pain, as well as identifying with their parents’ traumas, defenses, and
worldview. 

In the past decade, the significance of attachment security has become
widely recognized as a key variable affecting vulnerability to a vast array
of psychological problems. In chapter 10, Robert Muller, Erin Kraftcheck,
and Lise McLewin examine the research on attachment. Muller’s research
highlights the importance of positive versus negative view of self in
determining an individual’s vulnerability to traumatization. The other
key variable that has long been recognized as a major factor in protecting
individuals from traumatization is social support. In chapter 11, Summer
Sherburne Hawkins and Sharon Manne review what is known about
social support. Drawing on their work with families of cancer victims and
examining the vast literature, they document the complexity of the sup-
port relationship, concluding that effective support must be matched to
the specific stressor involved.
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Finally, in chapter 12, Jay Lebow and Kathleen Newcomb Rekart
review the research literature on the use of couples and family therapy
with people who have been traumatized. There is little research, and thus
only limited support, for the use of couples and family therapy in the
treatment of PTSD. Lebow and Rekart emphasize that dramatic confron-
tations of the trauma survivor have not been effective; the involvement of
spouses and family members is most useful when it is organized around
efforts to understand and differentiate from the problem and promote
engagement in treatment. 

PART III, PRACTICE

Part III, Practice, contains three sections: The first section contains
three chapters on different models of assessment; the second section con-
tains five chapters on models of family treatment; and the third section
contains five chapters on models of couples treatment.

Section A, Models of Assessment. The assessment of couples and fami-
lies experiencing stress and trauma is a challenge. The assessment must
capture the complexities of family relationships, identifying where and
how the stressors affect the system, and be able to produce a comprehen-
sive picture that will be useful to the clinician. The three models dis-
cussed in this section each achieve such a picture, but in some very
different ways. The section contains a pure theory-based model, a model
for identifying strengths, and a model for identifying exactly where and
how stressors are affecting the system. 

In chapter 13, Steven Harris and Glade Topham describe the Bowen
Family Systems approach to assessment, which emphasizes the family’s
level of differentiation and capacity to manage chronic anxiety. This
model is founded on Murray Bowen’s systemic theories about the cen-
trality of interpersonal variables and is less interested in the nature of the
stressor. In chapter 14, Jane Gilgun presents a strengths-based approach
to assessing children and families that examines risks and assets equally.
Asset variables such as good relationships, an emotionally expressive
atmosphere, embeddedness in the community, and a healthy approach to
sexuality cluster with psychological factors, such as secure attachment, to
greatly enhance the resilience of individuals and families. In chapter 15,
David Olson presents his MASH model of assessment, which builds on
his earlier Circumplex model (Olson, Russell, & Sprenkle, 1989), which
examined family cohesion, flexibility, and communication. The MASH
model captures the complex, recursive relationships between stress, cop-
ing, system variables, and adaptation as they occur at the levels of the
individual, the couple, the family, and in the work world.
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Section B, Models of Family Treatment. Five chapters describe family
treatment models. The first two chapters both address intrafamilial
abuse, but highlight the value of Pinsof’s distinction between family ori-
entation to treatment and family context of sessions. In chapter 16, Steven
Gold uses a family orientation, but the context is the individual treatment
of adult survivors of abuse. Gold’s contextual therapy contends that the
ineffective family environment surrounding the abuse means that survi-
vors still need to acquire core interpersonal and intrapersonal skills and
abilities, and that processing the abuse memories is contraindicated until
these fundamental failures of the family are addressed. In chapter 17,
James Maddock and Noel Larson discuss what must be done when inter-
vening with the family when children are young and the abuse is still
occurring. Their emphasis is systemic in both orientation and context;
they argue that it is imperative to preserve the family as a functional sys-
tem, noting the damage that comes from separating perpetrators from the
rest of the family.

In chapter 18, Froma Walsh and Monica McGoldrick discuss the chal-
lenges that arise when a family deals with loss. Their 1991 book on this
topic helped shift the field from a pathological view to a greater recogni-
tion of loss as a normative transition in the family life cycle. Here they
present a systemic framework for determining where and how to inter-
vene and enhance family resiliency.

In chapter 19, Chrys Harris discusses the issues encountered and how
to intervene when a family is in crisis. He notes the crisis itself often is not
as great a problem as the family’s perception of the crisis and the difficul-
ties they may have accepting alternative routes to coping. Ultimately, he
seeks to help the family establish a unified healing theory that will work
for the entire group. In chapter 20, Karen Callan Stoiber, Rebecca Ribar,
and Gregory Waas discuss a cost-efficient approach to intervening with
families facing various stressors and crises. Multiple family groups are
used to enhance family strengths and coping resources rather than to
remediate family deficits. This model is ideal for families living in high
risk contexts; its non-pathologizing approach is oriented toward building
resilience.

Section C, Models of Couples Treatment. Many therapies that start out
with whole families end up as couples treatment. The centrality of the
marital partners, and their influence as a parental dyad, often make the
couple the fundamental unit of change in a family system. As Remer
emphasized in chapter 3 and Whiffen and Oliver showed in chapter 7,
the marital relationship has a unique vulnerability to traumatic stress.
This section contains five chapters on the treatment of couples affected by
stress and trauma, ranging from comprehensive models to explicit inter-
ventions. In chapter 21, Claire Rabin and Zev Apel discuss the value of
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psychoeducation with couples. In an innovative example of the treatment
of couples stress, they present their work with couples in which one
member has been imprisoned. Echoing the concerns of Maddock and Lar-
son in chapter 17, they emphasize the harm done by social systems that
separate people from their families. In chapter 22, Dennis Miehls and
Kathryn Basham present a model of couples therapy with trauma survi-
vors that is founded on object relations theory. They stress the impor-
tance of working with the process of projective identification and offer a
structured, phase-oriented approach that allows couples to reach a level
where they can safely examine their projective identification process.

In chapter 23, Susan Johnson presents her emotionally focused couples
therapy for trauma survivors. Johnson developed emotionally focused
couples therapy (1996) and then went on to apply it to trauma survivor
couples (Johnson, 2002). Her emphasis is on attachment injuries and help-
ing couples recognize and respond to these fundamental injuries to the
attachment relationship. In chapter 24, David Read Johnson examines
how a partner’s past trauma can be present, but invisible, in the current
relationship. When some event triggers the survivor’s shame associated
with the traumatic event (a critical interaction), Johnson provides an
intervention that allows the couple to recognize the impact of the past
trauma and use it to deepen their connection. Finally, in chapter 25, Man-
dra Rasmussen Hall and Victoria Follette offer an example of modern
behavior therapy that focuses on accepting the self and one’s traumatic
history and changing only what can be changed. Follette’s Acceptance
and Commitment Therapy emphasizes the centrality of avoidance
among trauma survivors and uses examples of interactive shame and
withdrawal much like David Read Johnson’s critical interactions. 

FINAL COMMENT

Psychologists have often used human figure drawings in their battery
of assessment techniques. A person’s perception of stress and his or her
capacity to manage it was portrayed when he or she drew a Person in the
Rain. Sometimes the central moment of a trauma can be captured in a
drawing, but psychologists have understood that these drawings are sub-
jective. They provide an avenue for the person to project his or her own
personal meanings into the picture. Then it becomes the evaluator’s task
to understand that personal meaning within the context of this one per-
son and his or her life. That task becomes even more difficult as we try to
consider the complexities of families.

This volume is filled with theories, techniques, and ways of under-
standing people and their families—what Rory Remer refers to as maps.
But its richness is a dim reflection of the actual range of different kinds of
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people, families, sources of stress, and traumas that we encounter in our
work. As in assessing the individual, our capacity to understand is aided
by our tools but also depends in large part on our willingness to let our
clients teach us. I once had a young boy draw a person in the rain with no
umbrella, usually regarded as an indication that he felt he had no protec-
tion against the stressful elements in his life. Yet when we talked, I
learned that his mother was carrying his umbrella for him because he
enjoyed walking in the rain.

Never before have so many different tools for working with families
and stress and trauma been assembled in one volume. My goal with this
edited volume was synergistic: to bring the thoughts of these gifted
researchers, theorists, and clinicians together in hopes of achieving a new
level of understanding and appreciation of issues such as attachment,
the role of social support, the ways in which the effects of trauma are
transmitted among members of families, and the value of focusing on
strengths and fostering resilience. I hope this book spurs new research
and theory, and helps many clinicians to help many families with many
kinds of stress and trauma.
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1
Trauma and Its Impact on 
Families

APHRODITE MATSAKIS

In Greek, trauma means wounding. Life-threatening events—whether
they be fires or floods, sexual assaults, or terrorist attacks—wound the
mind, the body, and the soul. Assumptions about personal invulnerabil-
ity are shattered (Janoff-Bulman & Wortman, 1977). Cherished spiritual
beliefs are challenged. Under conditions of prolonged or otherwise
severe trauma, the person’s biochemistry (Friedman, 1991; Kolb, 1987;
McDonagh-Coyle et al., 2001; Murberg, 1996; van der Kolk, 1988, 1996)
may be permanently altered, as is the ability to give and receive love
(Herman, 1992; Jordan et al., 1992; Matsakis, 1994a, 1996a, 1996b, 1998b).
(See also chapters 3, 4, and 11 in this volume.) Just as in novels and the
movies, trauma seldom affects the individual alone.

Based on Freud’s emphasis on liebe (love) and arbeit (work), a simple
working definition of mental health is the ability to love, work, and play.
Yet when a traumatized individual develops more than a 30-day acute
stress reaction and goes on to acquire a longer term and more devastating
traumatic reaction (such as posttraumatic stress or a dissociative, depres-
sive, or somatic disorder), that person’s ability to pursue meaningful work
and to develop and maintain safe and loving relationships is severely
impaired (Kates, 1999; Sheehan, 1994; Spasojevic, Heffer, & Snyder, 2000;
Williams & Williams, 1987; Matsakis, 1994a, 1994b). Unfortunately, at the
very time survivors need people the most, their symptoms can lead to
alienation, hostilities, and a host of misunderstandings for all involved
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including coworkers, neighbors, grandparents, and other members of the
extended family.

Although not all survivors develop posttraumatic stress disorder
(PTSD), the interpersonal repercussions of PTSD are the focus of this
chapter. However, due to the overlap between the symptoms of PTSD
and those of other possible reactions, such as a dissociative, somatic, or
depressive disorder (Cascardi & O’Leary, 1992; Feeny, Zoeller, & Foa,
2000; Tampke and Irwin, 1999; van der Kolk & Fisler, 1995; Zoellner,
Fitzgibbons, & Foa, 2000), many of the observations made regarding
PTSD may also apply to instances where survivors develop a different
traumatic reaction. Exceptions include those interpersonal problems that
stem directly from the unique feature of PTSD: the PTSD cycle—states of
hyperarousal alternating with states of numbing. Either state can result
in mental and emotional disorganization, leaving survivors feeling out-
of-control, even terrified, unless they have ways of managing them.

Extreme states of numbing or hyperarousal can be dangerous. When
intrusive thoughts, flashbacks, panic attacks, or other forms of hyper-
arousal occur while driving, cooking, or working with children or
machinery, accidents can result. In addition, the feelings of helplessness
and confusion engendered by being unable to modulate the PTSD cycle
are reminiscent of the powerlessness and disorientation experienced dur-
ing the original trauma. Hence the symptoms of PTSD are retraumatizing
in themselves (Matsakis, 1994a, 1996a). Under such circumstances, survi-
vors have difficulty in being present to others. In response, others can
feel angered, rejected, or helpless and can easily decide that the survivor
is “impossible,” “antisocial,” or “crazy.”

A common way survivors try to circumvent the PTSD cycle is by
avoiding interpersonal and other situations that might stimulate it. Abra-
ham Kardiner, who worked with shell-shocked World War I veterans,
wrote that traumatization (what we now call PTSD) is similar to schizo-
phrenia in that the person withdraws from the world (Kardiner & Spie-
gel, 1947). Since the ego can not handle the anxiety generated by the
trauma in addition to the anxieties of normal life, a diminished interest in
the world and a decline in personal functioning can follow (Matsakis,
1994a, 1996b). Indeed, it is more often the avoidant symptoms of PTSD,
rather than the survivor’s reminiscences, that create negative marital and
family dynamics.

Survivors frequently report that they seek relief from the PTSD cycle
(and the clinical depression that frequently attends those with severe or
chronic PTSD) through addiction. Alcohol, excess food, and certain
street drugs can have a suppressant effect on the nightmares, night ter-
rors, and panic attacks of hyperarousal as well as mitigating effects on
depressive and numbing symptoms. Survivors are at high risk for devel-
oping clinical depression or substance abuse problems or both (or for
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exacerbating preexisting ones); this has been found in numerous
populations, from combat veterans to victims of family violence and sex-
ual assault (Courtois, 1998; Herman, 1992; Kates, 1999; Jelinek & Will-
iams, 1984; Keane, Caddell, Martin, Zimering, & Fairbank, 1983;
Lacoursiere, Godfrey, & Ruby, 1980; Matsakis, 1994a; McLeod et al.,
2001; van der Kolk, 1988, 1996).

For example, in a national sample, Hankin et al. (1999) found that
symptoms of depression were three times higher, and rates of alcohol
abuse were two times higher among women Veterans Administration
(VA) outpatients who reported sexual assault while in the military.
Hence, any discussion of the interpersonal effects of trauma must take
into account the fact that a substantial number of families have a loved
one with more than one diagnosis. When substance abuse exists, it, alone,
can ravage a family’s emotional and financial stability.

The “consequence of PTSD” hypothesis views substance abuse as a
form of self-medication for the symptoms of PTSD and depression; how-
ever, there are at least two other hypotheses regarding the frequency of
the dual diagnoses of alcohol abuse and PTSD (McLeod et al., 2001). The
“shared stressor” hypothesis holds that addiction and PTSD are the
results of a shared stressor, while the “shared vulnerability” hypothesis
suggests that environmental or genetic factors or both create vulnerabil-
ity to both PTSD and alcohol.

As researchers and clinicians have observed, strong marital or family
ties and community support can serve as a buffer, if not a life-saver, for
trauma survivors (van der Kolk, 1996; Herman, 1992; Matsakis, 1998a,
1998b). One of the most critical factors in determining whether a trauma-
tized person will develop a long-term traumatic reaction (as opposed to a
short-term stress reaction) is the quality of the individual’s attachment
system—his or her ability to derive comfort and hope from others. This
requires that there are persons who are able to provide such assistance
and that, furthermore, the traumatized individual is able and willing to
receive it.

IMPACT ON SIGNIFICANT OTHERS

Despite the observed buffering effects of supportive others, there is no
lack of evidence for the negative impact of trauma on family and intimate
relationships. Separation, divorce, marital dissatisfaction, and emotional
instability in children are common (Carroll, Foy, Cannon, & Zwier, 1991;
Herman, 1992; Kates, 1999; Kulka et al., 1990; Matsakis, 1996b; Matsakis,
2001; Scaturo & Hayman, 1991; Sheehan, 1994; Vogel & Marshall, 2001;
Williams & Williams, 1987).
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Some survivors may function well at work or when focused on
specific projects. However, at home, their mood swings, irritability,
depression, memory problems, emotional numbing, and difficulties
with conflict-resolution and life-span transitions eventually manifest
themselves and affect the entire family, even toddlers (Daniele, 1994; Sca-
turo & Hayman, 1991; Taft, King, King, Leskin, & Riggs, 1999; Vogel &
Marshall, 2001). Family members describe having to “walk on eggshells”
so as not to increase the suffering of a loved one who is already dis-
tressed. They may also fear irritating an already irritable person and risk
becoming the object of that person’s rage reactions or rejections.

THE THREAT OF SUICIDE

It is well established that persons with PTSD and depression, espe-
cially if comorbid with substance abuse, are high suicide risks, especially
during anniversaries of the trauma or in response to major losses, such as
the death of a child or loss of a job (Hendlin & Haas, 1984; Kates, 1999;
Matsakis, 1994a, 1996b). Family members who are aware of this suicide
potential, or whose survivor has threatened or attempted suicide in the
past, may be especially cautious in their interactions. “I edit everything
I say to him so as not to upset him. I don’t want him going off on me
or, worse, going into a slump because of something I said or did,”
explains the wife of a firefighter. “He’s threatened suicide a few times.
If he does it, I know it won’t be my fault. But I don’t want to be the one
who pushes him over the edge.”

The author has worked with dozens of spouses and young adult
children of survivors who refrained from leaving their unhappy home
because they feared the survivor might act on a suicide threat. In many
instances, it was as hard for the clinician as for the family member to
determine whether the threat was manipulative or sincere. In the
author’s experience, sometimes the departure of a disgruntled family
member did precipitate a suicide attempt or parasuicidal behavior, such
as driving while intoxicated, having sexual relationships with HIV-
infected persons, or not taking needed medications. There were cases of
completed suicides and parasuicidal behaviors which were ultimately
lethal. According to Kates (1999), more police officers die as the result of
PTSD than in the line of duty.

FULFILLMENT OF FAMILY ROLES

Partners frequently describe their trauma survivor as either a “part-
time” lover or as a controlling or suffocating one, as either a nonexist-
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ent parent or as an overly protective or inconsistent one (Courtois,
1988; Matsakis, 1994b, 2000). Parents with combat histories or histo-
ries of child abuse may have difficulties disciplining children. Some
employ the harsh methods of discipline inflicted upon them in the
past. Others are so fearful of repeating their past, they avoid disciplin-
ing their children altogether. Adult survivors of child abuse who were
severely punished, then later indulged, by their abuser may repeat
this pattern as parents (Courtois, 1988). Any of these disciplinary
methods can lead to conflicts with the other parent and deleterious
effects on the children.

When the trauma survivor’s symptoms do not permit, or they severely
limit, the ability to sustain gainful employment, others in the family must
shoulder the economic burden. In instances observed by the author, this
can create resentments and possible guilt about harboring such resent-
ments. The husband of a car accident survivor explains, “Of course I
mind having to work overtime to make ends meet. Who wouldn’t? What
I can’t stand is when she damns me and anyone else who isn’t in constant
pain like she is. Yet when I remember that her tantrums are not her fault
and see her bravely trying to go on, I feel guilty for blaming her and
sometimes even hating her for ruining my life.”

INTERGENERATIONAL EFFECTS

The effects of trauma can ripple down to future generations (Barocas
& Barocas, 1973; Epstein, 1979; Figley, 1995; Freyberg, 1980; Rosenheck
& Fontana, 1998). “Will I ever be able to love again?” were the first words
uttered by the son of a combat veteran as he barged into my office.
“I don’t care about my nightmares and panic attacks, but will I be able to
feel again? To love others and to let them love me?”

This young man had internalized his father’s traumas to the point of
reenacting them in highly dissociative states. Although he was the sole
object of his father’s adoration, in the name of “initiating” his son into
manhood, the father treated him harshly. After the young man married,
his attachment to his father continued to dominate his life. He felt he had
to tolerate his father’s ongoing emotional abuse and intrusions into his
marriage so as not to see his father psychologically disintegrate. As Kerr
and Bowen (1988) would have predicted, just as the young man began to
make therapeutic progress, the father insisted that he terminate
therapy—and he did.
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PARENTIFICATION OF CHILDREN

The multigenerational impacts of trauma are diverse. Studies of the
children of Holocaust survivors, veterans of World War II and the Viet-
nam conflict, and other trauma survivors show that one or more children
often assume caretaker roles with respect to either (a) the traumatized
parent or (b) the more functional but extremely stressed nontraumatized
spouse (Brende & Goldsmith, 1991; Rosenheck & Nathan, 1985; Rosen-
heck, 1986; Sigal, 1976; Sigal & Rakoff, 1971). As these “parentified” chil-
dren grow into adolescence, they view their troubled parent as being
misunderstood and rejected by others. They fear that if they start their
own lives, no one will be available to care for the parent. In cases
observed by the author, often the children’s perceptions are accurate:
there is no one else to help. Even when they do leave home, their loyalty
to the parent can remain paramount. Some never marry or leave home.

Some of these family angels, however, become devils. Children who
have nursed traumatized parents through their nightmares and flashbacks
and stayed home from school to watch over them can do an about- face
upon becoming adolescents or young adults. In my clinical experience it
was not unusual for family angels, whether male or female, to run away
from home, acquire an addiction, or pursue a promiscuous life style as a
way of rebelling against their caretaker role (Matsakis, 1996a).

Children can develop low self-esteem and anger as a result of the emo-
tional instabilities in the home or the afflicted parent’s emotional distanc-
ing or both, which children tend to experience as rejection, even if there is
no overt abuse. Like their nontraumatized parent, they can have both
empathy for and anger toward their trauma-survivor parent. This creates
inner turmoil, which is yet another source of anger, depression, and low
self-esteem.

Even in elementary school, children from PTSD-afflicted homes may
displace their anger onto siblings, classmates, or others. Alternatively,
they may internalize it in the form of depression, preadolescent and ado-
lescent substance abuse or eating disorders, and somatic complaints.
Concentration and learning problems and social phobia have also been
found (Matsakis, 1996b).

FAMILY SYSTEM DYNAMICS

In some families, the traumatized family member becomes the family
scapegoat. Children join other family members in blaming nearly all the
family’s problems on the survivor’s symptoms which they label as self-
pity or excuses. In other homes, the family is organized around support-
ing and protecting the survivor. This usually requires family members to
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put aside some of their own goals and needs, even when the family is
wealthy. Ultimately, family members begin to restrict their social con-
tacts and outside activities and can become almost as isolated as the sur-
vivor. If the survivor receives effective treatment and becomes stronger,
some family members rejoice. Others, however, may feel threatened by
the survivors’ growth and turn against them.

In some families, coalitions are formed, one grouping being for and
the other against the victim. Once again, ambivalence toward the survi-
vor is common: An intense empathy for the survivor’s pain (and any
physical injuries) may be coupled with resentment at the burdens
imposed by the survivor’s dysfunctions. Siblings, as well as adults, may
feel jealous of the attention given to the survivor (especially when their
needs are not being met), as well as guilt for harboring such jealousy.
Survivors themselves have displayed patterns of insecure, anxious,
avoidant, overly dependent, or ambivalent attachment (Courtois, 1988;
Jordan et al., 1992; Muller, Sicoli, & Lemieux, 2000; Zoeller, Foa, & Bri-
digi, 1999). Some survivors alienate themselves from their families in
varying degrees, even to the point of becoming virtual hermits.

There are no set patterns. The impact of trauma on relationships
depends on a host of factors, including the nature and severity of the
trauma and any resulting medical, financial, and psychological repercus-
sions; the strengths and resiliency of the survivor and the family; avail-
able community and cultural supports; the nature and degree of
subsequent stressors; and socioeconomic and cultural factors.

THE SURVIVOR’S PARTICIPATION IN FAMILY LIFE

Recovery does not mean forgetting the trauma or permanently erasing
all of its effects, but rather an increase in the ability to invest one’s psy-
chic energies in the present, rather than the past. A major source of inter-
personal problems for survivors, whether they suffer from PTSD,
depression, or a dissociative disorder, is the limited psychic energy they
have available for relationships. The sources of this lack of psychic
energy include (1) living in two worlds: the world of the trauma and the
present-day world; (2) unprocessed or unresolved emotions and issues
pertaining to the trauma, especially unresolved grief; (3) medical prob-
lems caused by the trauma and medical, financial, and psychological
problems caused by addiction; (4) feelings of low self-worth and lack of
assertiveness; and (5) survivor guilt.

In the case of PTSD, additional factors contribute to the limited psy-
chic energy: (6) time and energy spent managing triggers and trigger
reactions; (7) the symptoms of untreated depression; (8) dissociation,
depersonalization, and derealization; (9) reenactment and revictimization
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(Merrill et al., 1999; Herman, 1992); and (10) relationships with those who
died during the trauma. Not all of these reasons, however, apply to all
trauma survivors.

Compounding interpersonal tensions are the survivor’s feelings of
betrayal, difficulties with trust, and cognitive mindsets appropriate for
traumatic, but not for nontraumatic, situations. These mindsets include
all-or-nothing thinking, perfectionism, denial of personal difficulties, and
continuation of survival tactics (Matsakis 1994a, 1996a). While all of the
above-mentioned factors are relevant, the following will focus on the
effects of the PTSD cycle and of guilt.

THE PTSD CYCLE

The life-threatening nature of trauma gives rise to physical emergency
responses whose function is survival. Included in these responses are the
“three Fs”—fight, flight, and freeze as illustrated in Figure 1.1. Since the
organism cannot tolerate a protracted state of hyperarousal, a numbing
or “shut-down” period usually follows. In the “freeze” mode, some indi-
viduals also experience dissociation and derealization. Posttrauma
reminders of the trauma (triggers) can activate the stress-related emo-
tional and physiological symptoms.

Triggers can be internal or external. When survivors are triggered by
their loved ones, not only can survivors feel guilty, but their sense of
being “damaged goods” is also confirmed. Many on my case load have
expressed resentment, if not fury, at having to experience and cope with
triggers. “I can’t stand having to do all these coping techniques just to get
through the day,” is a common complaint.

Even more distressing to survivors are feelings of jealousy and anger
toward those whose lives are not being disrupted by the PTSD cycle. The
presence of these feelings can contribute to the need to create distance
from others so that one’s unacceptable feelings do not become transparent
or expressed. “Only a monster mother would get mad at her own children
because they weren’t traumatized like she was,” an incest survivor states.

External triggers include any current danger or current stress such as
financial, medical, or marital problems. Normal life transitions, such as
the birth, growth, and eventual departure of children, the death of a par-
ent, and one’s own aging process are also triggers (Scaturo and Hayman,
1991; Danieli, 1994). Other triggers include any sight, smell, sound,
touch, or action on the part of others that reminds the trauma survivor of
the trauma. The trigger may not be reminiscent of the actual past danger,
but of something associated with that danger.

For many trauma survivors, crowded places such as playgrounds,
malls, concerts, traffic jams, parades, or even large social gatherings are
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triggers. The trauma may or may not have occurred in such places, but
the large number of people, the noise level, and the presence of uncon-
trolled movements may be similar to the uncontrolled, unpredictable
actions of people during the trauma. At the very least, such situations can
result in sensory overload. Fearing the resulting PTSD cycle, the survivor
may avoid normal family experiences such as going shopping or to mov-
ies and attending family (and other) functions such as weddings,

FIGURE 1.1. Physical emergency responses to trauma. Adapted from “The Body’s 
Emergency Response: Breaking the Panic Cycle for People with Phobias,” by R. R. 

Wilson, Anxiety Association of America, 1967. Used with permission.
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funerals, and graduations. Some survivors absent themselves from, or
limit the time spent at, their children’s birthday parties or school events
to protect themselves from becoming overstimulated or numb (Herman,
1992; Matsakis, 1996b, 1999, 2000; van der Kolk, 1988, 1996).

Sometimes an inflection or feeling in a person’s voice can be a trigger.
A child’s, spouses’s, or coworker’s anger may be relatively mild, but to
former victims of family violence, the anger can sound like thunder and
feel like a major life threat. Logically, the survivor may know that the
other person is simply irritated, not furious, and that there is no danger.
But on an emotional and physiological level, the survivor is now on
guard and waiting for an outburst of violence. To avoid being triggered,
survivors may avoid or minimize contact with others, which impedes
marital and family communications.

“Even a simple debate over a television show can get out of hand. He
flares up, or he walks out of the room,” the wife of a police officer
explains. Yet the officer’s avoidance stems not only from his fear of being
triggered but also from his desire to protect his family from his reactions
to them. “I know I hurt my family by over-reacting or under-reacting, but
if I stay away, that hurts them too,” the officer stated. “It hurts me to see
their hurt. It also hurts to be so angry or numb inside that their hurt
doesn’t touch me.”

The survivor’s avoidant behavior and hyperactivity in relationships
make problem-solving difficult, often leaving important marital and fam-
ily issues unresolved (Bloom & Llye, 2001; Carroll et al.,1991; Parson,
2001; Scaturo & Hayman, 1991; Williams & Williams, 1987; Taft et al.,
1999). An atmosphere of chaos, frustration, anger, and hopelessness can
then develop in the home, creating even more triggers for the survivor.
Others then respond negatively to the survivor’s trigger reactions, fur-
ther increasing the negative emotions in the home, which further triggers
the survivor and leads to additional frustration and anger in others, and
so forth. Thus, a negative, ever-escalating, self-perpetuating cycle is cre-
ated.

Additional complexities arise if the family is a dual trauma family,
that is, if more than one person has a trauma history. Without a keen
awareness of each other’s triggers and an ability to handle their own,
family members inevitably trigger one another. This can result in hosti-
lity, paranoia, regression, and emotional instability in the home, thus
recreating the emotional climate of the original trauma (Matsakis, 1994b). 

The interpersonal consequences of autonomic hyperarousal and those
produced by the numbing or increased opioid response are not identical,
yet there is some overlap. Common to both are concentration problems
(“I can’t remember what my son just told me”); memory problems
(“My wife gets mad because I can’t remember to take my antidepres-
sants”); and difficulties differentiating present from past realities, with
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an overfocus on any potential triggers in the environment (“All I could
focus on was my supervisor’s one tiny complaint, not the promotion and
awards he gave me. Suddenly I was back with my ex-husband who
always criticized me before a beating, and I wanted to spit in his face”).

Other consequences of the PTSD cycle include the depletion of bio-
logical and psychological resources necessary to moderate affect and
experience a wide range of emotions; fears that having to do something
new (or to meet someone new) will be disorganizing or cause a shut
down; difficulties in organizing behavior to achieve a goal; difficulties in
staying focused on a conversation or social interaction; retreating from
others because of the energy and effort required to control arousal or
numbing; sexual dysfunctions and rage reactions (Matsakis, 1998a; van
der Kolk, 1988, 1996). These consequences, some of which have been
shown to have a biological basis (Glover, 1992; Kardiner & Spiegel, 1947;
Kolb, 1987; van der Kolk, 1988, 1996), have obvious implications
for interpersonal relationships at home and in the community and
workplace.

The physiology of trauma is far more complex than the simple hyper-
arousal-numbing model presented here. PTSD has been found to be asso-
ciated with changes in the endogenous opioid system; the sleep cycle;
levels of neurotransmitters and neurohormones; the hypothalamic-pitu-
itary-adrenocortical axis, and other biological changes (Friedman, 1991;
van der Kolk, 1996). Today’s ongoing research promises an even greater
understanding of the physiology of trauma.

Guilt

Trauma is the breeding ground not only for survivor guilt but also for
many other types of guilt, such as competency guilt and “superman” or
“superwoman” guilt (Kubany & Manke, 1995; Kubany, 1994; Kubany,
1997). Strong feelings of guilt can inhibit and harm relationships in the
following ways (Matsakis, 1998b):

1. A deep feeling that positive supportive relationships are not
deserved.

2. A fear of intimacy based on fear that (a) guilty secrets will be
revealed or that (b) once the other person discovers the truth about
one’s thoughts, actions, or feelings during the trauma, one will be
rejected.

3. Guilt-related addictions and compulsions which take away time
and energy that could be invested in relationships and also that
directly interfere with them.

RT7545_C01.fm  Page 25  Thursday, May 20, 2004  11:25 AM



26 Handbook of Stress, Trauma and the Family

4. Permitting oneself to be exploited (financially, sexually, emotion-
ally, or vocationally) as an expression of unworthiness or a form of
penance or atonement.

5. Overgiving and overprotectiveness in relationships.
6. Lack of assertiveness: The feeling that others are more important

and that one does not deserve to have one’s needs met.
7. Alienating or distancing from others by not returning calls, frequent

cancelling or not keeping dates and promises, fighting over trivia,
irritability, and verbal or physical abuse or both.

8. Ending relationships because they are becoming too intimate or lov-
ing.

The pathos of the situation is that at the very time that survivors need
people the most, their traumatic reactions strain their relationships.
Negative responses from others generate hostility and negative self-eval-
uations, which only intensify the damaging effects of trauma on the sur-
vivor (Herman, 1992; Ullman & Filipas, 2001). The emotional world of
survivors who are lovingly embraced by their family or community (on a
sustained, not a temporary, basis) differs vastly from that of those who
are stigmatized and ostracized. When attachment systems remain rela-
tively intact after a trauma, survivors more readily begin to trust the
world—and their therapist.

THE PEOPLE IN THE SUPPORT SYSTEM

Although empirical research is needed to validate the following, in my
30 years of clinical experience, survivors with a support system, such as a
12-Step program, a religious affiliation, or a few sympathetic relatives or
friends, tend to attend sessions more regularly, be more compliant
with medical directives, have fewer medical problems associated with
trauma (Kimmerling, Clum, & Wolfe, 2000; Wagner, Wolfe, Rotnitsky,
Proctor, & Erickson, 2000; Williams & Siegel, 1989), and make more rapid
gains in therapy. Furthermore, family members and friends who were
able to stay meaningfully connected with survivors seem to have less
intense feelings of helplessness and anger toward them.

There is ample evidence that those who care about the survivors can
also bear their pain (Figley, 1995; McNeil, Hatcher & Reubin, 1988; Miles
& Demi, 1992; Muphy et al., 1999; Ochberg, 1988). Like the survivor, they
can also feel anger that the trauma occurred, feel helpless in not being
able to make the scars disappear, undergo a grieving process, and feel
that life has betrayed and cheated them. One of the Greek words for love
is ponesi, or experiencing another’s pain as if it were one’s own. To do so
is considered a normal, if not an admirable, part of caring for someone
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else, even nonrelatives. Yet family members who make sacrifices for the
survivor are often labeled as needy, controlling, codependent, enmeshed,
or just as mentally ill as the survivor, while relatives who are intolerant
of the survivor’s limitations are often characterized as cold, self-centered,
narcissistic, weak, or rigid. Spouses have been accused of deliberately or
unconsciously selecting disturbed partners because they themselves were
equally mentally unfit or because they desired to hold the power in the
relationship. While such hypotheses remain to be proven, they certainly
do not apply to couples who were together prior to the trauma or to
those who are bound by religious principles.

Undoubtedly, there are family members with emotional problems,
even to the point of meriting a diagnosis. In families where there is abuse
and addiction and insufficient action is taken by family members to
protect themselves, underlying personal dynamics certainly must be con-
sidered. Furthermore, living with or even treating someone with a severe
traumatic reaction can create symptoms in the other person.

Devoted family members might be viewed quite differently in collec-
tivist cultures or groups where selfhood is defined in terms of belonging
to and fulfilling obligations toward a group. Individualist societies such
as ours define selfhood in terms of individual self-actualization, self-
esteem, and liberty (Myers, 2001). In Asian, African, middle-eastern,
southern Mediterranean, and other cultures where loyalty to the family
or community traditionally is considered more important than personal
growth, self-sacrifice for the sake of a traumatized family member would
probably not be described in pejorative terms such as enmeshment, sym-
biosis, overidentification, or infantile dependency. The individual who
pursues personal growth at the expense of taking care of a needy family
member may risk ostracism and economic or social forms of punishment
in such societies.

In countries with histories of famine, civil war, or foreign occupation,
trauma tends to be viewed in a different light (de Vries, 1996; Terheggen,
Strobe, & Kleber, 2001). Sympathetic labels such as misfortunados (“unfor-
tunate ones” in Spanish) or atihi (“unlucky ones” in Greek) are more
widespread than psychiatric labels, and there is more cultural tolerance
for long-term grief reactions. In addition, there are cultural supports for
survivors and their families in the form of literature, drama, song, and
communal or religious rituals, which help to legitimate the pain and
struggles of survivors and their families, thus reducing social stigma.
Except in cases of communal disasters such as the Oklahoma
City bombing, our society tends to convey the message that having long-
term traumatic reactions is shameful or that standing by someone who
does is a sign of psychological deficiency.
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CONCLUDING COMMENTS

Much of this chapter has focused on the difficulties inherent in form-
ing and maintaining relationships posttrauma. Yet survivors can have
fulfilling relationships. Treatment approaches such as those described in
this volume can improve the survivor’s functioning, bring families
together, and even make them stronger. Once initial hurdles have been
crossed, survivors and their families can have even more rewarding
relationships because they have taken the time to communicate feelings,
values, and personal limitations to one another.

In instances where survivors have been able to accept their pain and
grow from it, their loving feelings toward family members, friends, and
other loved ones are usually intensified. Having been traumatized has
taught them the value and necessity of human connection and human
love. In my experience, it is relationships, rather than work or external
forms of success, that can take top priority among such survivors, and
their relationships are helped, not hurt, by the realization that life is full
of loss and pain and that past events affect the present. Through therapy
or other means of recovery, survivors and their families can acquire the
invaluable ability to make positive use of frustration, fear, anger, and
pain.
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The Ties That Bind: Resource 
Caravans and Losses Among 
Traumatized Families

JEREMIAH A. SCHUMM, ANA-MARIA 
VRANCEANU, AND STEVAN E. HOBFOLL

In order to develop and implement interventions for families who
have experienced trauma, it is important to have a theoretical framework
that provides a way of understanding all aspects of the trauma process.
Conservation of Resources (COR) theory (Hobfoll, 1988, 1989, 1998)
provides a means for understanding the impact of trauma on the family
and for preventing resource loss, maintaining existing resources, and
gaining resources necessary for the family to cope with that impact.

Interpersonal resources such as social support allow for the provision
and exchange of resources outside the individual. Although interpersonal
resources can facilitate families’ abilities to cope with trauma, social
networks can also have a negative impact, acting as a channel by which
the effects of trauma are spread throughout the family unit and
contributing to resource loss spirals, a key corollary of COR theory.
Interpersonal trauma originating from within the family (e.g., child or
spousal abuse) can cause particularly long-lasting loss spirals in
interpersonal domains of familial resources. Indeed, intrafamilial trauma
often results in revictimization of the victim, which then serves to
maintain the momentum of resource loss spirals.
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ELEMENTS OF FAMILY STRESS THEORY

The study of family stress can be traced back to the seminal work of
Hill (1949) on separation and reunion during and after World War II. Hill
and others (Caplan, 1964; Jahoda, 1958) were interested in how individu-
als and families successfully coped with stressful demands throughout
their lifetime (Hobfoll & Spielberger, 1992). A central theme from this
work was that psychosocial resources help buffer the negative impact of
stressful demands. They also realized that stressful demands could
outweigh the existing resources of individuals and families and cause
negative sequelae (see also Hobfoll, 1989; Lazarus & Folkman, 1984).
Family trauma thus can be viewed as major challenges to the psychosocial
resources of family members and the family system.

ABC-X Model of Family Stress

In order to provide a perspective for COR theory (Hobfoll, 1998, 1989,
1988) in the context of trauma and the family, we will outline the
principles of the ABC-X model (Hill, 1949) and its contribution for under-
standing the impact of trauma on the family.

The event. The A factor in Hill’s theory refers to the stressor or
traumatic event. Hill defined stress as events that create change within
the family system; all forms of change were postulated to be stressful.
However, research has suggested that not all changes are, in fact,
stressful (Thoits, 1983). COR theory differs substantively from the ABC-X
model on this point as it posits that only undesirable changes (losses) are
stressful. Indeed, positive changes act as stress buffers, limiting stressors’
negative sequalae (Billings, Folkman, Acree, & Moskowitz, 2000; Cohen
& Hoberman, 1983).

The resources. The B factor refers to the resources or strengths that indi-
viduals or families use to combat demands (Hill, 1949). McCubbin and
Patterson (1983) subsequently incorporated family resources into their
double ABC-X model in a more complex and sophisticated manner, sug-
gesting that not only are psychosocial resources important in combating
the demands of trauma, but psychosocial resources are themselves trans-
formed in the stress process. Likewise, COR theory views transformation
of resources as central to the stress and coping process because traumas
cause rapid challenges to coping resources. This is critical because the
availability of resources determines, in large part, the efficacy with which
individuals, families, and communities can cope with trauma.

Perception of stress. The C factor in the ABC-X model involved the
perception of the impact of trauma, which determines the meaning of
such events to family members. This cognitive factor has received much
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weight in transactional models of stress and coping (e.g., Lazarus & Folk-
man, 1984). Consistent with Lazarus and Folkman’s transactional model
(1984), COR theory assumes that idiosyncratic perceptions of stress are
more important in low to moderately stressful situations as opposed to
highly stressful situations such as those involving trauma. However,
COR theory differs from appraisal-based models of stress and coping in
attributing more importance to the objective qualities of environmental
stressors and shared social perceptions, and places less importance on
the idiosyncratic (individualistic) perceptions of major stressor events.

The resulting crisis .  The X factor in the ABC-X model can be
conceptualized as the stress outcome or crisis following the trauma and
coping process. McCubbin and Patterson (1983) emphasized this factor by
suggesting that trauma can have residual effects on the family by its recur-
rent demands. This principle is also central to COR theory; it suggests that
the impact of trauma can be long-lasting and branch out into a web of
additional challenges to individuals and families.

Conservation of Resources Theory 

COR theory (Hobfoll, 1988, 1989, 1998) builds on the conceptual
strength of the ABC-X model by emphasizing factors that are important
for developing interventions, with particular emphasis on resource loss.
In contrast to homeostatic models of stress, COR theory does not view
change in itself as the cause of stress. Instead, it predicts that stress will
occur when there is (a) loss of valued resources, (b) threat of loss of
valued resources, or (c) failure to gain resources after investment.

The nature of resources. COR theory views resources and strengths of
individuals and families as important in buffering the effects of trauma.
It describes four general resource categories. Resources can be
categorized as (a) object resources (e.g., car, house), (b) personal
resources (e.g., self-esteem), (c) energy resources (e.g., time invested driv-
ing children to activities), and (d) condition resources (e.g., familial rela-
tionships). Although COR theory distinguishes among categories of
resources, these categories are viewed as part of a caravan of resources
that bridge levels of the individual, the family, and the community (Hob-
foll ,  1998).  Resources possessed by individuals,  families, and
communities can be pooled for protection of individuals. However,
losses within one category of the resource caravan or at different social
levels (e.g., individual, family) can also negatively affect the availability
of resources in other categories. Change within a single resource category
can occur but, consistent with a caravan concept, the aggregate of
resources tends to travel together over time (Baltes, 1997). This
interdependence of resources among individuals increases the
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importance of condition resources such as social support for families cop-
ing with traumatic events.

Objective losses versus perception. COR theory emphasizes the role of the
environment over the role of cognitive perceptions in the stress and
coping process. It does not view perceptions as unimportant; perceptions
play a major role affecting reactions to minor and midlevel stressors
(Lazarus & Folkman, 1984). However, traumas are of such high
magnitude that they are universally perceived as stressful. Thus, efforts
to understand trauma and coping are best served when the primary
focus is on understanding the environment and the ecological context of
the trauma. For example, virtually everyone would appraise experiences
such as combat or rape as stressful. Appraisals are important but of
secondary impact.

The concept of loss spirals. Consistent with the X factor in the ABC-X
model (Hill, 1949), COR theory proposes that resource losses have
residual consequences, and the impact of losses is cumulative.
Specifically, multiple losses often result in resource loss spirals whereby
resource loss broadens across people’s resource reservoirs, gains momen-
tum, and causes losses to occur more rapidly. Further, loss cycles are
more likely to occur among families which are already depleted in their
resources. This occurs because such families are less likely to have the
resources necessary to withstand circumstances that initially threaten or
result in resource loss. Thus, preventing or halting loss spirals should be
the primary concern of interventions focused on trauma and the family.

In addition to the idea of loss spirals, COR theory proposes that gain
spirals also occur, and individuals and families persistently seek to
increase availability of resources in order to cope with challenges to their
resource pools. However, gain cycles are predicted to occur at much
slower rates than loss cycles and have less psychological and social impact.

INTERPERSONAL RESOURCES, TRAUMA, AND THE FAMILY

Interpersonal relationships provide a primary avenue through which
individuals obtain emotional and functional support and exchange and
share resources in the context of trauma. Social support has a buffering
effect both in the context of nontraumatic but highly stressful life events
and in the context of traumatic, life-threatening stressors. Trauma often
causes resource loss spirals, which can exacerbate reactions of individuals
and families. Social roles and efforts to preserve the family in the context
of trauma can have paradoxically detrimental effects upon individuals.
Interpersonal traumas initiated from within the family are especially det-
rimental as they are caused by the same individuals upon whom the vic-
tims must rely for support.
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The Concept of Social Support as a Coping Resource

Social support is an omnibus metaconstruct that contains many
subunits including social attachments, social assistance, and the
perception of social aid (Vaux, 1988). As such, social support should be
viewed as a multiple resource that involves different aspects of social
interaction (Monnier & Hobfoll, 1997). Social support acts as the figura-
tive glue in holding together caravans of resources; it provides a bridge for
individuals to engage the coping resources of their communities and fam-
ilies.

Social support systems are themselves coping resources. In the context
of large-scale traumas, such as natural disasters or terrorist attacks,
individuals and families are functionally reliant upon one another for pro-
viding immediate avenues to safety. Individuals and families also utilize
the functional aspects of social support post disaster for reestablishing
object resources, such as homes, or energy resources, such as money. In
addition, the emotional ties of individuals, families, and communities are
important coping resources in the context of stressful circumstances.

Empirical Evidence for Social Support as a Coping Resource

A cohesive, supportive family life provides family members with the
means to cope with effects of stress by allowing individuals to feel
connected to one another and to transfer personal resources among one
another. A large body of research acknowledges the importance of
familial social support in a variety of stressful situations (e.g., Burt,
Cohen, & Bjork, 1988; Kazak, 1989; Wilcox, 1986; Woodall & Mathews,
1989).

The importance of familial social support is increasingly evident in
instances of extreme stress. Solomon, Mikulincer, Freid, and Wosner
(1987) found that familial support was related to lower levels of PTSD
(posttraumatic stress disorder) at 1-year follow-up in a sample of 383
Israeli soldiers who suffered combat stress reactions. Although a severe
traumatic event such as combat often leads to psychological damage
immediately after the event, family ties are important factors in
determining recovery and adjustment post trauma. Strong relationships
with family members help offset the resource losses associated with the
traumatic event at each stage of victims’ reactions, leading to better
psychological outcomes.

Of course, social support comes from outside the family as well;
interpersonal resources act as a bridge for individuals and families to
access coping resources from higher order collective structures, such as
groups, communities, and tribes (Hobfoll, 1998). Support from family,
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friends, and community becomes key in coping with traumatic events
because such situations can result in rapid loss of resources. In meta-
analyses of a large number of studies, Brewin, Andrews, and Valentine
(2000) found that trauma severity and lack of social support were among
the strongest predictors of adjustment and PTSD symptomatology in a
variety of military and civilian samples. Although there are multiple
factors implicated in the response of individuals to traumatic events,
social support emerges consistently and reliably as a vital coping
resource and a strong contributor to posttrauma adjustment.

Personal resources. Since resources are interdependent and part of a car-
avan, strong personal resources often co-occur with strong social
resources. Likewise, absence of personal resources is typically linked
with absence of social resources. By personal resources, we particularly
emphasize self-esteem (Rosenberg, 1965), self-efficacy (Bandura, 1997), and
optimism (Carver & Scheier, 1998). Having strong personal resources
allows individuals and families to create and sustain close ties and to be
more capable of effectively mobilizing and benefiting from social
support, thereby contributing to their ability to manage the challenges
and demands imposed by traumatic events.

In contrast, those lacking personal resources have less support
available to them and are also less likely to engage in behaviors that will
lead to mobilizing and deriving benefit from social support. Dougall,
Hyman, Hayward, McFeeley, and Baum (2001) studied the effects of
personal resources such as optimism on social support, coping, and
adjustment following traumatic stress in a sample of 159 rescue and
recovery workers. They found that a more optimistic disposition was
positively related to adjustment at 2, 6, 9, and 12 months after the crash.
Although optimism was directly predictive of adjustment, this
relationship was in part due to individuals higher in optimism being
more likely to seek and obtain greater levels of social support.

Social support and resource caravans. Personal resources not only
determine whether individuals will possess support in times of need, but
higher levels of personal resources also predict higher levels of
satisfaction with support when support is provided. Hobfoll, Nadler, and
Leiberman (1986) obtained evidence for this idea when longitudinally
evaluating satisfaction with support in a sample of 113 Israeli women fol-
lowing the outcome of both normal and medically complicated
pregnancies. Results revealed that women reporting greater intimacy
with their spouses and friends also reported better satisfaction with the
support provided. In addition, they found that self-esteem was
significantly and positively related to satisfaction with support. These
results support the notion that personal and social resources are
interconnected entities. This is extremely important because satisfaction
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with social support may be a key ingredient in its overall effectiveness
(Barrera, 1986; Sarason, Sarason, & Shearin, 1986).

Overall, these studies highlight the centrality of individual and
familial resources in battling the demands inherent in traumatic events.
Individuals lacking personal resources react negatively to stress or
trauma in part because they lack social support and in part because they
are unable to engage in support-seeking behaviors when potential
support is available. The studies also illustrate the coexistence of
resources in a caravan, as well as the interdependence of resources at the
individual, familial, and community level. A sense of self-efficacy, self-
esteem, and optimism are likely to be linked to high availability of social
support from family members and the community, whereas low self-effi-
cacy, low self-esteem, and low optimism are likely to be associated with
poor social support, less adequate coping styles, and overall poor adjust-
ment to the demands posed by traumatic events.

Social interactions and stress exacerbation. Although social support can
act as a buffering agent in times of stress, it is not always beneficial. In
studying women’s reaction to the mobilization of their loved ones in the
Israeli Defense Force during the Israel–Lebanon War, Hobfoll and
London (1986) found that, contrary to predictions, women with greater
social support (measured in terms of intimacy and received support)
were more likely to experience psychological distress than women with
less social support. Moreover, the women high in mastery and self-
esteem were more negatively affected by greater social support. In this
situation, rather than acting as a resource, social support interactions
served as a “pressure cooker” (Hobfoll & London, 1986) and increased
the emotional demand of the situation. At time of crises, women high in
mastery and self-esteem found themselves enmeshed in social ties that
made demands on them. They were forced into the role of caregiver, feel-
ing obligated to engage in nearly constant social supportive interactions.
Women with more intimate relationships were more exposed to the
sorrows of others, and the results were draining. The demands of caring
for others or feeling obligated to attend to others’ needs also made these
women more vulnerable to the effects of war rumors and uncertainty,
further increasing the emotional pressure of the situation.

Being supportive listeners for the other members of their support
network may have constituted a form of stress contagion (Riley &
Eckenrode, 1986) or secondary traumatic stress (Figley, 1986) for these
women, suggesting that provision of support based on role expectancy
may interfere with individuals being able to utilize resources to their per-
sonal benefit in the context of traumas shared by the family or group.

Westman and Vinokur (1998) found compelling evidence for such
crossover effect of stress between partners in a sample of 354 male
Vietnam veterans, nonveterans, and their wives or committed partners.
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They noted a positive correlation between depressive symptoms within
couples. This was due both to common stressors experienced as a couple,
as well as crossover effects of stressors uniquely experienced by each
member of the couple. The crossover effect, which originated from
stressors experienced by one but not both partners, occurred via social
undermining, defined as displays of negative affect and negative
evaluations of the partners by the initially stressed individuals. In this
way, the initial distress experienced by one partner was passed onto the
other partner via negative interpersonal exchanges.

Crossover effect was also observed by Waysman, Mikulincer,
Solomon, and Weisenberg (1993), who assessed family environment and
psychosocial adjustment of 212 wives of Israeli veterans of the 1982
Israel–Lebanon War. They found that families of veterans experiencing
high levels of distress due to combat were more likely to be conflict
oriented and less likely to be expressive. This style of family interactions
led to higher levels of distress among the veterans’ wives, suggesting that
traumatic events, such as wars, not only affect those directly experiencing
such events but also can deplete the resources of families (see Figure 2.1).
The effects could be bidirectional: either the impact of the veterans’
trauma spilled over into family resources (such as cohesiveness and
expressiveness), or an impaired family environment (represented by low
cohesiveness and expressiveness and high conflict) could have affected
the veterans’ reaction to the combat stressor. In either case, the study
demonstrates the imperative role of family environment and social
resources in recovery after war.

FIGURE 2.1. Distress from the trama victim can spread throughout families, causing
losses in supportiveness and cohesiveness and increased levels of psychological
distress for all family members. Preexisting low levels of supportiveness and
cohesiveness mean fewer resources and greater distress for all family members.
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Social Support and Resource Loss Spirals

Although social support may buffer or negatively affect reactions to
trauma, it is itself taxed and depleted as a result of stressful and
traumatic events or both. Indeed, social support is not static, and loss spi-
rals in resources such as social support have long-lasting consequences
(Kaniasty & Norris, 2001; Norris & Kaniasty, 1996). In a study of nontrau-
matic life events among a community and clinical sample of individuals
(Holahan, Moos, Holahan, & Cronkite, 1999, 2000), personal and inter-
personal resource loss, including family cohesion and expressiveness,
were directly predictive of depressive symptoms over a course of years.
More important, life events only affected depression to the extent psy-
chosocial resources were depleted. These findings support COR theory’s
view that resources such as social support are malleable, and resource
losses are the key component driving the negative effects of changes in
life events (Hobfoll, 1988, 1989).

Research suggests that losses in social support can also mediate the
impact of traumatic events. Consistent with COR theory’s prediction that
loss spirals often result from traumatic events, Kaniasty and Norris (1993;
Norris & Kaniasty, 1996) studied the impact of natural disasters such as
hurricanes and floods in a sample of 222 older adults and two
independent samples of 498 and 404 victims interviewed before and after
the occurrence of the traumatic event. LISREL analyses indicated that
natural disasters led to deterioration of social resources including
perceived social support, social embeddedness, and received social
support. This deterioration in social support, in turn, led to higher levels
of distress among families. Thus, loss of social support, the figurative
glue, led to further loss of other resources within the caravan and
contributed to the propagation of loss spirals. Also, individuals lacking
social resources prior to the disaster were less likely to benefit from the
provision of support after the disaster, suggesting that families with
inadequate pools of existing resources benefit less from provision of
social support, even when such support is provided.

These findings highlight the impact of social support losses following
traumatic events and suggest that such losses can be especially detrimental
for individuals already lacking in coping resources. Whether loss of social
support occurred after the traumatic event or erosion of support was
already occurring prior to the event, victims of disaster should be encour-
aged to continue the routine of their social activities. By sustaining social
contacts, individuals, families, and communities can better interact,
exchange, and transfer resources, leading to better recovery outcomes after
the traumatic event.

Research by King, King, Foy, Keane, and Fairbank (1999) provides a
telling picture of the relationship between functional problems such as
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PTSD and caravans of resources across individuals’ life spans, i.e., before,
during, and after traumatic events. Among a sample of 1,632 Vietnam
veterans, King et al. (1999) studied the relationships among (a) prewar
risk factors such as familial relationships and instability, (b) war zone fac-
tors such as exposure to atrocities, (c) postwar resiliency-recovery factors
such as hardiness and structural and functional social support, and (d)
PTSD (see Figure 2.2). Separate structural equation models for male and
female veterans indicated that resources at each time period (prewar, war
zone, and postwar) were predictive of PTSD for both groups, suggesting
that resources across the life span can affect clinical trauma reactions.
They also found that prewar risk factors such as family instability were
related to lower levels of adulthood resources such as social support.
This suggests that early losses in resources in the domain of interpersonal
relationships are fairly stable and continue to deteriorate across time.
These results are consistent with COR theory’s prediction that resources
tend to travel in lifelong caravans, and that losses in childhood increase
individuals’ vulnerabilities later in life by increasing the likelihood that
individuals will experience ongoing resource loss spirals. This study also
highlights the value of preventing resource loss spirals among individu-
als and families in order to prevent later resource erosion and vulnerabil-
ity to traumatic stressors.

The detrimental effects of trauma may be transmitted across
generations from parents to children via the mechanism of loss spirals

FIGURE 2.2. Lifespan perspective on resource caravans and resource losses. Losses
initiated in childhood can snowball into resource loss spirals later in life, leaving
individuals ill-equipped to handle challenges presented by new traumas. Adapted
from King et al. 1999.
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(Lomranz, 1990). For example, among a sample of women with breast
cancer, the psychological distress was higher in a group of second-
generation Holocaust survivors than it was among women whose parents
were not in the Holocaust (Baider et al., 2000). The offspring of Holocaust
victims may have inherited a depleted resource caravan lacking in hardi-
ness, optimism, self-efficacy, and other such vital protective resources.

In summary, social support is a vital resource for families dealing
with negative life events of varying severity, from daily hassles to
traumatic events. Social support helps individuals, families, and
communities exchange resources and prevent loss spirals. Resources are
interconnected; strong personal resources increase the likelihood that
individuals can benefit from social support, and families with strong
interpersonal ties are more likely to benefit from the buffering effects of
social support in times of need. However, social support provision is
not always a positive coping resource, and well-intentioned attempts at
providing support can sometimes spread the effects of psychological
distress among families and communities. Thus, social support can
either serve as a coping resource and means of exchanging resources or
as a conduit by which the effects of trauma spread throughout families
and communities.

Interpersonal Trauma From Within the Family

Interpersonal trauma is often initiated from within the very networks
and families which victims rely upon for support. Domestic violence is
by definition perpetrated by family members, and the childhood sexual
abuse of girls is more often perpetrated by a family member (Finkelhor,
Hotaling, Lewis, & Smith, 1990). The entire social fabric of the family can
become compromised as the family network becomes characterized by
the complicated roles of perpetrator, victim, silent partner, abuse witness,
and those who pretend that nothing has occurred. Each of these roles and
their constellation undermine the functions of social support and the self-
esteem of the victim.

Interpersonal trauma within the family has the potential for activating
profound resource loss cycles that can have devastating lifetime impact.
Familial interpersonal trauma results in loss spirals within key
interpersonal domains. The individuals whom victims would hope to rely
upon for support and nurturance are often the perpetrators. Further, in
examples of abuse by one parent, the second parent may be submissive or
ineffectual and also compromised as a support provider (Elliott & Carnes,
2001).

Victims are likely to experience both immediate and long-term
interpersonal loss spirals (see Figure 2.3). The existing social network of
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victims is likely to be destroyed or, at the very least, severely strained,
and victims are set up for future interpersonal resource deterioration. In
their classic empirical review of the effects of childhood sexual abuse,
Browne and Finkelhor (1986) conclude that childhood sexual abuse is
associated with a variety of long-term sequelae including problems in
victims’ abilities to relate to others (e.g., lower levels of trust), hostility
toward families of origin, and sexual problems. In a more recent
empirical review, Briere and Runtz (1993) conclude that victims of such
abuse are more likely to have difficulties relating to others in adulthood
and are more likely to be diagnosed with personality disorders. The
interpersonal nature of childhood abuse, rape, or partner violence is
likely to erode both current and future interpersonal resources.

Victims of interpersonal trauma also appear to be more sensitized to
the effects of later stressors and less able to use support. In a 2-year
prospective study, Hammen, Henry, and Daley (2000) found that
adolescent girls who previously experienced childhood adversity, such
as being the victim of abuse and witnessing violence within the family,
were more likely to become depressed during times of low stress than
girls who did not experience such adversity. Among a sample of African
American and Latina adolescents (N = 265), Osborne and Rhodes (2001)
examined the effects of sexual victimization on social support and
psychological distress. They found that prior sexual victimization was
positively related to depression and anxiety and moderated the impact of
levels of social support on both measures of psychological distress. In
deconstructing the interaction terms, results suggested that sexually
victimized individuals derived benefit from social support only at low
levels of stress.

FIGURE 2.3. Perpetrators within victims’ social support networks are likely to
produce recurrent trauma and revictimization. Such perpetrators deteriorate
interpersonal resources of victims by straining relationships within existing support
networks and by decreasing victims’ abilities to initiate and maintain healthy
relationships later in life.
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Interpersonal trauma can have an eroding effect on interpersonal
domains of coping resources. Among women seeking assistance from a bat-
tered women’s shelter, Mitchell and Hodson (1983) found that levels of
interpersonal violence were inversely related to interpersonal coping
resources, such as contact with friends and family and the number of indi-
viduals within women’s support networks. Partner violence appears to lead
to lower social support for victims; the likelihood that individuals will not
respond favorably to victims’ request for assistance increases with the levels
of violence. This may occur because the social ties of victims and their part-
ners overlap, thereby increasing the pressure on individuals in this support
network to take sides (e.g., Hirsh, 1980).

Ineffectual interpersonal resources resulting from childhood abuse are
also associated with a decreased ability to negotiate preventative health
behaviors. In a study of Native American women (N = 160), Hobfoll et al.
(2002) found that women who were physically or emotionally abused or
both as children were at five times greater risk for contracting sexually
transmitted diseases than women who did not experience such abuse. The
abusive experiences probably compromised the women’s interpersonal
resources, such as assertiveness, which are necessary for negotiating with
their partners. Negotiation is a highly complex interpersonal skill, essen-
tial for engaging partners in safer sex behaviors; childhood abuse may
introduce an early developmental barrier for cultivating such skills.
Abused women also displayed higher levels of anger and depressive
mood. This distress likely contributed to negative interactions between
the women and their partners and further eroded the women’s abilities to
negotiate safer sex.

The resource caravan concept views resources as long strands,
interconnected, and moving forward in time (Hobfoll, 1998). Seen this
way, family-based trauma not only has immediate and long-term impact
on victims, it compromises the entire caravan of resources upon which
they rely. Given the key role of social in this caravan, victims remain vul-
nerable to new events and less capable of benefiting from others’
attempts to offer nurturance.

Recurrent Violence: Reinitiating the Loss Spiral

Interpersonal trauma originating from within the family not only
splinters resources of families but often ignites chains of violence that
further deplete existing resources. In an empirical review, Appel and
Holden (1998) conclude that spousal violence often occurs in conjunction
with abuse toward children within families. They note that such violence
patterns can become sequential (e.g., spousal violence leads to violence
toward children) or bidirectional (e.g., familial members begin to engage
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in reciprocal acts of violence). In this way, family units are thrown into a
violence-laden loss spiral.

Once the cycle of violence has been initiated, individuals are at greater
risk of experiencing revictimization and further resource erosion
(Neumann, Houskamp, Pollock, & Briere, 1996) (see Figure 2.3). In a
sample of recent rape victims (N = 117), Nishith, Mechanic, and Resick
(2000) found childhood sexual abuse was a risk factor for adulthood rape,
which, in turn, led to PTSD among women. These results suggest that
childhood abuse can lead to long-term, negative consequences in the
form of similar interpersonal traumas in adulthood. Not only are victims
depleted of current coping resources but the nature of interpersonal
trauma halts the progression of victims’ resource caravans by decreasing
their abilities to augment resources through developing healthy
relationships and a sense of self-worth.

Trauma originating from within the family also interferes with families’
abilities to maintain their cohesive structure. In a sample of 179
mother–daughter pairs, McCloskey and Bailey (2000) found that
daughters of mothers who themselves reported being sexually abused in
childhood were 3.4 times more likely to report sexual abuse than
daughters of mothers without such abuse histories. Daughters of mothers
who were both sexually abused and who used drugs were 23.7 times more
likely to be sexually abused. The drug-using mothers had even fewer
resources to protect their daughters due to the draining financial, personal,
and interpersonal consequences of their drug use. Cross-generational
revictimization was often occurring because of the continued contact with
the same family members who were involved in the mothers’ abuse.

In conclusion, intrafamilial trauma initiates cyclical chains that result
in future trauma and reverberates throughout the family structure. Such
traumatic events are all the more damaging because the individuals with
whom victims would expect to join in order to maintain and build
caravans of coping resources are often the abuse perpetrators or enablers.
While victims are attempting to move forward in developing caravans of
coping resources, the individuals to whom they turn for support are
sabotaging their efforts by laying the potential for future abuse. In this
way, chains of revictimization continue to fragment resources of families,
leading to interpersonal loss spirals that continue across lifetimes and
even generations.

SUMMARY

COR theory (Hobfoll, 1988, 1989, 1998) provides researchers and
clinicians a framework by which the impact of traumatic events on
families can be conceptualized. According to COR theory, individuals,
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families, and communities seek to maintain coping resources in order to
offset the effects of challenges to resource reservoirs. Social support is a
particularly important resource because it is the vehicle for the exchange
of resources outside the individual and the figurative glue that binds
resources of families and communities. However, social support is a mul-
tifaceted construct, and not all efforts at social support provision are
effective in allowing families to exchange and increase resource
reservoirs. In some circumstances, social ties might, in fact, act as a
conduit for transmitting the negative effects of trauma throughout
families and communities.

COR theory asserts that traumatic events can result in loss spirals
among resources such as social support, especially among those with
already depleted coping resources. Due to the interpersonal nature and
meaning of interpersonal traumas such as childhood abuse, such traumas
have especially detrimental and long-lasting effects for victims and their
families. As these traumas are often initiated from within the social
support network of the victim, such events tear at the fabric that binds
together families’ coping resources. These forms of trauma are also likely
to engage victims and their families in long-term resource loss spirals
while increasing the potential for victims to reexperience similar forms of
trauma.
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3
The Partner’s Experience: 
Learning to Cope With Chaos

RORY REMER

You can choose your friends, but you can’t choose your family.

Blood is thicker than water.

Trauma victims, by definition, have suffered through an extraordinary
life event causing physical or psychological sequelae or both. They need
help to cope and recover—to become survivors. This aid usually comes
from professionals and the victims’ social support networks. However,
the impact of trauma does not stop with these primary victims; it takes its
toll on the supporters as well. These people are secondary victims. The
consequences to the secondary victims have only recently been
recognized. Attempts to learn about their reactions, to characterize their
responses, and to formulate effective interventions for their benefits are
increasingly emerging.

Of all the support network members—parents, children, friends,
other family members, and trauma workers—partners bear a special
burden. They usually are the closest people to the victims, yet have the
most tenuous ties (of all family members, at least). This contradictory
circumstance, plus the continual, intimate contact of day-to-day living
tends to wear on partners, provoking both interpersonal and intrapsy-
chic crises. These pressures can result in dissolution of the relation-
ship—something that is less likely with blood relationships (after all,
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partners are not blood relatives). So what exactly produces these pres-
sures? How are they different from the day-to-day demands on any rela-
tionship? And what can be done to ameliorate the situation?

The focus of this chapter is on partners’ healing. We will look at how
the healing process parallels that of the victims, and we will examine a
model of healing from trauma, particularly human-induced trauma
(Remer, 1984). We will consider the need for models (maps) of the
problem and possible intervention, and their relation to a coordinating
metamap, with chaos theory (ChT) being nominated for the latter
position.

SECONDARY VICTIMS 

A secondary trauma victim, or potential victim, is anyone in the social
support network of a trauma victim, including family members, partners,
friends, and even therapists, who can suffer vicarious traumatization or
compassion fatigue (Figley, 1989, 1997; Pearlman & Mac Ian, 1995). A sec-
ondary victim (or secondary survivor) is anyone on whose personal
resources (e.g., time, energy, and emotional support) a trauma victim
draws because of the trauma suffered. Social support networks extend
far beyond the individual traumatized—the primary victim (Remer &
Elliott, 1988a, 1988b). The toll of traumas on primary victims is
staggering; the total impact on secondary victims is mind-boggling.

The needs of secondary victims have received considerably less
attention than those of primary victims. Secondary victims are usually
recognized not for their own problems, but rather as needing help in
order to provide resources necessary for primary victim healing or
because their actions and reactions can interfere with that healing process
(e.g., van der Kolk, McFarlane, & Weisaeth, 1996).

Secondary victims have problems of their own; many are linked in
some way to the primary victim, but many are distinct. Since many of the
problems of secondary victims relate to the primary victim and primary
victim healing, most attention has been focused on relational
(interpersonal) problems, but individual (intrapsychic) and systemic (cul-
tural, societal, and familial) level difficulties are also present. Secondary
victims need help in understanding their own complex healing pro-
cesses—even if they do not label them as such—as well as the healing
process of primary victims and how these processes interact. Whether
recognized as problematic or not, all victims need to be aware of their
biases, tendencies, and personal issues that influence and, at times, inter-
fere with productive adaptation. They need to comprehend the
difficulties they face and develop strategies and skills to address the
demands of the situation.
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Focus on Partners

What makes partner situations different from that of other secondary
victims? Partners are usually the ones with the first and the most contact
with the primary victims, and they feel the most responsible. This
condition places a very heavy burden, a continual and perhaps inevitable
one, on the partner. Additionally, partners fall into a kind of no-man’s-
land—they are not blood relations, yet they have stronger ties to victims
than friends and acquaintances. The question of what the partner
commitment means—the choice to stay in the relationship or not—is a
perpetual undercurrent. Blood relations are motivated to hang in there
through the toughest of times. Nonfamily can supply support or not, as
they choose. The force of the commitment that partners make to each
other usually promotes ambivalence that contributes to the stress. The
50% divorce rate in the general population is evidence of the power of
this ambivalence. And, although the secondary victim seems the obvious
candidate for a bailout, in my experience, just as many primary victims
leave the relationships.

MODELS OF TRAUMA VICTIM HEALING

Models developed to characterize trauma victims’ healing processes,
both primary and secondary, have been labeled processional stage
models—suggesting certain obstacles or tasks must be faced, if not
overcome, before others can be addressed, but also possessing a quality
of nonlinearity (looping) indicating that movement is not smooth or
gains necessarily complete. The processes are similar and parallel.

Primary survivors. To imply that one specific model can convey the
healing of every trauma survivor is misleading. Most people understand
that each survivor, as an individual, has a somewhat different healing
process. Beyond the individual difference issue, the type of trauma from
which the survivor is healing (e.g., human vs. nature induced) influences
the variations of the general healing process (Whetsell, 1990).

The model presented here (Remer, 1984; Worell & Remer, 1992) not only
shares the majority of the salient aspects of the other prominent models
(e.g., Burgess & Holmstrom, 1979a; 1979b; Figley, 1985a; Scurfield, 1985;
Sutherland & Sherl, 1970), but because of its unique initial stage, antici-
pates some of the differences seen as a result of the type of trauma without
addressing each type specifically. The model addresses the nonlinearity
and nonindependence of the healing process. The adjacent stages are not
mutually exclusive (see Figure 3.1). This distinction is important because
complexity, and some confusion, results. This complexity is not a weak-
ness of the model; on the contrary, these overlaps and mixings allow the
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model to represent reality more accurately—from a chaos theory perspec-
tive. The hallmarks of both primary and secondary survivors’ healing pro-
cesses  are  chaot ic  pat terns—complex i ty ,  nonl inear i ty ,  and
nonindependence—and consequent reactions.

Remer (1984) portrays the survivor’s healing process in six stages: (a) pre-
trauma, (b) trauma event, (c) crisis and disorientation, (d) outward adjust-
ment, (e) reliving, and (f) integration and resolution. The unique feature of
this model is the pretrauma stage, which allows a deeper understanding of
the healing process. Note the recycling involved in the last four stages (in
particular, the final three), which may occur simultaneously or recursively.
Specific attention should be directed to the possible consequences of these
overlaps (see Remer, 1990, for more details).

Secondary survivors. The secondary survivor healing process, while
intertwined with, and in many ways parallel to, that of primary victims
(Ferguson, 1993; Remer, 1997; Remer & Ferguson, 1995, 1997), has unique
aspects. Parallels are intentional and designed to provide a comprehensive
view of the secondary victims’ healing process because the general adjust-
ment in healing can be viewed similarly for both primary and secondary
victims.

FIGURE 3.1. Schematic of the healing process of secondary survivors. Adapted
from Stages in Coping With Rape, by R. Remer, 1984, unpublished manuscript,
University of Kentucky at Lexington.
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As an example of nonindependent and nonlinear systems, the model
is divided into six different stages (see Figure 3.1). The stages are: (a) pre-
trauma, (b) trauma awareness, (c) crisis and disorientation, (d) outward
adjustment, (e) reorganization, and (f) integration and resolution. The
first two stages occur in a linear fashion perforce. The last four can, and
almost invariably do, overlap and recycle.

The right side of Figure 3.1 provides a schematic of the healing process
of secondary survivors; the left side outlines that of primary survivors.
The interfaced flow charts indicate the complexities that can be expected
in the recovery process of the secondary survivor. The essence of each
stage is presented here.1

The pretrauma stage accounts for the context, environment, and
learning of victims (deVries, 1996; Gold, 2000). In many instances, large
portions of the backgrounds (schemata and patterns) of the primary and
secondary victims will be shared. Clinical experience has shown that the
more similar the socialization of the primary and secondary victims (e.g.,
sharing the same ethnic background), the more likely their pretrauma
patterns will be similar (self-affine). Of course, secondary victims may
still vary greatly in the background shared with the primary victims.
Often trauma uncovers previously unnoticed discrepancies in the
backgrounds which,  when signif icant,  cause problems in the
coordination of primary and secondary survivor healing. The pretrauma
stage influences not only the flow of the healing process but also each of
the subsequent stages.

The trauma awareness stage would seem to be straightforward but is
not. How, how much, and how soon secondary victims become aware of
primary victims’ traumas depends on the healing process of the primary
victims. Inclusion of trauma awareness obviates the need to distinguish
between those recently traumatized and those further along in the
healing process. As more details of the trauma are learned and more of
the effects felt, this stage may be revisited again and again, leading to cri-
sis and disorientation.

As with more general models of adjustment (Kubler-Ross, 1969; Piaget
& Inhelder, 1969), the trauma must be faced once it is recognized. During
this period, marked by chaos, shock, denial, and confusion, the secondary
victim will be off balance and out of touch—the hallmarks of crisis and dis-
orientation. Length and degree of disorientation will depend on a number
of factors—environmental, intrapsychic, and interpersonal—and their
interaction; much of this confusion will be directly related to pretrauma
experiences and resultant schemata–conserves.

1. For a more comprehensive exposition, particularly with regard to their
interaction and nonlinearity, and including examples of typical reactions of sec-
ondary survivors, see Remer and Ferguson (1995, 1997).
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Outward adjustment occurs once the immediate crisis has passed.
Secondary victims often attempt to employ previously successful coping
mechanisms to reestablish pretrauma patterns. To the extent that these
mechanisms are effective, seeming outward adjustment will prevail. As
with the primary victim, this outward adjustment is necessary in order to
marshal the resources of the secondary victim (and of relationships) to
face the next stage of the healing process: system self-organization indic-
ative of deeper adjustment and healing. Outward adjustment, as the
name implies, may be a brief, superficial return to what was the status quo
prior to awareness of the traumatic event.

Outward adjustment occurs on two levels: personal and relationship.
On the personal/intrapsychic level, the individual defense mechanisms
will dominate; on the relationship level, established role patterns will
prevail. These two levels interact significantly as indicated in Figure 3.1.
Outward adjustment can continue for some time as long as both the
personal and relationship aspects coordinate to maintain the facade.
Often, role structures—familial rules or sex role socialization—will act in
accord with the pretrauma stage patterns and expectations (conserves/
strange attractors) to attain the temporary adjustment, particularly in
closed systems. However, when significant change produces chaos at
either the personal or interpersonal level (most often in the form of a shift
in the healing process of the primary victim), outward adjustment will
disintegrate and the healing process will move into the next stage.

Reorganization (self-organization of the systems) occurs on the same
two levels: personal and relationship. As the result of the secondary trau-
matic impact, input must be integrated at several levels: cognitive, emo-
tional, behavioral, and interactional. On the personal/intrapsychic level,
the defenses that block the process of necessary adaptation will  have  to
be addressed and overcome (McCann, Sakheim, & Abrahamson, 1988);
on the interpersonal relationship level, new interaction patterns will have
to be developed and implemented. Reorganization on both levels must be
coordinated to be effective. Here again the pretrauma stage will have a
significant impact, making the required modifications more or less easily
achieved. The more spontaneous, flexible, and resourceful all parties can
be, the more effective and rapid the reorganization.

The more complete the reorganization, at least at a particular level of
trauma awareness, the more likely the healing will be to move into the
final stage. However, the reorganization, if only partially successful, may
lead to recycling to one of the previous stages. Reorganization, if
successful but not complete, may provoke further disclosures. In an envi-
ronment of increased trust, the primary victim may experience further
trauma awareness, that is, the healing processes will recycle to the trauma
awareness stage for both types of survivors. Unsuccessful reorganization,
particularly if retraumatization is the result, may trigger further reliving
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of the catastrophic event by the primary victim. Again this will lead to
further trauma awareness, but of a kind certain to have a negative effect
on both the secondary and primary victims and their relationship.

If reorganization at either or both levels is unsuccessful to some
degree, another crisis may be precipitated and the healing process will
recycle back to the crisis and disorientation stage. Since reorganization
takes a significant amount of personal and interpersonal energy, another
period of gathering resources may be required; thus a cycle through
another stage of outward adjustment may begin. Another possible effect
of reorganization is the triggering of the secondary victims’ own
unresolved traumas, obviously complicating matters. Once sufficient
reorganization has occurred and enough resources are available to all
individuals for intrapsychic change and to system members for
relationship change, the process can move on.

The integration and resolution stage, in a sense, is no different for the sec-
ondary victim than it is for the primary victim. Integration indicates hav-
ing accepted the trauma and made it a part of the secondary survivors’
patterns of dealing with life at cognitive, emotional, behavioral, and
interpersonal levels. Resolution does not mean a finished product but
rather the ability to see more clearly the ongoing aspects of the healing
process and their continuance, perhaps forever. Just as with the primary
survivor, the secondary survivor must be prepared to continue the pro-
cess indefinitely as new aspects of the primary survivor’s trauma come to
light. The hallmark of this stage is making positive meaning from the
experience. The difference between this stage and previous ones is that,
when these new memories, insights, and other aspects emerge, the pro-
cess tends to revert to the reorganization stage, rather than throwing the
whole process back into total chaos (crisis and disorientation). In a new
round of reorganization, the new information is dealt with and worked
through more quickly and effectively. In fact, the only way of distin-
guishing between this stage and outward adjustment is by observing
how the process proceeds.

Though possibly disheartening, the healing process is without an end-
point. The secondary survivor should be prepared to recycle again and
again, whenever necessary, in order to maintain the sense of healing on both
an intrapsychic and an interpersonal level. In any event, self-organization of
the system will occur in one form or another, whether the new patterns
meet the expectations of those involved or not.

PERSPECTIVE ON INTERDEPENDENCE AND INTERCONNECTEDNESS

A distinctive feature of the secondary survivor healing process is its
dependence on the healing process of the primary survivor. Unlike the
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primary survivor, the secondary victim awaits cues from the primary
survivor to which to react. The complex interconnectedness of the two
processes—the aspects of nonlinear, nonindependent systems
contributing to chaos—can be seen in Figure 3.1. Although the
relationship aspect is important in the primary survivor healing process,
predominantly because of the need for support and resources from the
secondary survivors (the support network), primary survivors have to
focus on their own personal/intrapsychic healing first. However, the
explicit interaction between the personal and interpersonal aspects of
adjustment is often underemphasized for primary survivors.

Secondary survivors, on the other hand, must attend not only to their
own personal adjustment but also to the vicissitudes of the primary
victim healing and to the impact of those fluctuations on the relationship.
Many effective secondary survivors are keenly aware of the impact of the
trauma on both the primary survivor and on the relationship. In fact, in
many ways, they may be too attuned. A relationship is not a relationship
unless it is maintained by both those involved. While the secondary
survivor healing process has been portrayed as reliant on and reactive to
the healing process of the primary survivor, little has been said about the
ongoing role relationship dynamics in the overall healing (self-
organization) process of the entire social support network.

One of the main issues involved in dealing with primary and
secondary victims is how to mesh their healing processes. Familiarity
with a number of perspectives on interconnected processes would be
useful to both practitioners and victims. Most helpful are chaos
(dynamical systems, nonlinear, and nonindependent systems) theory and
the concept of interdependence (see Remer, 1990).

Conceptualizations of the healing process that take the perspective of
the primary victim frequently fail to address the importance of the
relationship. The relational considerations—the interplay, the give and
take, and the balance—are necessary for the resources to be available for
the adjustment of all affected, not just the primary survivor.

Primacy of the primary victim’s healing. The primary victim is and must
be the focal point of the healing process if the relationship is to survive.
Relationship healing is unlikely unless primacy is given to the healing of
the primary victim. But exactly what does primacy mean?

If by primacy we mean that the primary victim would have to heal
entirely before the healing of any secondary victims could begin, the rela-
tionships would most likely break up before healing could occur, which
is already too often the case with partners. Therapeutic intervention must
support the healing of the primary victim and the secondary victims at
the same time, somehow finding a balance between the requirements of
both. Interventions must negotiate the interdependence of the healing
processes and prevent or eliminate, as much as possible, any tendencies
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toward codependency. Furthermore, given the ambiguity of partners’
commitments, the question of primacy—or how long that primacy is
required—underlies the entire healing process.

The dance of interconnectedness, which perpetually takes its lead
from the process of the primary victim, almost appears to be a form of
codependency. When trauma awareness leads to crisis, the focus must be
on the primary victim if that person is to survive and remain part of the
relationship. However, like a dance, the partnership must develop a
subtle communication that makes the flow, the movement, collaborative.
Different partners develop different patterns, and may dance very
different dances. Codependent type actions can be part of the dance
without the overall pattern being one of codependency—enabling can
have positive connotations and effects in addition to the better known
negative ones. Learning the dance and changing the pattern over time is
not easy to accomplish but can be very gratifying to all involved.

Consequences of primary victim primacy: Suggestions for intervention. After
a severe trauma, the primary victim will be in great need of support.
Even the most resourceful person will be stretched to cope without
additional help—a functional social support network. Secondary victims
will have to support and supply resources for the healing of the primary
victim while, at the same time, not attempting to draw on the resources
of the primary victim. In the initial phases of healing, little (if any)
reciprocity or balance can be expected in relationships between the
primary and secondary victims. This situation will also be the case
during other stages of healing, such as in particularly disturbing times
when the incident is relived.

When these difficulties are encountered, secondary victims must put
some of their needs aside to support the primary victim. Secondary
victims will have to look elsewhere for the resources to meet their own
needs. Indeed, even the pursuit of alternative resources for secondary
victims’ needs may have to be delayed if the process of doing so disrupts
the healing of the primary victim, at least through the initial critical
phases of the healing process. In the long run, however, a return to some
semblance of an interdependent pattern must occur. The resources of all
individuals in the support network cannot be indefinitely subordinated
to the primary victim. The relationships will eventually break down if
some balance, or reciprocity, is not restored. The dissolution of any
relationship may not be welcome, but it may be the only viable alternative
if optimal healing is to occur and the system is to self-organize. This alter-
native should not be denied (by the therapist or the victims) when con-
sidered by those involved.

The restoration of balance, or the establishment of a new balance
involving a new pattern of interaction, often necessitates therapeutic
intervention. New methods of negotiating the give and take in the
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relationships may be necessary—for example, learning how to encounter
appropriately. The healing process of both primary and secondary
victims will last a very long time, if not a lifetime, and any expectation
that the original relationship patterns can be functionally reestablished is
unrealistic. Expectations should be that new patterns will have to be
implemented in the place of the old ones.

The difficulty in establishing a balance between the demands of
secondary and primary survivors increases geometrically with the
number of people involved. In addition, many secondary victims are also
primary victims in their own right, either by virtue of experiencing the
same traumatic events with the primary victim or because many primary
victims gravitate to other primary victims to form relationships (e.g.,
abuse victims). The circularity (nonindependence and mutual influence)
of healing interactions escalates the complexity of coordinating multiple
healing processes.

Secondary victims often seek some indication of how long the healing
process will take. Any normative estimates—either of the amount of time
required or of the healing process overall—are nothing more than blind
guesses. No norms are possible since the process is nonlinear and usually
cyclical; stages can be encountered more than once and under varying
conditions, and the movement through the patterns is unpredictable. As
Figley says: “ … [it] can last as little as a month or as long as a lifetime”
(1993, p. 2).

The need for maps. Traumatic events are varied, and individuals differ
in regard to their personalities, histories, backgrounds, and life
circumstances. The mix of all these influences makes the situations
complex, requiring ways to organize and communicate information; that
is, there should be maps to guide interventions and help both clients and
therapists grasp their intents. Models and theoretical perspectives can
provide these cognitive maps.

Maps—to be worthwhile—must be communicable, usable, and
heuristic. Accordingly, both victims and professionals must readily
understand maps of the healing process; they must lead to effective
actions, and they must allow for their own adaptation.

Some useful maps.  Many perspectives have proved useful for
addressing the repercussions of traumatic events (e.g., Figley, 1985a,
1985b; van der Kolk et al., 1996). Some are general theories and models of
adaptation—for example,  loss (Kubler-Ross,  1969),  cognitive
development and learning (Mounoud, 1976; Piaget, 1976; Piaget &
Inhelder, 1969), or general systems (von Bertalanffy, 1968). Others are
specific to the area of trauma—for example, sexual assault (Remer, 1984)
or child sexual abuse (Chard, Weaver, & Resick, 1997). To deal with
secondary victim healing, maps that aid in addressing the four levels
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already mentioned—behavioral, affective, cognitive, and relational—are
essential.

Looking again at Figure 3.1, one is struck immediately by its
complexity. In fact, it is multiple-complex, having at least three charact-
eristics that can generate patterns of complexity. First, many influences
(variables) are included. Second, it is recursive (recycling). Third, it has
embedded aspects and, less obviously, it itself is embedded in larger pat-
terns (e.g., societal, cultural). Both primary and secondary victims need
help in coping with the complexity and the interconnectedness of the
processes involved in healing from trauma. The maps employed must
accommodate multiple perspectives. They must also be mutually enhanc-
ing; that is, when superimposed (overlaid), they should bring essential
features into starker relief, not obscure or muddle them.

An overarching framework—a metatheory—is needed to provide an
encompassing perspective and guide the coordination of interventions.
Chaos theory meets that demand, as well as supplying its own additional
framing of a problem.

TRAUMA AND CHAOS THEORY

Traumatic events wreak havoc in the lives of both primary and sec-
ondary victims. If the events do not have these effects then those
involved are not victims and the events are neither traumatic nor
chaotic—possibilities that do occur. The impact of these events can
produce severe, sometimes violent, disruptions in the patterns of these
lives that must be addressed to return to some semblance of stability.

The impacts of traumatic events are often described as total chaos. The
popular connotation of the term chaos is a completely disorganized,
unpredictable, and disjointed situation. From a more disciplined,
scientific perspective this description is not accurate. Chaos, as opposed
to havoc, not only has a pattern and type of predictability to it, but also
possesses the property of self-organization (which is why the term havoc
is more appropriate when referring to the impact of trauma). This
distinction is essential to making meaning from the experience. Chaos
Theory (ChT) is a perspective that promotes an understanding of
patterns and how they are changed, as well as suggesting ways to
influence the reorganization.

The impact of trauma can destroy the life patterns of both primary and
secondary victims, but in most cases, some degree of the pattern remains,
if only because the victim systems attempt to reassert established
patterns. However, survivors (and society at large) need to understand
and accept that the patterns have irrevocably altered, lest they struggle
against the changes—usually to the detriment of the healing process.
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Because these systems are dynamical—nonlinear and nonindepen-
dent—the patterns of interaction they produce are chaotic in nature
(Butz, 1997; Butz, Chamberlain, & McCown, 1997).

ChT is a perspective on human dynamical systems that has its origins
in the mathematical and physical study of nonlinear, nonindependent,
and dynamical systems (Briggs & Peat, 1989; Gleick, 1987; Lorenz, 1993)
and fractal geometry (Falconer, 1990). The main ChT concepts and terms
of use in treating trauma victims are: (a) phase space, (b) strange
attractors and their basins, (c) self-affinity, (d) fractalness, (e) unpredict-
ability, (f) bifurcation/cascade, and (g) self-organization. Their utility is
in the sense they can convey about the ebb and flow of life—human
patterns of behavior, thought, emotion, and interpersonal interaction.

Reality is the sum total of all the different kinds of patterns of
experience—the territory. Since we cannot attend to all of reality at once,
we focus on some subset (phase space) that provides a representation
(mapping) of the patterns of life we need to address at any particular
time. Patterns are developed and maintained around focal points
(attractors). When the patterns reach chaos—and, fortunately, all patterns
do not—the attractors are different than what we usually expect (strange
attractors). These patterns are unpredictable in two ways: Although
patterns can be identified, small changes in initial position can lead to
huge differences in later positions; and, because of nonlinearity,
nonindependence, and, often though not necessarily, multiple influences,
control is an impossibility. However, the patterns are contained within
boundaries (basins) and as the perspective on the patterns shifts from level
to level, both the patterns themselves and processes that produce them are
similar (self-affinity). Often a branching (bifurcation) occurs, disrupting the
pattern and adding complexity. Should the added complexity proliferate
beyond the capability for orderly adjustment (bifurcation cascade), particu-
larly to the point of becoming chaotic, a new pattern will be established
incorporating the new influences, yet also resembling the previous pattern
(the system evidences self-organization). Still, the new pattern will never
replicate the old exactly and where patterns meet, their boundaries are
rarely, if ever, perfectly meshed (fractalness).

Traumatic events usually produce huge disruptions in life patterns at
multiple levels—personal, familial, social (support network), and even
societal. ChT provides a means for making some sense of the disruptions
and changes in the patterns. Sociatry, an approach to healing larger social
systems (Remer, 2000), not only helps in understanding the impacts of
these disruptions, but also can afford means for influencing the production
of new more functional patterns.
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APPLICATIONS AND INTERVENTIONS

Let’s make a shift at this point. Imagine you are the partner of a
trauma victim. Your relationship is not new—say 5 years old—and you
consider it solid. Suddenly one day your partner starts acting funny, talk-
ing less, sleeping poorly, and generally acting rather distracted. When
you ask what’s wrong, you get replies like “Oh, nothing,” “Oh, what
were you saying?” “Just leave me alone,” and “You should know.” This
pattern continues for a few weeks. Suppose you think back and recall
that these changes started shortly after your partner had been inadvert-
ently knocked down by a purse snatcher being pursued by the police.
What are you experiencing? What do you need or want and why?

You are probably confused, concerned, hurt, frustrated, and disconcerted
(likely among a host of other feelings and thoughts). You probably need
explanations and other information. Why? Probably because you desire
some kind of control over the situation.

Control requires predictability. If one message comes through from all
that has been presented above, predictability is the one thing you do not
and cannot have. You can try what has worked in the past (as if you have
not already been doing so); you can apply new strategies. In either case
results are sometimes positive, sometimes negative, sometimes even pos-
itive for a while and still your partner’s reactions are unpredictable. So,
where do you go from here?

People in these circumstances are the ones we see coming to therapy.
What do we have to offer and how do we go about offering?

First and foremost, we must be willing to encounter the chaos with our
clients, to offer some sense of reassurance that they are not alone in their
confusion or ambivalence. The job of the therapist is to help the partners
and partnership plot a course (or more accurately, possible courses)
through uncharted and turbulent territory. We, clients and therapist
together, must choose the appropriate focus (phase space) for the demands
of the moment, while considering what has been learned from the past
(other mappings and mapping processes) and what may lie ahead. The
task will seem daunting, so normalizing it and the attendant chaotic experi-
ence are essential. Reframing—shifting the paradigm—to expectations
consistent with the lack of prediction and concomitant lack of control, is
both a starting point and a goal. Supplying the ChT perspective—at what-
ever level is comprehensible, acceptable, and usable—can provide some
structure to which to cling.

From that base other aspects of their lives (other subterritories and
their mappings) can be addressed and explored, in turn as needed.
Because of the multitude of factors involved in treating the secondary
survivor and interfacing such treatment with those of the primary
survivor and the relationship, some structure to facilitate coordination is
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helpful. Viewing intervention from two dimensions—treatment goals
and therapeutic milieu—is useful and facilitates a balancing of efforts
and timing of interventions. Crossing three levels of goals (education,
awareness and personal development, and skill acquisition) with three
categories of milieu (individual, conjoint, and group therapy) produces a
grid (see Figure 3.2) of possible areas needing attention and approaches
to supplying direction and resources. (See Remer and Ferguson, 1995,
1997 for further details about this tool.)

What might be done in the situation with which you are faced as the
secondary survivor above? One obvious area of concern is the emotional
upheaval being experienced. Maybe you are not comfortable dealing
with anger, hurt, or even expressing feelings in general—perhaps your
family was not prone to such expressions. Through examination of the
situation, you become aware that you do not recognize and handle
feelings when they arise and that this pattern seems to be problematic in
many instances with your partner (and probably with others). You
decide to learn more about the effects of cultural, familial, and gender-
role messages (education), to look at your own discomfort with

FIGURE 3.2. Schematic for choice of appropriate therapeutic intervention for
partners: Treatment goals by therapy approach.

Treatment Goals

Education about
Trauma

Awareness/
Personal
Development

Skill Acquisition

Individual
Therapy

1 1/2 3

Conjoint
 Therapy

3* 2

M
I
L
I
E
U

Group
Therapy

2 2/1 1

Numbers in cells indicate order of effectiveness:
1 = most effective
2 = 2nd most effective
3 = 3rd most effective

* Conjoint therapy contraindicated except for recycling
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expression of emotion (personal awareness and development), and to
learn how to identify and express your feelings more directly and
constructively (skill acquisition). To meet these goals you believe that
first you must look at your personal issues (individual therapy), then
find an acceptable place to practice your skills (group therapy), and then
bring the new patterns into your relationship (conjoint therapy).

Sounds like a good plan, no? However, the other aspects (e.g.,
recognition that this incident has probably triggered a reexperiencing of
a trauma for your partner) of the distressing pattern you are encounter-
ing are not independent of your emotional facility (the interface between
primary and secondary healing processes). Nor is separating the milieus
likely to be effective since changes in patterns in one area are going to
precipitate reactions in others (e.g., in group therapy, learning what
other partners experience in their relationships will affect your expecta-
tions of your own). Each focus will offer choices and combinations of
approaches.

Knowledge of the healing processes’ interface and an acceptance of
the journey is essential; they not only constitute another educational
intervention, but serve as markers of awareness and personal develop-
ment. A grasp, at the metalevel, of the nature of the dynamical systems
involved and their implications provides a metamap helpful in remem-
bering: (a) the map is not the territory; (b) the message is not what is
sent, but what is received; (c) you see what you look for; (d) easier said
than done; and (e) do what you can do and trust in the process—little
changes can make great differences.

What of the other dimensions of the problem presented (e.g., trust
issues, family transmission of attitudes and patterns of behavior, feelings
of having gotten involved in more than you bargained for) and where
they might lead? As many variations and paths exist as there are clients
and sessions. If you are feeling overwhelmed by the challenges,
disconcerted by feelings of impotence and frustration, then welcome to
the chaos of dealing with trauma victim healing. You are a secondary vic-
tim. I hope this chapter can help you, and your clients, become secondary
survivors.

SOME FINAL THOUGHTS: SHIFT IN PERSPECTIVE FROM 1988 TO THE PRESENT

The biggest change in my thinking since 1988 when I first published
an article on working with partners of trauma victims has been a per-
sonal paradigm shift from logical positivism and its belief in and emphasis
on control, to ChT and the belief that control is illusive if not illusory.
With this switch have come the seemingly contradictory stances that peo-
ple pretty much do the best they can do (systems self-organize), yet we
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may have more influence than we think we have if we are willing to give
our best shots (little changes can have great impacts). With this accep-
tance has come a degree of calm and freedom. I try to convey that shift to
those partners (and others) with whom I work.

ChT, with the emphasis on patterns, has also produced some insight
into the somewhat paradoxical nature of the impact of trauma on partner
relationships. These posttrauma patterns are both self-affine and fractal.
In some ways these interactions are little different from what they were
prior to the trauma. In other words, many of the problems were present
before the trauma (Gold, 2000). Now, however, awareness is heightened;
the trauma has focused attention on them. That focus, while seemingly a
minor change, can have major ramifications. At least the patterns will be
somewhat different from what they were previously—if only because a
degree of awareness will be present. Despite all desire to the contrary,
this impact is irreversible.

Although I often employ many of the tools (interventions) I learned as a
social learning/behavioral therapist early in my career, I am less
constrained by the tenets (e.g., the belief that I have to be, or can be, an
objective observer). The flexibility that both ChT and sociatry
encourage—including the use of less traditional interventions like action-
oriented techniques (Kellerman & Hudgins, 2000)—offer a broader arma-
mentarium and adaptability to the dictates of the clients’ circumstances. In
particular, the focus on spontaneity is more positive, heartening, and
productive than a strict pathology or problem orientation, thereby energiz-
ing therapy for both clients and me.
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Selected Optimization With 
Compensation: Older Adults 
Adjusting to Change

LEE HYER, LUBA RAFALSON, AND ERIN L. O’HEA

People are always “adjusting,” especially as a result of aging. As
adjustments occur, there is either a meaningful accommodation or
problems ensue. When stress and loss transpire, a learned dependence may
result where the older person downwardly adjusts and settles for a lower
life satisfaction. We will address the issue of more resources being
devoted to the management of decline and loss at later life, and consider
how the aging person can maintain control by applying core psychological
strategies in later life.

A unidimensional view of later life cannot incorporate the multiple
aspects of aging. A life span perspective views behaviors as the result of
the assimilation and accommodation of the whole person and the social
environment (Baltes P., & Baltes, 1990). Explicating the parameters of this
process is a mean task and is just the beginning. It involves the
multicausality, multidimensionality, and multifunctionality of the
dynamics of a fluid system. Biological, sociocultural, and psychological
factors interact to form the person’s response. As ineluctable decline
progresses, the person accommodates by downwardly adjusting. In this
context the savvy elder accommodates by compensation to a lesser level
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of adjustments, a so-called dependency-support script. This is not a negative
correction but, rather, a compensatory must.

In this chapter we consider the dynamic of accommodation and down-
ward adjustment (the understandable and positive effects in the process
of change due to aging), borrowing from the selection, optimization, and
compensation (SOC) model of aging. This model has been used to con-
ceptualize how people with cognitive, behavioral, physical, and affective
deficits continue to function and become active managers of their lives.
We consider the SOC model of change to be a meaningful representation
of accommodation to life change as individuals age.

OVERVIEW

The population of the U.S. over age 65 is projected to grow from 35
million to 70 million by 2030. At that time one in five Americans will be
65 or older (Gerontological Society of America, 2000). Although people
are living longer, healthy life expectancy (number of healthy years after
age 65) has remained at about 12 years. Heart disease, stroke, and cancer
continue to account for 60% of deaths among those 65 and older. In fact,
older people have as many chronic diseases as ever but experience less
disability as health care now provides better management of chronic
problems. The gap between life span and healthy life span has narrowed.
Interestingly, 70% of physical decline that occurs with aging is related to
modifiable factors, including smoking, poor nutrition, lack of physical
activity, injuries from falls, and failure to use preventative services
(Abeles et al., 1998). In sum, older people live longer and enjoy it more
but have many years of adaptation to endure as a result of health issues
alone.

Aging is not a medical disease; it is a gradual and natural process, a
period of life evaluation and increased freedom and a period associated
with physical decline and concerns about health and loss (Keller,
Leventhal, & Larson, 1989). In an important study, Steverink, Westeroff,
Bode, and Dittmana-Koli (2001) showed that a description of the aging
experience is best captured by physical decline, social loss, and
diminished continuous growth (Steverink et al., 2001). These components
are influenced by subjective health, higher income, loneliness, and degree
of hope, as well as by just being older.

Mental health is a marker of older individuals’ increased needs.
Approximately 20% of older Americans experience mental disorders that
are beyond the problems of the natural decline caused by aging. This is
due largely to system constraints that prevent a collaborative model of
care, poor mental health practices among primary care physicians, and
attitudes among the elderly themselves (Blumenthal, 2003). The funda-
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mental problem is undertreatment; older adults are not screened or
diagnosed well and hence not treated. Almost 70% of older people who
are depressed are missed in primary care clinics and only 3% receive out-
patient care in a mental health clinic (American Psychiatric Association,
2000). Those with physical problems are at greater risk for mental health
problems, and vice versa. The unique contribution of mental illness,
especially depression, is greater than that of medical conditions in
relation to dysfunction, poor health perception, and well-being (Ormel et
al., 1998). This applies regardless of whether the first episode of mental
illness occurs before or after the age of 65. There are long periods of
satisfaction and relative health, but there is a downward spiral that
inevitably occurs and an adjustment that is required. What we need to
know is how this process is best negotiated and what the variables are
that assist it.

STRESS AND ALTERED ADAPTATION

Stress in later life is distinctive; it can best be considered as falling
along a continuum. One may argue that there exists small stress (e.g., the
vagaries of aging and hassles), moderate stress (e.g., health, losses,
caregiving, etc.), and large stress (e.g., trauma). Small stressors consist of
minor frustrations that cause the person to feel boxed into a corner and
experience internal conflict. These are the so-called hassles and
discomforts that exist at high rates at later life (Hyer & Sohnle, 2001).
Stress at moderate levels is pervasive and often compelling; the older
person must rearrange a lifestyle, as occurs in the common situation of
caregiving (Lyons, Zarit, Sayer, & Whitlach, 2002). Stress at high levels
usually involves trauma. These large stressors can be very detrimental,
but research has demonstrated that older people tend to respond well
and do not seem to be more affected by trauma than other age groups.
When the impact of trauma on an older individual is great, distinctive
treatment may be in order, but the vast majority of stressors are of the
small or moderate kind, requiring older persons to accommodate to them
on their own (Hyer & Sohnle, 2001).

In general, older people experience more stress associated with losses
of health, spouse/friends, and roles. There is now considerable evidence
that stress has an impact on the aging experience. Older people who
move, divorce, act as caregivers, experience a recent loss, or experience a
major physical illness have more stress and less immune competence
(DeAngeles, 2002). In addition, stress models show that age is a mediator
in the unfolding of stress, along with the key coping variables related to
aging, especially social support and attitudes about perceived control.

RT7545_C04.fm  Page 71  Thursday, May 13, 2004  5:31 PM



72 Handbook of Stress, Trauma and the Family

In older adults the relationship between stressors and depression or
trauma is similar to that in younger groups, especially if social support or
physical health is compromised. Over 60% of depressed older adults, for
example, have experienced a negative life event the year before
depression. Acute and chronic stressors, poor health, death or serious
illness of a loved one, relocation, and caregiving are associated with
increased rates of depression and a poor response to trauma (Wolfe, Mor-
row, & Fredickson, 1996). Perhaps the best formulation of mental health
problems among the elderly is that there exists a biopsychosocial disor-
der triggered by stressors, including the mental illness itself (Geriatric
Psychiatry Alliance, 1996).

At present, there is much we do not know about how the actions of
individual (personalities) impact or moderate the changing process of
aging. We do know that people respond to the same stressful situation in
different physiological and psychological ways, depending on how they
appraise it. Each person self-regulates by sensing current states and com-
paring the sensation to some reference value. In effect, the person makes
adjustments and copes. Thus, personality influences the way in which an
individual copes with change. The external coping mechanism of social
support and the internal one of perceived control are particularly rele-
vant in later life.

We seek a model to describe adjustment in decline, and coping
mechanisms represent the methods of operation for such a process. A
lack of competence decreases behavioral choices, while environmental
factors influence the development and maintenance of competence. In
long-term care facilities, for example, better functioning residents adopt a
dependency-support script. In this way dependency becomes highly
functional and adaptive. With an understanding of the SOC model and
better coping skills, the older person is more able to accommodate and
retain well-being.

SELECTION, OPTIMIZATION, AND COMPENSATION (SOC)

Literature on aging is awash with theories. In response to the loss-def-
icit model of aging, there was an early push to convince people in the
scientific community that aging was a positive experience. Rowe and
Kahn (1987) suggested that successful aging is seen in one who exhibits
minimal disease and disability or in one who exhibits high levels of phys-
ical functioning. However, three major theories have predominated: dis-
engagement, activity, and continuity. Each focuses on the person
growing old. Disengagement theory highlights withdrawal as a coping
mechanism as one gets older and loses roles; activity theory emphasizes
the maintenance of activity for high levels of life satisfaction; and
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continuity theory holds that individuals must feel a sense of continuity
with the past to be happy. Supplementing these are theories of
competence—ecological (Lawton & Nahemow, 1973) and person-environ-
ment (Kahana, 1982)—that address the best match between the person
and the environment. Competence theories presume that optimal func-
tioning occurs when environmental demands are accounted for (Putnam,
2002).

Theories of the aging individual within the social system explain the
relationship between the aging individual and society. Social exchange, age
stratification, and modernization theories focus on the structure of society
and the roles available to older adults; all assume that a change in
resources can upset the relationship between an older person and society.
More recent social system theories focus on the power differential
between the older person and society (Putnam, 2002). The objective of
these theories is to explicate the decline process according to different
sociological mechanisms.

The life span model is more optimistic; in fact, the maturity/specific chal-
lenge model of aging (Knight & Satre, 1996) highlights the advantages of
the changes experienced by aging individuals. Old age is seen as a
mature time—one that has sociocultural and personal circumstances that
require considerable effort and resources. It is argued that the
performance of older people is sufficient for most tasks including those
related to therapy and normal adjustment, despite the existence of
cognitive deficits, especially in memory and fluid intelligence tasks
(Knight & Satre, 1999). Moreover, older adults utilize emotions in more
integrated and complex ways (Carstensen & Turk-Charles, 1994) and uti-
lize intelligence in more wise and deliberative ways (Thornstam, 1996).
Therefore, it may be argued that the potential for continual growth
toward maturity throughout the life span is frequently actualized. The
continual growth involves cognitive complexity and the development of
areas of experiential competence in work, family, and relationships.
However, it may be that older people change by rediscovering their skills
and not by learning them for the first time.

Paul and Margaret Baltes (1980, 1990) proposed a model that views
successful aging as doing the best with what one has. Their holistic
model allows for problems, disease, and loss. The emphasis is on
coping and a positive view of the inevitable. The model proposed three
strategies of adaptively responding to everyday demands and
functional decline in later life: selection, optimization, and compensation
(SOC). The application of the SOC strategies is associated with better
functioning. They also require the use of resources. The more resources
the aging individual has, the better they can engage in the use of SOC.
The SOC model is one of adaptive development, a framework for the
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understanding of the processes of developmental regulation over the
life span.

Selection: Selection is defined as active or passive reduction of the
number of activities, goals, or domains in order to focus on those areas
that are most important in one’s life. It is perhaps best if the person
selects emotionally meaningful experiences (Carstensen, Isaacowitz, &
Charles, 1999). Perceptions of a limited future were found to be
associated with prioritizing generative and emotionally meaningful goals
(Lang & Carstensen, 2002). Furthermore, in the context of aging, selection
appears to relate to the reduction in the diversity of activities. A focus on
the most preferred activities occurs. In effect, when confronted with loss,
the successful older person selects the most meaningful choices.

Compensation: Compensation refers to the use of new and alternative
means to reach a goal or to maintain a desired state once a loss has
occurred. People may intensify or expand routines once a functional loss
has happened. Again, the process of compensation is most successful
when there are resources available.

Optimization: Optimization is defined as the enhancement and
refinement of the means to utilize one’s resources in a selected domain. It
refers to adaptive processes or strategies where no direct or indirect
aging losses have occurred and where an actual amelioration or
maximization of means can be found. Investing more time and effort in
specific tasks or activities that provide meaning and less in others that are
less salient is most reflective of optimization.

Selection at later life is largely made to ease loss-based problems and
includes focusing on the most important goals, reconstructing a goal
hierarchy, adapting of standards, and searching for new goals.
Optimization involves distinct means-action: attentional focus, seizing
the right moment, persistence, acquiring new skills, practice of skills,
time allocation, and modeling successful others. Compensation is the
means used to counter the loss: substitute means, use external aids, use
therapeutic intervention, acquire new skills and resources, increase effort
and energy, increase time allocation, and activate unused skills (Freund
& Baltes, 1998).

The SOC theory has some empirical support. Lang, Reickmann, and
Baltes (2002) found that resource-rich participants demonstrated more
indications of SOC in everyday activity and were more likely to survive
after 4 years as compared to resource-poor people. The resource-rich peo-
ple were more active in everyday life. In effect, older people with more
resources were more resistant to the negative effects of aging, and those
with fewer resources were more vulnerable. Brandstadler and Greve
(1994) proposed that older adults use a combination of active, assimila-
tive strategies and passive, accommodative strategies. This dual process
model asserts that advancing age results in a shift away from active

RT7545_C04.fm  Page 74  Thursday, May 13, 2004  5:31 PM



Selected Optimization With Compensation: Older Adults Adjusting to Change 75

adjustment strategies more to accommodating of personal preferences to
fit situational constraints, making fewer psychological demands on the
person’s resources. Older adults who replace lost activities may be
viewed as successfully accommodating to losses by shifting from a
blocked activity to a different one. If the present activity level becomes
unfeasible, accommodative strategies should allow for a change in focus
to alternatives.

In a key study, Duke, Leventhal, Brownlee, and Leventhal (2002)
assessed 250 older adults longitudinally to examine activity loss and
replacement as a consequence of an important illness episode. They
found that reductions in activity were predicted by physical factors.
Replacing lost activities was facilitated by social support and optimism,
and inhibited by a belief in the need to conserve physical resources.
Older adults who replaced lost activities had a higher positive affect level
1 year after illness onset than those who did not replace them. The
beneficial use of accommodative strategies in coping with chronic illness
was endorsed. Notably, physical incapacity was less important for
activity replacement than social factors such as optimism and
conservation of resources, both of which affected motivation to seek
alternatives.

Older people must manage their own aging process. This self-
regulated dependency then becomes an integral part of successful aging
(Baltes & Wahl, 1990). SOC proposes that dependency or other forms of
performance productions have adaptive value. The older person has sev-
eral choices: (a) give up the activities hampered by functional loss; (b)
compensate for them by searching for a means to maintain activities; or
(c) become increasingly dependent in the weakened domains to free
energy for other more personal areas. In option (c), the person recognizes
the loss and delegates control to others as a form of proxy control. Only
option (a) causes problems.

The model highlights the possible adaptive potential of lowered
performance where behavioral dependency can be adaptive. The
effective coordination of the three processes (SOC) ensures successful
management of aging losses and reduction of resources. Selection
requires that the age-related loss is identified and that proxies take on a
high priority. The selection process often involves a convergence of
environmental demands, individual motivations, skills, and biological
capacities. Compensation becomes important when life tasks require a
capacity beyond that of the current skills. Losses of various sorts apply.
Optimization ensures that it is also possible to maintain high levels of
functioning in old age in some selected domains through practice and
acquisition of new bodies of knowledge and technology. In this way
dependency becomes self-selected and the outcome of active selection
and compensation.
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Similar processes may also apply to emotions. Socioemotional
selectivity theory (Carstensen & Turk-Charles, 1994), a variant of SOC,
posits that older adults prioritize the goal of emotional regulation. With
age, adults want more satisfying emotional contact. Consequently, older
adults prune their social ties to weed out unsatisfying relationships and to
retain satisfying ones. Perhaps it is no accident that the amount and
duration of positive emotion increase, and negative affect decreases with
age.

AGING MEDIATORS

There are many examples of older people altering their outlook to
maintain adequate life satisfaction. Several studies have documented the
substantial role of psychological factors in the developmental processes
of disability, especially internal and external resources that are most
reflective of the aging experience (Jang, Haley, Small, & Mortimer, 2002).
We believe that the combination of the coping mechanisms of social
support and perceived control, as well as optimism, allows for a
meaningful adjustment (according to the SOC model) to the realities of
the problems of aging.

Social Support

Social support is commonly considered a coping resource, a social
fund from which people may draw when handling stressors (Thoits,
1995). Social support is typically viewed within the context of a stress and
coping framework. Stress arises when an individual appraises a situation
as threatening or otherwise demanding. Social support may serve (a) to
attenuate or prevent the stress appraisal response or (b) to modulate the
experience of stress and the onset of negative outcomes such as
psychological distress and negative health behaviors. As a result of either
mechanism, an individual deals with a stressful situation effectively and
positive outcomes result (Cohen & Syme, 1985).

Cohen and colleagues proposed a distinction between structural and
functional support measures (Cohen, 1988; Cohen & Syme, 1985). Structural
refers to measures describing the existence of, and interconnections
between, social ties (e.g., marital status, number of relationships, or number
of relations who know one another). Functional measures assess whether
interpersonal relationships serve particular functions such as the provision
of affection, feelings of belonging, or material aid (Cohen, 1988). Greater
structural and functional social support have been linked to reduced mor-
bidity and mortality in the general population (see review by Berkman,
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1995). Based on evidence from studies examining relationships between
social support and physiological processes, a common sympathetic-adren-
ergic mechanism has been proposed connecting social support to long-term
health outcomes (Uchino, Cacioppo, & Kiecolt-Glaser, 1996). Moreover, in a
rigorously controlled study, greater social network diversity has been
shown to predict reduced susceptibility to the common cold (Cohen, Doyle,
Skoner, Rabin, & Gwaltney, 1997). Social support is clearly an important
variable to consider when examining not only psychological but health out-
comes.

In a recent study, Walter-Ginzburg, Blumenstein, Chetrit, and Modan
(2002) set out to determine those aspects of social networks that were
most significantly associated with 8-year, all-cause mortality among the
old-old in Israel. They randomly selected 1,340 individuals aged 75 to 94,
stratified by age, gender, and place of birth. After controlling for
sociodemographics and measures of health, cognitive status, depressive
symptoms, and physical function, the measures of social engagement
that explicitly involved others were associated with a lower risk of
mortality. The hypothesis that those with larger network structures
would show reduced risk of mortality was not supported. Moreover,
none of the measures of the functioning (supportiveness) of the social
network (frequency of contact with children and perceived instrumental
support) were found to be associated with risk of mortality. In short,
neither social network size nor supportiveness of the network appeared
to be related to survival in the old-old population in Israel. Social support
findings in older individuals do not appear to mirror those in younger
adults, but by taking older adults’ goals into account, socioemotional
selectivity theory may be able to explain these findings.

Socioemotional selectivity theory: One of the most reliable findings in
social gerontology is that the rates of social interaction decline with age.
This finding has been replicated in many cultures (see review by Fung,
Carstensen, & Lang, 2001). Traditionally, the decline has been interpreted
as an inevitable loss associated with the aging process, due either to a
process of mutual emotional distancing between aging people and
societies, as in disengagement theory, or to physical and social barriers
that bar older people from desired social interactions, as in activity
theory. However, socioemotional selectivity theory has recast the decline
as an adaptive response to perceived limitations on time left in life
(Carstensen et al., 1999).

Socioemotional selectivity theory contends that two broad classes of
social goals operate throughout life but their relative salience and
importance change as a function of place in the life cycle. One class is
characterized by the pursuit of knowledge—seeking information about the
self and social world. Knowledge seeking is highly salient during the
early years of life when stores of knowledge are limited and the future is
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viewed as largely open-ended. Knowledge seeking gradually becomes
less salient as a function of experience and also because of an increasingly
limited future. The second class of social motives concerns emotional
gratification. Examples of these social motives include efforts to feel good,
derive emotional meaning from life, deepen intimacy, and maintain a
sense of self. In late life, when many of life’s lessons have been learned
and future-oriented strivings are less relevant, emotional goals remerge
as highly salient (Carstensen et al., 1999).

Because social partners differ in the types of goals they fulfill for the
individual, evidence of these goals is found in social network
composition. During life stages in which information seeking is at its
peak, social networks are replete with relatively novel social partners.
During life stages in which emotional goals are more important, a drop
occurs in peripheral social partners, but emotionally close social partners
are retained. Carstensen and her colleagues argue that rather than reflect
age-related loss, the relatively smaller social networks of older people
reflect their preferences for emotionally close social partners and their
relative disinterest in peripheral ones (Carstensen et al., 1999).

Considerable empirical evidence exists to support the socioemotional
selectivity theory. A reanalysis of longitudinal data from the Child
Guidance Study found that rates of interaction with acquaintances and
satisfaction with them declined from early to middle adulthood
(Carstensen, 1992). Across the same period, however, interaction rates
and satisfaction with three groups of emotionally close partners—
spouses, parents, and siblings—were all maintained or increased. This
pattern of findings suggests that decline in social contacts appears to
occur relatively early in life, too early for age-related losses to be the
cause. Moreover, reductions are limited primarily to acquaintances.

The selective reduction of social partners appears to continue well
into old age. The Berlin Aging Study and a similar cross-validation
study (Lang & Carstensen, 2002; Lang, Staudigner, & Carstensen, 1998)
found that very old people consistently had smaller social networks
than did the young-old, but the difference was accounted for by the
number of peripheral social partners. Very old persons had fewer
peripheral social partners than the young-old but as many emotionally
close social partners. A study of African Americans and Europeans
found that older people had similar number of very close social partners
and fewer peripheral social partners as compared to younger people
across a wide age range (Fung et al., 2001). Moreover, the authors found
that the percentage of very close social partners was negatively
correlated with happiness among young adults but not among older age
groups, even after controlling for perceived health, educational level,
and marital status.
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These findings challenge the accepted notion that remaining socially
active and involved in broad social networks is essential for successful
aging. When emotional satisfaction is the primary social goal, limiting
social contacts to more emotionally close social partners may be a good
strategy for successful aging, particularly in view of the undeniable
physical and cognitive declines that accompany aging. This pattern
may be an example of selective optimization with compensation in the
social domain (Fung et al., 2001). Individuals who age successfully
may compensate for age-related social barriers and optimize their
social interactions by concentrating their limited time and energy on
the few social partners who are best able to satisfy their primary social
needs.

Socioemotional selectivity theory predicts age-related changes in
exchanges of emotional support based on the premise that older adults
prioritize the goal of emotional regulation (Keyes, 2002). Adults prune
their social ties to weed out unsatisfying (and retain satisfying) social
relationships as they age. Exchange theory suggests that adults achieve
emotional regulation by establishing equitable or balanced exchanges of
emotional support. Keyes (2002) found that, with age, adults spent less
time engaging in acts of emotional support and less time receiving
emotional support. Although adults of all ages gave more support than
they received, the discrepancy between hours of emotional support given
and received became more balanced with age. Compared with equal
exchanges, unequal exchanges predicted worse emotional well-being
profiles among individuals over the age of 55.

In conclusion, it appears that socioemotional selectivity theory, which
is a specific case of the SOC model, holds considerable explanatory
power for the structure and function of social support in older
individuals. It remains to be seen whether applying the SOC model to the
study of dispositional optimism and pessimism in older adults will
explain some of the inconsistent findings.

Personal Control

A sense of control is an important factor in successful aging and
emotional well-being. This applies to both negative outcomes and
positive outcomes (Kunzmann, Little, & Smith, 2002). Roberts, Dunkle,
and Hang (1994) showed that a great sense of control significantly altered
the negative impact of stress and protected emotional well-being.

Personal control is synonymous with the concept of locus of control
(LOC) (Rotter, 1966) and has been defined as “the belief that one can
determine one’s own internal states and behavior, influence one’s
environment, and/or bring about desired outcomes” (Wallston,
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Wallston, Smith, & Dobbins, 1987, p. 5). Perceptions of control can be
accurate or inaccurate, but even if totally based on false perceptions,
these perceptions can have a strong impact on behaviors as well as
psychological and medical outcomes (Rodin, 1990).

As a global personality trait, high internal locus of control has been
related to greater life satisfaction, more positive self concept, better
ratings of health status, and greater participation in activities among the
elderly (Eizenmann, Nesselroade, Featherman, & Rowe, 1998; Seeman &
Lewis, 1995). For example, high levels of internal control beliefs have
been linked with low levels of mortality and fewer activity limitations in
older medically ill patients (Seeman & Lewis, 1995). Low levels of inter-
nal control have predicted decreased exercise and greater levels of
depression in older medical patients (Weaver & Gary, 1996). High inter-
nal locus of control has even been found to be protective against the
occurrence of morbidity (Van den Akker, Buntinx, Metsemakers, van der
Aa, & Knottnerus, 2001). Finally, greater levels of choice and internal
control were found to be associated with better well-being, less reliance
on facility services, and greater participation in community activities
among residents of residential care settings (Langer & Rodin, 1976;
Timko & Moos, 1989).

Personal control interacts with coping strategies to influence
adjustment to life stress among the elderly. Problem-focused or active
coping strategies have often been found to correlate with high internal
perceived control, while emotion-focused or passive coping strategies
tend to correlate with lower levels of perceived personal control. Melding
(1995) demonstrated better adjustment to coping with chronic pain in
elderly patients with high perceived control beliefs when they also used
active coping strategies. Fry and Wong (1991) examined elderly patients’
preferred coping style and matched coping skills training intervention
with these preferences. Individuals who preferred problem-focused cop-
ing and received a matched type of intervention reported reduced pain
and anxiety and better satisfaction and adjustment compared to individ-
uals who used emotion-focused coping. Finally, Pinard and Landreville
(1998) found that individuals who use escape and avoidance coping
strategies, which are often correlated with lower levels of perceived con-
trol, have poorer psychological adaptation to their living arrangements
than those who use a more active approach (i.e., seeking social support
from friends and family) to cope with aging related stress.

Whether personal control is viewed as a personality trait, as a
moderator of coping strategies, or as a complex multidimensional
construct, perception of control among the elderly is an important
contributing factor to maintaining and increasing rewarding life events
while minimizing negative ones. The degree to which older individuals
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perceive personal control can affect their psychological and physical
well-being.

Among older- and oldest-old (the frail elderly) the operative issue
may involve altering control or at least keeping the illusion of control,
which may involve the application of secondary control and a higher
dependence on the environment and on accommodation to problems.
Schultz and Heckhausen (1996) equate successful aging with the
development and maintenance of primary control, which is achieved
through control-related processes that optimize selection and failure
compensation functions. Primary control is directed outward and targets
the external world; secondary control targets the self and attempts to
achieve changes within the individual. Both can involve cognition and
action but primary control always involves action. The ratio of gains to
losses becomes less favorable with age and secondary control becomes
more important.

There are four control processes that involve selection and
compensation. First, optimal development is enhanced by diversity of
opportunity and choice. Second, selection regulates the choice of action
goals so that diversity is maintained. Third, the person must compensate for
and cope with failure. Compensation is essential in order to maintain,
enhance, and remediate competencies and motivational resources after fail-
ure experiences. Fourth, the person must manage trade-offs across domains
and sequential life phases and recognize that resources must be juggled to
maintain balance.

As individuals age, their primary control may decrease, but their
secondary control may become more stable and malleable. Thus, elderly
individuals who continue to place great import on primary control may
experience poorer adjustment to the aging process than those persons
who shift their paradigms and gradually place a greater emphasis on sec-
ondary control. When conceptualized in this manner, poor adjustment
(e.g., general distress, depression, anxiety) may be seen to result from
frustration associated with continuing to attempt to exert control on
aspects of one’s life that are no longer in one’s realm of control.
Individuals may adjust poorly to the changes associated with aging
because they continue to place a high priority on controlling their
environment, while individuals who accept the declining control that
comes with aging and focus on their ability to control their own behaviors
and internal states may demonstrate successful adjustment to aging.

Although this view seems obvious, the concept of personal control as a
multidimensional construct has not been widely researched among the
aging. Further research is needed to determine if individuals indeed view
personal control as multidimensional and if certain types of personal
control are instrumental in determining adjustment among the elderly.
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Dispositional Optimism

Finally, dispositional optimism must be considered because it is clini-
cally relevant and has a conceptual connection to perceived control.
Dispositional optimism has been defined as the generalized expectation
that one will have good outcomes in life even if one is presently facing
adversity (Carver & Scheier, 2001). An optimistic outlook has been linked
to psychological and physical well-being in younger and middle-aged
adults (Carver & Scheier, 2001). Studies linking optimism with adaptive
outcomes suggest that optimists do not respond to stressful situations
with less distress than pessimists simply because they are more cheerful.
Optimists differ from pessimists both in their stable coping tendencies
and in the kinds of coping responses that they generate spontaneously
when confronting stressful situations (Carver & Scheier, 1999). Optimists
tend to use more problem-focused coping strategies and, when problem-
focused coping is not possible, optimists turn to adaptive emotion-
focused coping strategies such as acceptance, use of humor, and positive
reframing (Carver & Scheier, 1999).

Several studies have examined the costs and benefits of optimism and
pessimism across the life span, and the findings are mixed (Isaacowitz &
Seligman, 1998; Isaacowitz & Seligman, 2002; Norem & Chang, 2001;
Robinson-Whelen, Kim, MacCallum, & Kiecolt-Glaser, 1997; Schulz,
Bookwala, Knapp, Scheier, & Williamson, 1996). Isaacowitz and
Seligman (1998) report that among older adults, a realistically pessimistic
perspective is associated with better adaptation to negative life events in
contrast to the typical findings with younger participants in the sample
groups. Robinson-Whelen et al. (1997) found little evidence of the power
of positive thinking in predicting anxiety, stress, depression, and self-
appraised health among a group of older people composed of caregivers
and noncaregivers. However, they did find that dispositional pessimism
significantly predicted outcomes in the expected direction.

Schulz et al. (1996) followed 238 cancer patients receiving palliative
radiation treatment for 8 months (during which 70 patients died) and
studied the independent effects of pessimism, optimism, and depression
on mortality. They found that the endorsement of a pessimistic life
orientation is an important risk factor for mortality among middle-aged
(ages 30 to 59) but not older individuals. The pessimism of the older
individuals may reflect a coping strategy that has become adaptive in
the face of declining ability to control important life outcomes such as
health.

The basic tenet of the cognitive style approach to the study of emotion
and aging is that constructs involving the lenses through which
individuals understand their environment may predict who gets
happier and sadder over time, especially in the face of stressful life
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events. Isaacowitz and Seligman (2002) found that a more optimistic
explanatory style for health-related events predicted more depressive
symptoms over time among community-dwelling older adults. Thus, an
extremely optimistic  explanatory style may in some cases be
maladaptive. As expected, the authors found that higher levels of
dispositional optimism predicted better affective functioning, whereas
higher levels of dispositional pessimism were related to worse affective
profiles over time.

An optimistic explanatory style and dispositional optimism were not
correlated with each other in the beginning of the study. Isaacowitz and
Seligman (2002) speculate that one way in which they might produce
opposite effects would be if dispositional optimists are sensitive to
situational constraints and can transition from problem-focused to
emotion-focused coping when the situation they face cannot be changed.
It is possible that dispositional optimism involves this flexible coping
style, whereas an optimistic explanatory style demands active attempts
to fix the problem and control the environment. This explanation
suggests that optimistic individuals are more likely to engage in
selection, optimization, and compensation due to the greater flexibility of
their coping strategies.

Postscript: Goals and Personality

Since individuals apply coping strategies in the context of their goals
or their personalities, examination of personality or goals may explain
some of the contradictory findings of the effects of dispositional opti-
mism and pessimism on physical and psychological outcomes in older
adults, just as it did in Segerstrom’s (2001) study of optimism, goal con-
flict, and stressor-related immune change.

There is evidence that this interactive process of personality in
relationship to goals and adjustment may be positive at later life. Block
and Block (1980) noted that two personality dimensions, ego-control and
ego-resiliency, are moderately consistent across the life span. More recent
research has demonstrated that personality at the trait level is reasonably
consistent (McRae & Costa, 1990) but develops uniquely well into adult-
hood (Viallant, 1977). It now appears that individuals may be open to
new experiences well into old age. In older age it is most likely that,
when there are losses, resources are devoted to maintenance and recov-
ery (resilience) and that this can be creative.

The influence of interaction between the coping mechanisms of
support, control, personality, and goals is complex. Interactions of the
person’s behavior and the environment are almost always present. Peo-
ple are self-organizing, proactive, self-reflecting, and self-regulating and
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are not just reactive to external events (Bandura, 1999). Perhaps the most
parsimonious and realistic view of human actions is that the person is
neither driven by global traits nor automatically shaped by the
environment. Change is not random; it is guided by a personality system
which mediates the relationship between types of situations and the
cognitive/affective behavior patterns of the person (Mischel & Shoda,
1999). Thus, there are predictable, characteristic patterns of variation in
the person’s behavior across situations and age. Organisms self-organize
and do so naturally, consistently, and holistically.

The transition to old age is accompanied by an increased awareness of
what one cannot do in the context of what one can do. This awareness
influences the type of goals selected in late life. Since the central task of
later life is facing decline, one’s possibilities adjust accordingly. The
adjustment process is  a function of health, identity (personal
characteristics), and attachment (social relationships and positive
contacts). The elderly are not just seeking to avoid undesirable outcomes
or maintain the current status. The desire for new experiences continues
into old age. And with the younger old, there is the presence of
motivation for change. Smith and Freund (2002) showed that 72% of
participants added new domains of hope and 53% added new fears.

CONCLUSION

We noted at the beginning that as aging unfolds, the person must
adjust. Evidence suggests that this adjustment is not a singular event but
continues over a lifetime as debility changes. Evidence also suggests that
adjustment can be for better or worse. The main path to aging adjustment
or disability is shaped by imbedded risk factors (such as behavioral,
psychological, and biological) and mediated, we believe, by the coping
mechanisms as applied in the SOC model. These involve lifestyle and
behavioral actions as well as appropriate psychosocial attitudes.

Age itself is largely an empty variable. It is not the passage of time
alone but various biological and social events that occur with the passage
of time that have relevance for change. People continuously revise their
choices in life (SOC) and do so best by application of the coping
mechanisms of support and control. The application of selection,
optimization, and compensation is associated with better functioning.
These components also require the use of resources; the more, the better.
Importantly, we have advocated that social support and control (as well
as dispositional optimism) allow for the best unfolding of SOC. We have
also intimated that older individuals apply these coping strategies in the
context of their goals or their personality, often for the better.
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We conclude with a summary of what occurs in therapy. Recent
evidence suggests that identifiable internal and external events influence
and re-create conditions for positive or negative outcomes in therapy.
Much of what goes on involves an attempt to shift people’s focus to
watch themselves more closely in their daily lives. In this way, change is
a function of having people respond differently to new situations or new
contingencies. Older people do benefit from this therapy contract—really
an SOC understanding of problem as influenced by age. Optimism-
generating, support-assisting, and control-enhancing interventions make
a difference in this context. The enhancement of a sense of control and
modification of the environment make a difference in several settings,
even in long-term care facilities. Increasing social networks and creating
control appropriately maximize satisfaction and assist in protection from
psychological distress.
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5

Families and Chronic Illness: 
An Integrative Model

JOHN S. ROLLAND

Illness, disability, and death are universal experiences in families.
Chronic and life-threatening conditions confront all of us with some of
life’s greatest challenges. The impact of a diagnosis of cancer reverberates
throughout the family system, leaving no one untouched. The quality of
life deteriorates for some families and family members, whereas others
are resilient and thrive (Weihs, Fisher, & Baird, 2001). We need
conceptual models that guide both clinical practice and research, and
allow a dynamic, open communication between these disciplines. What
is most wanted is a comprehensive way to organize our thinking about
all the complex interactions between the biological illness, family,
individual family members, and professionals involved in providing
care. We need models that can accommodate the changing landscape of
interactions between these parts of the system over the course of the
illness and the changing seasons of the life cycle.

Families enter the world of i l lness and disability without a
psychosocial map. Appropriate clinical intervention, family education,
and national policies to support these families are severely lacking. To
master the challenges, families need, first, a psychosocial understanding
of the condition in system terms. This means learning the expected pat-
tern of practical and emotional demands over the course of the disorder,
including a timeline for disease-related developmental tasks associated
with different phases of the disorder. Second, they need a systemic
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understanding of themselves as a functional unit. Third, an appreciation
of the individual, couples, and family life cycles helps them stay attuned
to the changing fit between the demands of a chronic disorder and
emerging developmental issues for the family unit and each member.
Finally, families need to understand the beliefs and multigenerational
legacies that guide their constructions of meanings about health
problems and their relationship to caregiving systems and health care
providers.

In order to organize this complex landscape in a manner useful to fam-
ilies and clinical practice, we need a conceptual framework that can serve
as a guide for families coping with major illness.

OVERVIEW OF FAMILY SYSTEMS–ILLNESS MODEL

With chronic disorders, a biopsychosocial orientation should be
conceptualized from a systems perspective, with the family as the
interactive focal point. The unfolding of a chronic disorder is best viewed
in developmental context,  involving the intertwining of three
evolutionary threads: the illness, the individual, and family development.

The family systems–illness model (Rolland, 1984, 1987a, 1987b, 1990,
1994a, 1994b, 1998, 2002) provides a useful framework for evaluation, for-
mulation, and intervention with families dealing with chronic illness and
disability. The model is based on a strength-oriented perspective viewing
family relationships as a resource and emphasizing the possibilities for
resilience and growth—not just their liabilities and risks (Walsh, 1996,
1998).

The model addresses three dimensions: (a) psychosocial types of
illness and disability, (b) major developmental phases in their natural
history, and (c) key family system variables (Figure 5.1). It attends to the
expected psychosocial demands of a disorder through its various phases,
family systems dynamics that emphasize family and individual life
cycles, multigenerational patterns, and belief systems (Figure 5.2). The
model emphasizes the goodness of fit between the psychosocial demands
of the disorder over time and the strengths and vulnerabilities of a
family.

PSYCHOSOCIAL TYPES OF ILLNESS

The standard disease classification is based on purely biological
criteria, clustered to establish a medical diagnosis and treatment plan,
rather than the psychosocial demands on patients and their families. I
have proposed a different classification schema that provides a better
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link between the biological and psychosocial worlds, clarifying the
relationship between chronic illness and the family (Rolland, 1984, 1987a,
1994). Chronic conditions can be grouped according to key biological
similarities and differences with distinct psychosocial demands for the
patient and family. The clinical manifestation of the full spectrum of
illness and disabilites presents an enormously diverse range of expected
psychosocial demands. This typology defines meaningful and useful
categories with similar psychosocial demands for a wide array of chronic
illnesses affecting individuals across the life span. Illness patterning can
vary in terms of onset, course, outcome, incapacitation, and the level of
uncertainty about its trajectory.

Onset: Illnesses can be divided into those that have either an acute clin-
ical onset, such as strokes, or gradual onset, such as Alzheimer’s disease.
For acute onset illnesses, affective and practical changes are compressed
into a short time, requiring more rapid mobilization of crisis manage-
ment skills. Families need to be helped to tolerate highly charged
emotional situations, exchange roles flexibly, problem solve efficiently,
and utilize outside resources.

FIGURE 5.1. Three-dimensional model: illness type, time phase, family
functioning. Note: From “Chronic Illness and the Life Cycle: A Conceptual
Framework,” by J. S. Roland, 1987, Family Process, 26, no. 2, 203–221.

COMPONENTS OF
FAMILY FUNCTIONING

ILLNESS TYPE

TIME
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Course: The course of chronic diseases can take three general trajectories:
progressive, constant, or relapsing or episodic. With a progressive disease
such as metastatic cancer, disability worsens in a stepwise or gradual way.
The family must live with perpetual symptoms, the prospect of continual
role change as the disease progresses, growing strain and exhaustion, few
periods of relief, and new caretaking and financial challenges over time.

With a constant course illness an initial event is followed by a stable
biological course, as after a single heart attack or spinal cord injury.
Typically, after an initial period of recovery, there persists a clear-cut def-
icit or limitation. The family is faced with a semipermanent change that is
stable and predictable over a considerable time span. The potential for
family exhaustion exists without the strain of new role demands over
time.

A relapsing or episodic course illness, like disc problems and asthma,
are distinguished by the alternation of stable low symptom periods with
periods of flare-up or exacerbation. Families are strained by both the fre-
quency of transitions between crisis and noncrisis, and the ongoing
uncertainty of when a recurrence will occur. This requires family
flexibility to alternate between two forms of family organization. The
wide psychological discrepancy between periods of normalcy versus
flare-up is particularly taxing and is unique to relapsing conditions.

FIGURE 5.2. Family Systems—Illness Model. Note: From Families, Illness and
Disability: An Integrative Treatment Model, by J. S. Roland, 1994, New York: Basic
Books. Adapted with permission.
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Outcome: The extent to which a chronic illness leads to death or shortens
one’s life span has profound psychosocial impact. The continuum ranges
from illnesses that do not typically affect the life span, such as disc disease
or arthritis, to those that are progressive and usually fatal, such as meta-
static cancer. An intermediate, more unpredictable category includes both
illnesses that can shorten the life span such as cardiovascular disease, and
those with the possibility of sudden death such as hemophilia. Crucial
factors are family members’ initial expectation of whether or not a disease
is likely to cause death and the degree to which they experience anticipa-
tory loss (Rolland, 1990).

Incapacitation: Disability can involve impairment of cognition (e.g.,
dementia), sensation (e.g., blindness), movement (e.g., stroke with
paralysis), stamina (e.g., cardiovascular disease), disfiguring conditions
(e.g., severe burns, mastectomy), and those associated with social stigma
(e.g., AIDS) (Olkin, 1999). The extent, kind, and timing of incapacitation
will affect the degree of family stress. For instance, the combined
cognitive and motor deficits caused by a major stroke necessitate greater
family role reallocation than a spinal cord injury in a person who retains
his cognitive abilities. With some illnesses, like stroke, disability is often
worst at the beginning. For progressive diseases, like Alzheimer’s
disease, disability looms as an increasing problem in later phases of the
illness, allowing a family more time to prepare for anticipated changes.
This allows an opportunity for the ill member to participate in disease-
related family planning while still cognitively able (Boss, 1999).

By combining the kinds of onset, course, outcome, and incapacitation
into a grid format, we generate a typology that clusters illnesses
according to similarities and differences in patterns that pose differing
psychosocial demands (Figure 5.3).

Level of uncertainty: The predictability of an illness and the degree of
uncertainty about the specific way or rate at which it unfolds overlay all
other variables. For illnesses with highly unpredictable courses such as
multiple sclerosis, family coping and future planning are hindered by
anticipatory anxiety and ambiguity about what is to come and how much
time they have before the condition worsens. Families who are able to
put long-term uncertainty into perspective are best prepared to avoid the
risks of exhaustion and dysfunction.

TIME PHASES OF ILLNESS

Too often, discussions of coping with cancer tend to approach illness
as a static state and fail to appreciate the dynamic unfolding of the illness
process over time. The concept of time phases provides a way for
clinicians to think longitudinally and to understand chronic illness as an
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FIGURE 5.3. Categorization of chronic illnesses by psychosocial type.
* = Early 
Note: From “Toward a Psychosocial Typology of Chronic and Life- Threatening
Illness,” by J. S. Rolland, 1984, Family Systems Medicine, 2, pp. 245–262. Adapted
with permission of Family Process Inc.
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ongoing process with landmarks, transitions, and changing demands.
Each phase has its own psychosocial developmental tasks that require
significantly different family strengths, attitudes, or changes from a
family. To capture the core psychosocial themes in the natural history of
chronic disorders, three major phases can be described: crisis, chronic,
and terminal (Figure 5.4 & Table 5.1).

Crisis phase: The crisis phase includes any symptomatic period before
diagnosis and the initial period of readjustment and treatment plan. This
initial period of socialization to chronic illness holds a number of key
developmental tasks for the patient and family (Moos, 1984), which
include creating a meaning for the disorder that preserves a sense of mas-
tery; grieving the loss of the pre-illness family identity; acceptance of per-
manency of the condition; undergoing short-term crisis reorganization
while developing family flexibility in the face of uncertainty and threat-
ened loss; learning to live with illness-related symptoms and treatments;
and forging a working relationship with professionals and institutional
settings.

During this initial crisis period, health professionals have enormous
influence over a family’s sense of competence and their approach to these
developmental tasks. Initial meetings and advice given at the time of
diagnosis can be thought of as a framing event. Because family members
are so vulnerable at this point, clinicians need to be sensitive in their
interactions and aware of messages conveyed by their behavior. Who is
included or excluded (e.g., patient) from a discussion can be interpreted
by the family as a message conveying how the family should
communicate for the duration of the illness. For instance, if a clinician
meets with parents separately from adolescents to give them information
about a cancer diagnosis and prognosis, the parents may assume they

FIGURE 5.4. Time line and phases of illness.
Note: From Families, Illness, and Disability: An Integrative Treatment Model, by
J. S. Rolland, 1994, New York: Basic Books. Adapted with permission.
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were being instructed implicitly to protect their adolescent from any
discussion of the illness.

Chronic phase: The chronic phase can be marked by constancy,
progression, or episodic change. It has been referred to as “the long haul”
or the “day-to-day living with chronic illness phase.” Salient issues
include pacing and avoiding burnout; relationship skews between the
patient and other family members; sustaining autonomy and preserving
or redefining individual and family developmental goals within the
constraints of the illness; and sustaining intimacy in the face of
threatened loss. Family effort to maintain the semblance of a normal life
is a key task of this period. If the illness is fatal, this is a time of living in
limbo. For certain highly debilitating but not clearly fatal illnesses, such
as a massive stroke, the family can feel saddled with an exhausting
problem without end. Encouraging maximal autonomy for all family
members in the face of protracted adversity helps offset these trapped,
helpless feelings. For instance, customary patterns of intimacy for couples
become skewed by discrepancies between ill and well spouse or

TABLE 5.1
Time Phases of Illness Developmental Tasks

Crisis Phase

1. Families understanding themselves in systems terms
2. Psychosocial understanding of illness

(a) in practical and emotional terms
(b) in longitudinal and developmental terms

3. Family appreciation of developmental perspective (individual, family, illness life cycles)
4. Crisis reorganization
5. Creating meaning that promotes family mastery and competence
6. Defining challenge in “we” terms
7. Accepting permanence of illness and disability
8. Grieving loss of family identity before chronic disorder
9. Acknowledging possibilities of further loss while sustaining hope
10. Developing flexibility to ongoing psychosocial demands of illness
11. Learning to live with symptoms
12. Adapting to treatments and health care settings
13. Establishing functional collaborative relationship with health care providers

Chronic Phase

1. Maximizing autonomy for all family members given constraints of illness
2. Balancing connectedness and separateness
3. Minimizing relationship skews
4. Mindfulness to possible impact on current and future phases of family and individual life 

cycles

Terminal Phase

1. Completing process of anticipatory grief and unresolved family issues
2. Supporting the terminally ill member
3. Helping survivors and dying member live as fully as possible with time remaining
4. Beginning the family reorganization process

Note: From Families, Illness, and Disability: An Integrative Treatment Model, by J. S. Rolland, 1994, New York:
Basic Books. Adapted with permission.
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caregiver. Emotions often remain underground and contribute later to
survivor guilt. As one young husband lamented about his wife’s cancer,
“It was hard enough two years ago to absorb that, even if Ann was cured,
her radiation treatment would make pregnancy impossible. Now I find it
unbearable that her continued uncertain battle with cancer makes it
impossible to go for our dreams like other couples our age.” Psychoedu-
cational family interventions that normalize such emotions related to
threatened loss can help prevent cycles of blame, shame, and guilt. Also,
when physicians inquire about and validate the psychosocial burden of
caregivers, especially well spouses, they help prevent the physical burden
of the patient from becoming the only currency in family relationships.
This approach facilitates families seeing a chronic disorder as a “we”
problem (rather than solely the domain of the patient), a major contribu-
tor to dysfunctional family dynamics when living with a serious illness.

Terminal phase: In the terminal phase of an illness the inevitability of
death becomes apparent and dominates family life. The family must cope
with issues of separation, death, mourning, and family reorganization
beyond the loss (Walsh & McGoldrick, 2004). Families adapt best to this
phase when they are able to shift their view of mastery from controlling
the illness to a successful process of letting go. Optimal coping involves
emotional openness as well as dealing with the myriad of practical tasks.
Families can be helped to see this phase as an opportunity to share
precious time together, acknowledge the impending loss, deal with
unfinished business, say goodbyes, and begin the process of family
reorganization. The patient and key family members need to decide
about such things as a living will, involvement of hospice, wishes about a
funeral, and provision for the surviving family members.

Critical transition periods link the three time phases during which
families reevaluate the fit of their previous life structure with new
illness-related developmental demands. Unfinished business can
complicate or block movement forward. Families can become
permanently frozen in an adaptive structure that has outlived its util-
ity (Penn, 1983). For example, the usefulness of pulling together in the
crisis phase can become maladaptive and stifling in a long chronic
phase.

Clinical Applications

In sum, the time phases (crisis, chronic, and terminal) can be
considered broad developmental periods in the natural history of chronic
disease. Each period has certain basic tasks independent of the type of ill-
ness. Each type of illness has specific supplementary tasks. The
psychosocial demands of any condition can be thought about in relation
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to each phase of the disorder and to different components of family func-
tioning (e.g., communication, problem solving, role flexibility).

The model clarifies research design and treatment planning. Goal
setting is guided by awareness of the components of family functioning
most relevant to particular types or phases of an illness. Sharing this
information with the family and deciding on specific goals provides a
better sense of control and realistic hope to the family. This process
empowers families in their journey of living with chronic conditions.
Also, this knowledge educates the family about warning signs that
should alert them to call on a family therapist at appropriate times for
brief, goal-oriented treatment.

This framework can guide periodic family consultations and
psychosocial checkups as salient issues and priorities surface and change
over time. Preventively oriented family psychoeducational or support
groups for patients and their families (Gonzalez, Steinglass, & Reiss,
1989; Steinglass, 1998) can be designed to deal with different types of
conditions (e.g., progressive, life-threatening, relapsing). Also, brief
psychoeducational modules timed for critical phases of an illness enable
families to digest manageable portions of a long-term coping process.
Modules can be tailored to particular phases of the illness and to family
coping skills necessary to confront disease-related demands. This
provides a cost-effective preventive service that also can identify high-
risk families.

The model also informs evaluation of general functioning and illness
specific family dynamics such as the interface of the illness with
individual and family development; the family’s multigenerational
history of coping with illness, loss, and other adversity; the family’s
health or illness belief system; the meaning of the illness to the family;
social support and use of community resources; and the family’s capacity
to manage illness-related crises or perform home-based medical care. At
a larger systems level, the model provides a lens for clinicians to analyze
shifts in relationships between health care institutions, professionals, the
patient, and family members.

FAMILY LEGACIES, LIFE CYCLES, AND BELIEF SYSTEMS

Multigenerational Legacies of Illness, Loss, and Crisis

A family’s current behavior, and therefore its response to illness,
cannot be adequately comprehended apart from its history (Bowen, 1978;
Carter & McGoldrick, 1998; Framo, 1992; Walsh & McGoldrick, 2004).
Clinicians can use historical questioning and can construct a genogram
and timeline (McGoldrick, Gerson, & Schellenberger, 1999) to gain an
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understanding of a family’s organizational shifts and coping strategies as
a system in response to past stressors, and more specifically, to past
illnesses. Such inquiry helps explain and predict the family’s current style
of coping, adaptation, and creation of meaning. A multigenerational
assessment helps to clarify areas of strength and vulnerability. It also
identifies high-risk families burdened by past unresolved issues and
dysfunctional patterns that cannot absorb the challenges presented by a
serious condition.

A chronic illness-oriented genogram focuses on how a family
organized around past stressors and tracks the evolution of family
adaptation over time. It shows how a family organized as an evolving
system specifically around previous illnesses and unexpected crises. A
central goal is to bring to light areas of consensus and learned differences
(Penn, 1983) that are sources of cohesion and conflict. Patterns of coping,
replications, discontinuities, shifts in relationships (i.e., alliances,
triangles, cutoff), and sense of competence are noted. These patterns are
transmitted across generations as family pride, myths, taboos,
catastrophic expectations, and belief systems (Walsh & McGoldrick,
2004). In one case involving a husband diagnosed with basal cell
carcinoma, the oncologist discussed a favorable prognosis, yet the wife
believed her husband would die from this skin cancer. This resulted in
increased marital discord and ultimately a couple’s consultation. In the
initial interview, when asked about prior experiences with illness and
loss, the wife revealed that her own father had died tragically of a
misdiagnosed malignant melanoma. This woman had a catastrophic fear
based on both sensitization to cancer (particularly any related to the skin)
and the possibility of human error by health professionals. Had the
oncologist inquired about prior experiences at the time of diagnosis,
earlier intervention would have been facilitated.

It is also useful to inquire about other forms of loss (e.g., divorce,
migration), crisis (e.g., lengthy unemployment, rape, a natural disaster),
and protracted adversity (e.g., poverty, racism, war, political oppression).
These experiences can provide transferable sources of resilience and effec-
tive coping skills in the face of a serious health problem (Walsh, 1998).

Illness Type and Time Phase Issues

Whereas a family may have standard ways of coping with any illness,
there may be critical differences in their style and success in adaptation to
different types of diseases. It is important to track prior family illnesses
for areas of perceived competence, failures, or inexperience. Inquiry
about different types of illness (e.g., life-threatening versus non–life-
threatening) may find, for instance, that a family dealt successfully with
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non–life-threatening illnesses but reeled under the weight of metastatic
cancer. Such a family might be well equipped to deal with less severe
conditions, but it might be particularly vulnerable if another life-threat-
ening illness were to occur.

Tracking a family’s coping capabilities in the crisis, chronic, and
terminal phases of previous chronic illnesses highlights legacies of
strength as well as complication in adaptation related to different points
over the course of the illness. One man grew up with a partially disabled
father with heart disease, and witnessed his parents successfully renego-
tiate traditional gender-defined roles when his mother went to work
while his father assumed household responsibilities. This man, now with
heart disease himself, has a positive legacy about gender roles from his
family of origin that facilitated a flexible response to his own illness.
Another family with a member with chronic kidney failure functioned
very well in handling the practicalities of home dialysis. However, in the
terminal phase, their limitations with emotional expression left a legacy
of unresolved grief. Tracking prior illness experiences in terms of time
phases helps clinicians see both the strengths and vulnerabilities in a
family, which counteracts the assignment of dysfunctional labels that
emphasize the difficult periods. Clinicians need to ask specifically about
positive family-of-origin experiences with illness and loss that can be
used as models to adapt to the current situation.

For any significant illness in either adult spouse’s family of origin, a
clinician should try to get a picture of how those families organized to
handle the range of disease-related affective and practical tasks. What
role did each play in handling these tasks and did they emerge with a
strong sense of competence or failure? Such information can help to
anticipate areas of conflict and consensus and similar patterns of
adaptation. Hidden strengths, not just unresolved issues, can remain dor-
mant in a marriage and suddenly reemerge when triggered by a chronic
illness in the current family unit.

While many families facing chronic disease have healthy multigenera-
tional family patterns of adaptation, any family may falter in the face of
multiple superimposed disease and nondisease stressors that impact in a
relatively short time. With progressive, incapacitating diseases or the
concurrence of illnesses in several family members, a pragmatic
approach that focuses on expanded or creative use of supports and
resources outside the family is most productive.

Interface of Individual, Family, and Illness Development

When a condition is chronic, the dimension of time becomes a central
reference point. The family, as well as each member, faces the formidable
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challenge of focusing simultaneously on the present and the future, which
includes mastering the practical and emotional tasks of the immediate situ-
ation while charting a course for dealing with the complexities and uncer-
tainties of their problem in an uncertain future. This task is facilitated by
placing the unfolding chronic condition in a developmental framework that
integrates the three evolutionary threads—illness, individual, and family
development (Rolland, 1987a,  1994). It is essential to consider the interac-
tion of individual and family development. A chronic disorder will influ-
ence the development of the affected person and various family members in
distinct ways, depending on a number of factors including age of onset of
the illness, the core commitments in the affected person and each family
member’s life at that time, and the stage of the family life cycle. Life-cycle
models can facilitate thinking proactively about the timing and nature of
strains on the family unit and each member over the course of a major
health problem.

Life cycle and life structure are central concepts for both family and indi-
vidual development. Life cycle means there is a basic sequence and
unfolding of the life course within which individual, family, or illness
uniqueness occurs. Life structure refers to the core elements (e.g., work,
childrearing, caregiving) of an individual’s or family’s life at any phase of
the life cycle.

Illness, individual, and family development have in common the
notion of phases, each with its own developmental tasks. Carter and
McGoldrick (1998) have divided the family life cycle into six phases
where marker events (e.g., marriage, birth of first child, adolescence,
children leaving home) herald the transition from one phase to the
next. Also, the family life cycle can be viewed as oscillating between
phases where family developmental tasks require intense bonding or
relatively higher cohesion, as in early childrearing, versus phases such
as families with adolescents, during which the external family bound-
ary is loosened, often emphasizing personal identity and autonomy
(Combrinck-Graham, 1985). Levinson (1986), in his description of indi-
vidual adult development describes how individuals’ and families’ life
structures can move between periods of life structure transition and
building and stability. Transition periods are sometimes the most vul-
nerable because previous individual, family, and illness life structures
are reappraised in light of new developmental tasks that may require
major discontinuous change rather than minor alterations. The pri-
mary goal of a life structure building and maintaining period is to
form a life structure and to enrich life within it based on the key
choices an individual or family made during the preceding transition
period.

These unifying concepts provide a base to think about the fit among
illness, individual, and family development. Each phase in these three
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kinds of development pose tasks and challenges that move through
periods of being more or less in sync with each other. The model
distinguishes (a) the phases of the family life cycle, particularly the kind
and degree of cohesion required; (b) the alternation of transition and life
structure building and maintaining periods in the family and individual
life cycles; and (c) periods of higher and lower psychosocial demands
requiring relatively greater and lesser degrees of family cohesion over
the course of a chronic condition.

Generally, illness and disability tend to push individual and family
developmental processes toward transition and increased cohesion.
Analogous to the addition of a new family member, illness onset sets in
motion an inside-the-family-focused process of socialization to illness.
Symptoms, loss of function, the demands of shifting or acquiring new
illness related roles, and the fear of loss through death all require a family
to focus inward.

The need for family cohesion varies enormously with different illness
types and phases. The tendency for a disease to pull a family inward
increases with the level of disability or risk of progression and death.
Progressive diseases over time inherently require a greater cohesion than
constant course illnesses. The ongoing addition of new demands as an ill-
ness progresses keeps a family’s energy focused inward, often impeding
or halting the natural life-cycle evolution of other members. After an ini-
tial period of adaptation, a constant-course disease (without severe dis-
ability) permits a family to get back on track developmentally. Relapsing
illnesses alternate between periods of drawing a family inward and peri-
ods of release from the immediate demands of disease. But the on-call
nature of many such illnesses keeps part of the family focus inward
despite asymptomatic periods, hindering the natural flow between
phases of the family life cycle.

In clinical assessment, a basic question is: What is the fit between the
psychosocial demands of a condition, family and individual life
structures, and developmental tasks at a particular point in the life cycle?
Also, how will this fit change as the course of the illness unfolds in
relation to the family life cycle and the development of each member?

From a systems viewpoint, at the time of diagnosis it is important to
know the phase of the family life cycle and the stage of individual
development of all family members, not just the ill member. Chronic
disease in one family member can profoundly affect developmental goals
of another member. For instance, an infant’s disability can be a serious
roadblock to the parents’ preconceived ideas about competent
childrearing, or a life-threatening illness in a young married adult can
interfere with the well spouse’s readiness to become a parent. Also, family
members frequently do not adapt equally to chronic illness. Each mem-
ber’s ability to adapt, and the rate at which he or she does so, is related to

RT7545_C05.fm  Page 102  Thursday, May 13, 2004  5:31 PM



Families and Chronic Illness: An Integrative Model 103

his or her own developmental stage and role in the family (Ireys & Burr,
1984). When family members are in tune with each other’s developmental
processes while promoting flexibility and alternative means to satisfy
developmental needs, successful long-term adaptation is maximized.

By adopting a longitudinal developmental perspective, a clinician will
stay attuned to future developmental transitions. Imagine a family in
which the father, a carpenter and primary financial provider, has a heart
attack. Dad’s rehabilitation is uneventful, includes appropriate life style
modifications, and a return to work. The oldest son, aged 15, seems
relatively unaffected. Two years later, his father experiences a second
heart attack, leaving him disabled. His son, now 17, has dreams of going
away to college. The specter of financial hardship and the perceived need
for a man in the family creates a serious dilemma of choice for the son and
the family, which surfaces with precipitously declining academic
performance and alcohol abuse. In this case, there is a fundamental clash
between developmental issues of separation and individuation and the
ongoing demands of a progressive, life-threatening type of heart disease
on the family. Further, there is a resurgence of fears of loss fueled not only
by the recurrence, but also its timing with a major life-cycle transition for
the oldest son. The son may fear that if he were to move away, he might
never see his father alive again. This case demonstrates the potential clash
between simultaneous transition periods: the illness transition to a more
disabling, progressive, and life-threatening course; the adolescent son’s
transition to early adulthood; and the family’s transition from living with
teenagers to the launching young adults stage. At the time of initial diag-
nosis, inquiry about anticipated major transitions over the next 3 to 5
years and discussing them in relation to the specific kind of heart disease
and its related uncertainties would help avert a future crisis.

The timing of chronic illness in the life cycle can be normative (e.g.,
expectable in relation to chronological and social time) or non-normative
(e.g., “off-time”). Coping with chronic illness and death are considered
normally anticipated tasks in late adulthood, whereas their occurrence
earlier is out of phase and developmentally more disruptive (Neugarten,
1976). For instance, chronic diseases that occur in the childrearing period
can be challenging because of their potential impact on family financial
and childrearing responsibilities. The actual impact will depend on the
type of illness and pre-illness family roles. Families governed by flexible
gender-influenced rules about who is the financial provider and care-
giver of children will tend to adjust better.

For instance, when a parent develops cancer during the childrearing
phases of the life cycle, a family’s ability to stay on course is severely
taxed. For more serious and debilitating forms of cancer, the impact of
the illness is like the addition of a new infant member, one with special
needs that will compete with those of the real children for potentially
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scarce family resources that are diminished by parental loss. Moreover,
in two-parent families, the well parent must juggle childrearing demands
with caregiving to the spouse (Rolland, 1994b).

With chronic disorders, an overarching family goal is to deal with
the developmental demands of the illness without family members
sacrificing their own or the family’s development as a system over time.
It is important to determine whose life plans were cancelled, post-
poned, or altered, and when plans put on hold and future developmen-
tal issues will be addressed. In this way, clinicians can anticipate life-
cycle nodal points related to autonomy within versus subjugation to the
condition. Family members can be helped to strike a healthier balance
with life plans that resolve feelings of guilt, over-responsibility, and
hopelessness and find family and external resources to enhance free-
dom, both to pursue personal goals and provide needed care for the ill
member.

HEALTH BELIEFS

At the time of a medical diagnosis, a primary developmental challenge
for a family is to create a meaning for the illness experience that
promotes a sense of competency and mastery (Kleinman, 1988; Rolland,
1987a, 1994a, 1997, 1998; Wright, Watson, & Bell, 1996; Wynne, Shields, &
Sirkin, 1992).

Since serious illness is often experienced as a betrayal of our
fundamental trust in our bodies and belief in our invulnerability
(Kleinman, 1988), creating an empowering narrative can be a formidable
task. Health beliefs help us grapple with the existential dilemmas of our
fear of death, our tendency to want to sustain our denial of death, and our
attempts to reassert control when suffering and loss occur. Beliefs serve as
a cognitive map guiding decisions and action; they provide a way to
approach new and ambiguous situations for coherence in family life,
facilitating continuity between past, present, and future (Antonovsky &
Sourani, 1988; Reiss, 1981). Our inquiry into, and curiosity about, family
beliefs is perhaps the most powerful foundation stone of collaboration
between families and health professionals (Wright et al., 1996).

In the initial crisis phase, it is useful for clinicians to inquire about key
family beliefs that shape the family’s narrative and coping strategies.
This includes tracking beliefs about: (a) normality; (b) mind–body
relationship, control, and mastery; (c) meanings attached by a family,
ethnic group, religion, or the wider culture to symptoms (e.g., chronic
pain) (McGoldrick, Giordano & Pearce, 1996; Griffith & Griffith, 1994),
types of illnesses (e.g., life-threatening), or specific diseases (e.g.,
leukemia); (d) assumptions about what caused an illness and what will

RT7545_C05.fm  Page 104  Thursday, May 13, 2004  5:31 PM



Families and Chronic Illness: An Integrative Model 105

influence its course and outcome; (e) multigenerational factors that have
shaped a family’s health beliefs and response to illness (Seaburn, Lorenz,
& Kaplan, 1992); and (f) anticipated nodal points in illness, individual,
and family development when health beliefs will be strained or need to
shift. A clinician should also assess the fit of health beliefs within the
family and its various subsystems, as well as between the family, health
care system, and wider culture (Rolland, 1998).

Beliefs About Normality

Family beliefs about what is normal or abnormal, as well as the impor-
tance members place on conformity and excellence in relation to the aver-
age family, have far-reaching implications for adaptation to chronic
disorders. Family values that allow having a problem without self-deni-
gration have a distinct advantage, enabling one to seek outside help and
yet maintain a positive identity in the face of chronic conditions. Families
who define help-seeking as weak and shameful undercut this kind of
resilience. Essentially, problems are to be expected with chronic disor-
ders, and the use of professionals and outside resources is necessary;
beliefs that pathologize this normative process add insult to injury.

Two excellent questions to elicit these beliefs are, “How do you think
other average families would deal with a similar situation to yours?”
And, “How would a healthy family ideally cope with your situation?”
Families with strong beliefs in high achievement and perfectionism are
prone to apply standards in a situation of illness where the kind of
control they are accustomed to is impossible. Particularly with untimely
conditions that occur early in the life cycle, there are additional pressures
to keep up with normative socially expectable developmental milestones
of age-peers or other young couples. The fact that life-cycle goals may
take longer or need revision requires a flexible belief about what is nor-
mal and healthy. This kind of flexibility helps sustain hope.

The Family’s Sense of Mastery Facing Illness

It is important to determine how a family defines mastery or control in
general and in situations of illness. Mastery is similar to the concept of
health locus of control (Lefcourt, 1982) which can be defined as the belief
about influence over the course and outcome of an illness. It is useful to
distinguish whether a family’s beliefs are based on the premise of
internal control, external control by chance, or external control by
powerful others.
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An internal locus of control orientation means that individuals or fam-
ilies believe they can affect the outcome of a situation. In illness, such
families believe they are directly responsible for their health and have the
power to recover from illness (Wallston & Wallston, 1978). An external
orientation entails a belief that outcomes are not contingent upon the
individual’s or family’s behavior. Families that view illness in terms of
chance believe that when illness occurs it’s a matter of luck and that fate
determines recovery. Those who see health control as in the hands of
powerful others view health professionals, God, or sometimes powerful
family members as exerting control over their bodies and illness course.

A family may adhere to a different set of beliefs about control when
dealing with biological as opposed to typical day-to-day issues.
Therefore, it is important to assess both a family’s basic value system and
beliefs about control for illnesses in general, chronic and life-threatening
illness, and finally the specific disease facing the family. For instance,
regardless of the actual severity or prognosis in a particular case, cancer
may be equated with death or no control because of medical statistics,
cultural myth, or prior family history. On the other hand, families may
have enabling stories about a member or friend who, in spite of cancer
and a shortened life span, lived a full life centered on effectively
prioritizing the quality of relationships and goals. Clinicians can
highlight these positive narratives as a means to help families counteract
cultural beliefs that focus exclusively on control of biology as defining
success.

A family’s beliefs about mastery strongly affect the nature of its
relationship to an illness and to the health care system. Beliefs about
control can affect treatment compliance and a family’s preferences about
participation in their family member’s treatment and healing process.
Families that view disease course and outcome as a matter of chance tend
to establish marginal relationships with health professionals, largely
because their belief system minimizes the importance of their own or the
professional’s impact on a disease process. Also, poor minority families
may receive inadequate care or lack insurance or access, leading to a
fatalistic attitude and lack of engagement with health care providers who
may not be trusted to help. Just as any psychotherapeutic relationship
depends on a shared belief system about what is therapeutic, a workable
accommodation among the patient, family, and health care team in terms
of these fundamental values is essential. Families that feel misunderstood
by health professionals are often reacting to a lack of joining at this basic
value level. Too often, their healthy need to participate was ignored or
preempted by a professional needing unilateral control.

The goodness of fit between family beliefs about mastery can vary
dependent on the time phase of the condition. For some disorders, the
crisis phase involves protracted care outside the family’s direct control.
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This may be stressful for a family that prefers to tackle its own problems
without outside control and interference. The patient’s return home may
increase the workload but allow members to reassert more fully their
competence and leadership. In contrast, a family guided more by a
preference for external control by experts can expect greater difficulty
when their family member returns home. Recognition of such normative
differences in belief about control can guide an effective psychosocial
treatment plan tailored to each family’s needs and affirming rather than
disrespecting their core values.

In the terminal phase, a family may feel least in control of the
biological course of the disease and the decision-making regarding the
overall care of the dying member. Families with a strong belief about
being involved in a family member’s health care may need to assert
themselves more vigorously with health providers. Effective decision
making regarding the extent of heroic medical efforts or whether a
patient will die at home, an institution, or hospice requires a family and
provider relationship that respects the family’s basic beliefs.

With illness and disability, we must be cautious about judging the
relative usefulness of positive illusions (Taylor, 1989) or minimization
versus direct confrontation with, and acceptance of, painful realities.
Often both are needed. The healthy use of minimization or selective focus
on the positive, timely uses of humor should be distinguished from the
concept of denial, regarded as pathological. The skilled clinician must
thread the needle supporting both the usefulness of exaggerated hope
and the need for treatment to control the illness or a new complication.
There is greater incentive for a family to confront denial of an illness or
its severity both when there is hope that preventive action or medical
treatment can affect the outcome and when an illness is entering a termi-
nal phase. Yet, coping with an arduous, uncertain course may require
families to acknowledge the condition itself even as they minimize
treatment risks or the likelihood of a poor outcome.

Family Beliefs About the Cause of an Illness

When a significant health problem arises, all of us wonder, “Why me
(or us)?” and “Why now?” We invariably construct an explanation or
story that helps organize our experience. With limits of current medical
knowledge, tremendous uncertainties persist about the relative
importance of a myriad of factors, leaving individuals and families to
make idiosyncratic attributions about what caused an illness. A family’s
beliefs about the cause of an illness need to be assessed separately from
its beliefs about what can affect the outcome. It is important to ask each
family member for his or her explanation. Responses will generally
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reflect a combination of medical information and family mythology.
Beliefs might include punishment for prior misdeeds (e.g., an affair),
blame of a particular family member (“Your drinking made me sick!”), a
sense of injustice (“Why am I being punished?”), genetics (e.g., cancer
runs on one side of the family), negligence by the patient (e.g., smoking)
or by parents (e.g., sudden infant death syndrome), or simply bad luck.

Optimal family narratives respect the limits of scientific knowledge,
affirm basic competency, and promote the flexible use of multiple
biological and psychosocial healing strategies. In contrast, causal
attributions that invoke blame, shame, or guilt are particularly important
to uncover. Such beliefs make it extremely difficult for a family to cope
and adapt in a functional way. With a life-threatening cancer, a blamed
family member is implicitly, if not explicitly, held accountable if the
patient dies. Frequently decisions about treatment then become con-
founded and filled with tension. A mother who feels blamed by her hus-
band for their son’s leukemia may be less able to stop a low-probability
experimental treatment than the angry, blaming husband. A husband
who believes his drinking caused his wife’s coronary and subsequent
death may increase self-destructive drinking in his profound guilt.

Belief System Adaptability

Because illnesses vary enormously in their responsiveness to
psychosocial factors, both families and providers need to make
distinctions between beliefs about their overall participation in a long-
term disease process, their beliefs about their ability to control the
biological unfolding of an illness, and the flexibility with which they can
apply these beliefs. Families’ experience of competence or mastery often
depends on their grasp of these distinctions. Optimal family and
provider narratives respect the limits of scientific knowledge, affirm
basic competency, and promote the flexible use of multiple biological
and psychosocial healing strategies.

A family’s belief in their participation in the total illness process can be
thought of as independent from whether a disease is stable, improving,
or in a terminal phase. Sometimes, mastery and the attempt to control
biological process coincide, as when a family tailors its behavior to help
maintain the health of a member with cancer in remission. This might
include changes in family roles, communication, diet, exercise, and
balance between work and recreation. Optimally, when an ill family
member loses remission as the family enters the terminal phase of the
illness, participation as an expression of mastery is transformed to a
successful process of letting go that eases suffering and allows palliative
care to be provided.
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Families with flexible belief systems are more likely to experience
death with a sense of equanimity rather than profound failure. The death
of a patient whose long, debilitating illness has heavily burdened others
can bring relief as well as sadness to family members. Since relief over
death goes against societal conventions, it can trigger massive guilt
reactions that may be expressed through such symptoms as depression
and family conflict. Clinicians need to help family members accept
ambivalent feeling they may have about the death as natural.

Thus, flexibility both within the family and the health professional sys-
tem is a key variable in optimal family functioning. Rather than linking
mastery in a rigid way with biological outcome (survival or recovery) as
the sole determinant of success, families can define control in a more
holistic sense with involvement and participation in the overall process
as the main criteria defining success. This is analogous to the distinction
between curing the disease and healing the system. Healing the system
may influence the course and outcome, but a positive disease outcome is
not necessary for a family to feel successful. This flexible view of mastery
permits the quality of relations within the family or between the family
and health professional to become more central to criteria of success. The
health provider’s competence becomes valued from both a technical and
caregiving perspective not solely linked to the biological course (Reiss &
Kaplan De-Nour 1989).

Ethnic, Religious, and Cultural Beliefs

Ethnicity, race, and religion strongly influence family beliefs
concerning health and illness (McGoldrick et al., 1996; Walsh, 1999;
Zborowski, 1969). Significant ethnic differences regarding health beliefs
typically emerge at the time of a major health crisis. Health professionals
need to be mindful of the belief systems of various ethnic, racial, and reli-
gious groups in their community, particularly as these translate into dif-
ferent behavioral patterns. Cultural norms vary in such areas as the
definition of the appropriate sick role for the patient; the kind and degree
of open communication about the disease; who should be included in the
illness caregiving system (e.g., extended family, friends, professionals);
who is the primary caretaker (almost always wife, mother, or daughter/
daughter-in-law); and the kind of rituals viewed as normative at different
stages of an illness (e.g., hospital bedside vigils and healing and funeral
rituals) (Imber-Black, Roberts, & Whiting, 2003; Imber-Black, 2004). This
is especially true for minority groups (e.g., African-American, Asian, His-
panic, etc.) that experience discrimination or marginalization from pre-
vailing white Anglo culture. Illness provides an opportunity to
encourage gender role flexibility and shift from defining one female
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member as the caregiver to a collaborative caregiving team that includes
male and female siblings and adult children.

Clinicians need to be mindful of these cultural differences between
themselves, the patient, and the family as a necessary step to forging a
workable alliance that can endure a long-term illness (Seaburn, Gunn,
Mauksh, Gawinski, & Lorenz, 1996). Disregarding these issues can lead
families to wall themselves off from health providers and available
community resources—a major cause of noncompliance and treatment
failure. For example, traditional Navajo culture holds that thought and
language have the power to shape reality and control events (Carrese &
Rhodes, 1995). In other words, language can determine reality. From
the Navajo world view, discussing the potential complications of a seri-
ous illness with a newly diagnosed Navajo patient is harmful and
increases the likelihood that such complications will occur. This belief
system clashes dramatically with those of health professions (backed by
powerful legal imperatives) that mandate sharing possible complica-
tions or promoting advance directives. Carrese and Rhodes in their
study give one example of a Navajo daughter describing how the risks
of bypass surgery were explained to her father: “The surgeon told him
that he may not wake up, that this is the risk of every surgery. For the
surgeon, it was very routine, but the way that my Dad received it, it
was almost like a death sentence, and he never consented to the
surgery.”

Sometimes, professionals may need the flexibility to suspend their
need to prevail, especially in relation to family and cultural beliefs that
proscribe certain standard forms of medical care (e.g., blood products
for Jehovah’s Witnesses). This requires an acceptance that the patient,
not the physician, retains final responsibility for decisions about his or
her body.

Fit Among Clinicians, Health Systems, and Families

It is a common but unfortunate error to regard the family as a
monolithic unit that feels,  thinks, believes, and behaves as an
undifferentiated whole. Clinicians should inquire both about the level of
agreement and tolerance for differences among family members
regarding their beliefs and between the family and health care system. Is
the family rule that members must agree on either all or some values? Or
are diversity and different viewpoints acceptable? How much do they
feel the need to stay in sync with prevailing cultural or societal beliefs, or
family tradition?

Family beliefs that balance the need for consensus with diversity
and innovation are optimal and maximize permissible options. If
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consensus is the rule, then individual differentiation implies disloy-
alty and deviance. If the guiding principle is “We can hold different
viewpoints,” then diversity is allowed and the family is more open to
novel and creative forms of problem solving that may be needed in a
situation of protracted adversity. Families also need open communica-
tion and effective conflict resolution when members differ on major
health care and treatment decisions.

To assess the fit between the family and health care team, the same
questions concerning beliefs asked of families are relevant to the medical
team:

1. What are their attitudes about their own and the family’s ability to
influence the course and outcome of the disease?

2. How does the health team see the balance between theirs versus the
family’s participation in the treatment process?

3. If basic differences in beliefs about control exist, how can these dif-
ferences be reconciled?

Because of the tendency of most health facilities to disempower
individuals and thereby foster dependence, utmost sensitivity to family
values is needed to create a therapeutic system. Many breakdowns in
relationships between noncompliant or marginal patients and their
providers can be traced to natural disagreements at this basic level that
were not addressed.

Normative differences among family members’ health beliefs may
emerge into destructive conflicts during a health crisis, as in the
following case:

When Stavros H., a first-generation Greek-American, became ill
with heart disease, his mother kept a 24-hour bedside vigil in his hos-
pital room so she could tend to her son at any hour. His wife, Dana,
from a Scandinavian family, greatly resented the “intrusive” behavior
of her mother-in-law, who in turn criticized Dana’s emotional cold-
ness and relative lack of concern. Stavros felt caught between his war-
ring mother and wife and complained of increased symptoms.

In such situations, clinicians need to sort out normative cultural
differences from pathological enmeshment. In this case, all concerned
behaved according to their own cultural norms. In Greek culture, it is
normal to maintain close ties to one’s family of origin after marriage, and
it is expected that a mother would tend to her son in a health crisis. A son
would be disloyal not to allow his mother that role. This sharply differs
with Northern European traditions of the wife. Each side pathologizes
the other, creating a conflictual triangle with the patient caught in the
middle. The clinician who affirms normative multicultural differences
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promotes a transformation of process from blaming or pathologizing to
one of accommodating different equally legitimate cultures.

It is common for differences in beliefs or attitude to erupt at any major
life-cycle or illness transition. For instance, in situations of severe
disability or terminal illness, one member may want the patient to return
home, whereas another prefers long-term hospitalization or transfer to an
extended care facility. Since the chief task of patient caretaking is usually
assigned to the wife or mother, she is the one most apt to bear the chief
burdens in this regard. Sometimes a family is able to anticipate the colli-
sion of gender-based beliefs about caregiving with the potential over-
whelming demands of home-based care for a dying family member. If it
can flexibly modify its rules, this family would avert the risk of family
caretaker overload, resentment, and deteriorating family relationships.

The murky boundary between the chronic and terminal phase
highlights the potential for professionals’ beliefs to collide with those of
the family. Physicians can feel bound to a technological imperative that
requires them to exhaust all possibilities at their disposal regardless of
the odds of success. Families may not know how to interpret continued
lifesaving efforts, assuming real hope where virtually none exists. Health
care professionals and institutions can collude in a pervasive societal
wish to deny death as a natural process truly beyond technological
control (Becker, 1973). Endless treatment can represent the medical
team’s inability to separate a general value placed on controlling diseases
from their beliefs about participation (separate from cure) in a patient’s
total care.

CONCLUSION

Facing the risks and burdens of chronic illness or disability, the health-
iest families are able to harness that experience to improve the quality of
life. Families can achieve a healthy balance between accepting limits and
promoting autonomy. For conditions with long-range risks, families can
maintain mastery in the face of uncertainty by enhancing their capacities
to acknowledge the possibility of loss, sustain hope, and build flexibility
into family life-cycle planning that conserves and adjusts major goals and
helps circumvent the forces of uncertainty.

A serious illness, such as cancer, and a brush with death provides an
opportunity to confront catastrophic fears about loss. This can lead to
family members developing a better appreciation and perspective on life
that results in clearer priorities and closer relationships. Seizing
opportunities can replace procrastination for the right moment or passive
waiting for the dreaded moment. Serious health conditions, by
emphasizing life’s fragility and preciousness, provide families with an
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opportunity to heal unresolved issues and develop more immediate,
caring relationships. For diseases in a more advanced stage, clinicians
should help families emphasize quality of life by defining goals that are
attainable more immediately and that enrich their everyday lives.

As the genetic revolution unfolds, families and clinicians are facing
unprecedented complex clinical and ethical challenges (Miller, McDaniel,
Rolland, & Feetham, in press). Families will increasingly be able to
choose genetically informed knowledge of their future health risks or
fate. Some key questions include: Which individuals and families will
benefit by genetic risk screening and knowledge of their health risks or
fate? How can we best help family members reach decisions about
whether to pursue predictive testing? Who are the relevant family
members to include in these decisions? Spouses or partners? Extended
family? Our societal fixation on “the perfect, healthy body” could meld
seamlessly with technology and eugenics, forcing families living with
disability, illness, or genetic risk to further hide their suffering in order to
demonstrate the value of their lives and avoid increased stigmatization
(Rolland, 1997; 1999).

Also, clinicians need to consider their own experiences and feelings
about illness and loss (McDaniel, Doherty, & Hepworth, 1997).
Awareness and ease with our own multigenerational and family history
with illness and loss, our health beliefs, and our current life-cycle passage
will enhance our ability to work effectively with families facing serious
illness.

Living well with the strains and uncertainties of illness can be a
monumental challenge. The family systems–illness model offers a way to
address this challenge and make the inevitable strains more manageable.
Attending to the psychosocial demands of different kinds of conditions
over time within a multigenerational life cycle and belief system context
can provide a strength-based framework—a common language that facil-
itates collaborative, creative problem solving, and quality of life for fami-
lies facing illness, disability, and loss.
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6

The Transmission of Trauma 
Across Generations: 
Identification With Parental 
Trauma in Children of 
Holocaust Survivors

DANI ROWLAND- KLEIN

“The parents, the actual victims in these cases, are not conspicuously
broken people. … Yet their children, all of whom were born after the
Holocaust, display severe psychiatric symptomatology. It would almost be
easier to believe that they, rather than their parents, had suffered the
corrupting, searing hell.” (Epstein,1979)

This statement appeared in the earliest published writing on children
of Holocaust survivors in 1966 by Vivian Rakoff. He describes three case
studies of adolescents and notes that they share striking features that are
different from his other adolescent patients. Since then, there have been a
number of papers written on the sequelae of Nazi persecution on the
offspring of survivors, the “second generation.”

Classical psychoanalytic theory has provided the dominant context for
research into the transmission of trauma with largely clinical–descriptive
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studies and case histories. There has been a tendency to pathologize
and overgeneralize from clinical samples, with conceptualization of
the second generation as a “homogenous group of vulnerable
individuals” (Solkoff, 1992, p. 343). Although investigators continue to
describe a constellation of common features of pathology, there is
increasing recognition and acknowledgment of common strengths
among the second generation. This chapter explores the intergenera-
tional transmission of trauma through a qualitative research study
with a nonclinical sample of postwar children of Holocaust survivors.
An object relations framework (which emphasizes the interactional
relationship between parent and child) is used to explain and
understand the process of transmission. Transmission to the second
generation is defined as the presence of (a) generalized anxiety, fear,
and wariness of  others,  and (b)  a sense of  having personally
experienced concentration camp incarceration associated with (c) vivid
Holocaust-related imagery, as well as (d) reverse parenting and
enmeshment. Considering the evidence of these phenomena, I propose
a mechanism through which unconscious transmission may have
occurred. Conscious transmission of Holocaust knowledge in this
Jewish sample is also acknowledged.

To understand the impact of the Holocaust on the second generation,
it is necessary to consider the massive psychic trauma parents suffered as
a result of surviving Hitler’s “Final Solution.” Torture, as practiced in the
Nazi camps, was not carried out for purposes of extracting information.
Rather, physical pain and psychological degradation were inflicted as
acts of gratuitous punishment. Although there were differences in the
intensity and duration of cruelties (depending on type of camp and time
during the war), the goal of captivity was clear and consistent: to break
the psychological, physical, and spiritual resistance of Jewish inmates
and to stigmatize and depersonalize them in such a grotesque manner as
to facilitate their extermination (Solkoff, 1992a).

Given the horror of their experiences, it is not surprising that survivors
carry physical and emotional scars long after their liberation. The
literature often refers to the survivor’s syndrome to capture the
psychological consequences (Chodoff, 1963; Niederland, 1968). Symptoms
include cognitive and memory disturbances, depression and survivor
guilt, chronic anxiety related to fear of renewed persecution, and phobic
fears. There are frequently sleep disturbances (insomnia, nightmares, and
anxiety dreams related to persecution) and psychosomatic manifestations
(Kaminer & Lavie, 1994). There is evidence of loss of childhood memories
and unique changes in perception of personal identity and object rela-
tions. Furthermore, this impact is said to frequently lead to personality
changes affecting interpersonal relations, including parenthood
(Steinberg, 1989).
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Early writers had difficulty explaining the heterogeneity of the
survivors’ clinical presentation. However, more recent views emphasize
the influence of other variables such as post-Holocaust experiences,
immigration, extent of familial and financial losses, and developmental
phase during the Holocaust. Certainly preexisting strengths which may
have facilitated their survival play a role in their post-Holocaust recovery
(Steinberg, 1989).

THE SECOND GENERATION

“The children of survivors show symptoms which would be expected if
they had actually lived through the Holocaust. … The children come to feel
that the Holocaust is the single most critical event that has affected their
lives although it occurred before they were born.” (Bergmann & Jucovy,
1990, p. 331)

By the mid-1970s, it was widely accepted that characteristics of
Holocaust survivors were likely to appear in their children even though
the children had never been inside a concentration camp (Epstein, 1979).
Chronic deprivation or distortions in the psychological environment may
have impaired survivors’ capacity for human relations, thus hampering
their ability to form healthy parent–child relationships, leading to
maladaptive behavior in the second generation (Berger, 1988).

Initial research focused on the psychopathological aspect of this
population with agreement on many of the clinical features of the
survivor’s child (Steinberg, 1989). Survivors’ children have presented
with symptoms resembling those of their parents, including depression,
anxiety, phobias, guilt, and separation problems (Steinberg, 1989; Hass,
1990) and similar dream imagery and environmental misperception
(Steinberg, 1989). Separation problems are among the most prevalent fea-
tures described. Characteristics of the survivor parent–child relationship
may contribute to these symptoms as children are typically overprotected
by their parents and encouraged to view the world as a dangerous place,
with the family as the only shield from danger. They are also perceived as
possible replacements for the family’s lost relatives and past world
(Steinberg, 1989; Hass, 1990). Finally, children’s depressive symptoms
have been attributed to anger turned inward since expression of aggres-
sion is generally not tolerated at home (Steinberg, 1989).

The frequency with which children experienced symptoms and the
pain of their parents without knowledge of the trauma that gave rise to
them led researchers to explore not only the mechanism and effect of
transmission but also the difference between unconscious and conscious
communication (Lang, 1994). Communication between the generations
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varies from almost complete silence to rather open sharing with children
of their harrowing experiences. Shoshan (1989) reports that in families
marked by both silence and cases of incessant talk, children of survivors
demonstrate repression and uncertainty as to what their parents had
actually gone through. Okner and Flaherty (1988) suggest that excessive
parental communication results in more guilt but less depression, demor-
alization, and anxiety. However, Trossman (cited in Bergmann & Jucovy,
1990) explains the depression of the children as a reaction to their
parents’ communications about their victimization.

Krell (1979) asserts that the Holocaust experience is inevitably
transmitted to the child, and if experiences are not discussed openly, they
are inevitably expressed as “veiled references” or “mysterious outbursts
of grief.” The parents’ lack of communication may contribute to
children’s increased depression and other difficulties, and this could pro-
voke fantasies about what the parents experienced, which may be even
more frightening and pathogenic (Bergmann & Jucovy, 1990). Miller
(1995) suggests that children unconsciously reenact their parents’ fate,
and the reenactments are even more intense when the children lack
precise knowledge. From various bits of information gleaned, they create
fantasies based on their own reality.

Survivor parents may also transmit emotional messages concerning the
history and fate of relatives. According to Wardi (1992), children attempt
to fill this emotional void and construct the continuation of the family his-
tory, creating a hidden connection with the relatives who perished in the
Holocaust and providing the parents a way of discharging unresolved
unconscious conflicts. Wardi also suggests that survivors may transmit
the unconscious message to their children to “experience the Holocaust
and solve it for us” (p. 46). Thus, by repeated simulations and fantasy
reconstructions of their parents’ experiences, the children try to under-
stand the Holocaust and release the parents from their tortured past
(Prince, 1985).

Klein and Kogan (cited in Shoshan, 1989) point out that survivor
parents and their children share dreams and fantasies, thereby creating
an illusion that parents and post-Holocaust children were together
before the children’s birth. Children have a need to discover, reenact, or
live their parents’ past (Bergmann & Jucovy, 1990; Prince, 1985). Many
psychoanalytic authors (Steinberg, 1989; Bergmann, 1990a, 1990b) report
that members of the second generation tend to project their Holocaust-
related fantasies onto the current environment, just like their parents do.
This leads to enactments in the lives of survivors’ children that resemble
their parents’ experiences. This process is epitomized in the words of
Barocas and Barocas (quoted in Bergmann & Jucovy, 1990) who noted
that children of survivors seem to “share an anguished collective
memory of the Holocaust in both their dreams and fantasies reflective of
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recurrent references to their parents’ traumatic experiences. These
children wake up at night with terrifying nightmares of the Nazi
persecution, with dreams of barbed wire, gas chambers, firing squads,
torture,  mutilation,  escaping from enemy forces and fears of
extermination” (p. 331).

Herzog (1990) and Kestenberg (1989) describe survivors’ children as liv-
ing a simultaneous double existence—in their current world and in the
parental Holocaust world. Kestenberg termed this transposition into the
past an organization of the self in relation to time and space. It is a
mechanism used by a person living in the present and in the past, and it is
based on identification with one or both parents who are working through
past traumatic experiences in today’s reality. Transposition transcends
identification as it serves to perpetuate the influence of major historical
events through generations (Kestenberg, 1989). Children of survivors who
descend into the time tunnel of their parents’ past may play different
roles—of the parent, various relatives, or the persecutors—but they have to
struggle to integrate this fantasized past with the present and with fanta-
sies arising from present day conflicts and their own past (Kestenberg,
1989, 1993).

Transposition may be found more frequently when a child was named
for one who had perished at the hands of the Nazis. While the act of nam-
ing a newborn after a dead relative is a common Jewish custom, additional
responsibility is placed on those children whose parents consider them to
be “memorial candles” (Wardi, 1992; Jucovy, 1992). These children are per-
ceived as symbols of everything the parents had lost in the course of their
lives. They feel they have a mission to live in the past and to change it so
that their parents’ humiliation, disgrace, and guilt can be converted into
victory over the oppressors, and the threat of genocide can be undone with
a restitution of life and worth. The young people who are burdened in this
way often feel destined to live two lives and fulfill goals fueled by the idea
of who they and their lost sibling should or could have been in order to
somehow heal their parents’ pain. In this way, their own expectations may
exceed the rigorous ones imposed by their parents.

A QUALITATIVE STUDY OF THE SECOND GENERATION

After reviewing studies on the children of survivors, Solkoff (1992)
provides a critical evaluation of the methodologies, unwarranted
interpretations, and generalizations of these studies. Most failed his
criteria for good research. It may be unrealistic to expect a definitive
understanding of intergenerational transmission in view of the
interwoven strands of other variables beyond those which are Holocaust-
related. The goal of the study underlying this chapter was more modest.
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Its aim was to explore the phenomenology of the transmission of Holo-
caust-related trauma from survivors to their offspring and to elucidate
the process of transmission by applying object relations theory.

This study was a qualitative analysis of six women’s accounts using a
method grounded in textual analysis of semistructured interviews. The
six female subjects, aged between 32 and 49 years, were recruited from
the Jewish community in Sydney, Australia, through a snowballing
technique. The sample was not clinically derived, although two women
had been in therapy.  All  were  married and combined family
responsibilities with a career. They were born after World War II and had
at least one parent who had experienced the Nazi concentration camps.
The study focused on women in order to isolate the dynamics, as
previous research indicates gender differences in second-generation
responses (Solkoff, 1992).

The method used was modified analytical induction (Gilgun, 1995)
derived from the widely used Grounded Theory of Glaser and Strauss
(Glaser & Strauss, 1967; Strauss & Corbin, 1990). Subjects were
interviewed using an open-ended set of focus questions adapted from
those used by Hass (1990). These questions were designed to explore the
subjects’ identity, with special attention to the potential influence of their
parents’ Holocaust experience and any conscious or unconscious themes.
A sample of the questions used:

1. How do you believe your parents’ experiences during the
Holocaust affected the way they raised you as a child?

2. Has the Holocaust affected your outlook on life?
3. Do you ever have any daytime fantasies which relate to the

Holocaust?

These allowed for in-depth exploration of the subjective experience of
living as a child of Holocaust survivors. Interviews were conducted
either in the subject’s home or that of the researcher, according to the
subject’s preference. Interviews varied in length from 1 to 3 hr, and were
audiotaped and transcribed verbatim. The analysis was conducted by
breaking the individual interview texts into meaning units which were
grouped together into themes and ultimately consolidated into four
superordinate themes (Gilgun, 1995; Glaser & Strauss, 1967). The
following superordinate themes were derived from the text: (a) height-
ened awareness of parents’ survivor status, (b) parenting style, (c) overi-
dentification with parents’ experiences, and (d) transmission of fear and
mistrust.
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Heightened Awareness of Parents’ Survivor Status

When asked what they knew of their parents’ Holocaust experiences,
subjects’ responses ranged from having had parents who openly
communicated their experiences to those whose parents completely
avoided the subject. However, all subjects reported that they were aware
of being the child of a survivor from a very early age: 

“Ever since I can remember I’ve known that she is a Holocaust survivor. …
It just goes back to my earliest memories.”

“It was a fact. … I think we always sort of knew.”

In some cases the topic was considered taboo, and it was sensed that to
ask questions would cause parents pain:

“I don’t think I ever thought much about asking them questions. Maybe it
was clear that this was an area not to be delved into.”

Where there was communication, description was fragmentary and
evolved slowly over time. Children were protected from being exposed
to such pain, and details were reserved for their adulthood:

“I have snippets of information only … ’cause they always protected us and
said … you don’t need to know this and you don’t need to know that.”
“The underlying theme [was] … ‘I will tell you some things but we won’t
tell you the real gruesome stuff.’”

All subjects felt their survivor parents had communicated (directly or
indirectly) an enormous amount of suffering. While some referred to
details of their deprivation, there were still topics that they never spoke
about—such as personal torture or humiliations:

“Say, if I was complaining about something, they’d say ‘Well, what do you
know about … I mean, you try standing in the snow for a week without
your shoes, then you know what cold is!’ … So then you know they spent a
week in the snow without their shoes.”

This theme demonstrates that transmission of the impact of parents’
experience was unavoidable, whether overt or covert. All subjects felt a
sharpened awareness of their parents’  suffering and an acute
consciousness of being the child of a survivor.
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Parenting Style

A common theme was extreme overprotection in parenting style.
Many sports were perceived as too risky and the world was portrayed as
a dangerous place. The sense of being a precious result of their parents’
survival was inherent in their understanding of this protectiveness; thus
there were no temptations to rebel or expressions of resentment at this
aspect of how they had been parented:

“Watching every step I took … just too over-the-top. … ” 

“You can’t be sick. … You don’t just have a cold—you’ve got pneumonia!”

“Like with a trip overseas … when I come back … never any ‘Welcome
home,’ rather it’s [said with a concerned voice] ‘How are you?’ It’s always
my existence … her feeling of fear … the paranoia.”

“They were fearful, protective … overly protective. … To climb a tree,
you’d fall out of it and break an arm. To ride a bike, you’d break a leg. To
swim, you’d drown. … We were raised … to be overly cautious and
careful. Careful with strangers, careful with people, careful with the
physical world as well.” “She always looked so agitated and worried
when we had the sniffles. … I rarely tell her [I’m sick] to this day.”

The two subjects who did not experience overprotection describe quite
the opposite—apathy and even neglect from their parents. They
understood this as partly due to their immigrant status which required
the parents to focus on providing for the family and establishing a new
life. However, there was also a feeling that their parents were still
working at repressing their past and succeeded only through shutting
out emotional expression:

“Dad was basically absent. … He didn’t figure in our lives. … He didn’t
have a parenting function … he was completely preoccupied elsewhere.”

“The emotional gap [was] a wall that no one ever chose or sought to break
through, and I think that’s because Mum and Dad couldn’t bear pain
anymore. Couldn’t bear to confront conflict in the family. … They couldn’t
… didn’t want to know about any problems … to block off anything that
might harm them or upset them … like they’ve had enough pain.”

Other themes were lack of boundaries and difficulty with separation.
Survivors often became totally involved in their child’s life, receiving vicar-
ious satisfaction and enforcing a symbiotic relationship. Individuation was
thwarted as parents may have unconsciously communicated that they
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could not endure another separation. Separations of any kind could elicit
feelings associated with previous separations and loss of family members
in the camps. The child, even in adulthood, still was anxious about reopen-
ing this wound and felt responsible for having to be there as a source of
comfort and joy for their emotionally fragile parents:

“She says … ‘you’re all I’ve got’ … and as a child she was everything to me.
… As I got older … I just wanted her to ease off. … I feel that everything’s
on my shoulders to make things as pleasant as I can for her. … She’s just so
… terribly needy.” “[After I left] home to get married … my mother …
cried for the first year of my marriage!”

“The way I related to my mother was with extreme care, and [in] our
relationship … in a lot of ways, I guess, I became the parent. As I grew
older, I used to often feel my youth was the youth that she’d missed out
on.”

Overidentification With Parents’ Experiences

A powerful theme that permeated many narratives was the expression
of ways in which subjects felt closely connected to the Holocaust
experience; there was a sense that they themselves had experienced the
war. This virtual reexperiencing manifested itself in a multitude of ways,
including vivid reliving of experiences in daytime fantasies. These
phenomena are conceptualized under the superordinate theme of
overidentification with their parents’ experiences.

When asked whether they ever experienced dreams that had
Holocaust content, most subjects reported difficulty in recalling any
dreams at all. However, two subjects recounted nightmares:

“I do have a recurring dream which I think is related to the Holocaust. It’s
… related to … being able to … get yourself out of a situation, where one
way you choose is life and one way you choose is death, so it was saying
the right things. So it’s like at, at an interrogation or selection process, like
… do you tell them that you’ve eaten or not eaten? Which is the right
answer … ?”

“There was a dream … wanting to get on a train to go away, on a flash
beautiful train and I ended up on this dark old rattler being taken off to …
something like Auschwitz.”

Daytime fantasies were more commonly manifested and were
described by five of the subjects. Questioning often unleashed detailed
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descriptions of vivid imagery, emotions, and perceptions associated with
reliving of—and identification with—their parents’ experiences:

“If I get cold in the bathroom I remember stories of them standing in the
snow without shoes on. … I almost try and make myself feel the fear and
the pain. … In my own mind, I think how the hell must they have felt to be
standing there … with the cold feet thing. … I will think I’m my mother …
and I think of all the details. I think who am I standing next to and why am
I standing here and how am I feeling … trying to think what she might
have been thinking.”

“I have imagined myself being cramped up in those beds … and how I
would survive … the cattle cars … having to go to the toilet in front of
people. How would I have coped with that?”

“As a child, I used to think … what would I do? Would I be as strong?
Would I be as brave? I had very strong images of where they were. I can
paint it … to the stones and the blades of grass … the smells … as if I was
there.”

Another theme relating to overidentification is that of transposition
(Kestenberg, 1990) whereby the survivor’s child descends into the past
and enacts the role of the parents, attempting to restore what they have
lost. Thus, the children feel the loss as if they have experienced the
trauma:

“I feel like I’ve been through what my parents have been through. … I
almost feel like it passed from my parents to me.” 

“Every story they’ve told me … I worked through in my mind. … It’s like
almost wanting to be involved … somehow want to feel a bit of what they
went through.”

“Trying to live through their experience … because I feel like it’s been
passed on. … It’s a very strong, deep feeling of loss and pain.”

“She named me after her mother … the loss … I didn’t feel that I was a
replacement … but … I was going to somehow make up for my mother and
what she went through. … To lose a little boy [mother lost a son in camps]
… I sort of felt a loss myself.”

“I feel that it’s one … hers and mine is one story.”

This process may result in the child’s developing a sense of having to
rescue and protect the parent from past and current pain. Thus, a number
of subjects referred to the need to be very good children and overly
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compliant as there was always the thought of not wanting to hurt their
parents any further than the pain they had already suffered:

“There was a lot of pressure on me to make him happy and do well.” 

“The way the interaction works is me still being very tentative around his
vulnerability and thinking that he is going to crack” 

“and I was the perfect child … I did everything right.”

“I think to block off anything that might harm them or upset them, like
they’ve had enough pain.” 

“I didn’t want to upset them. Always … subjugating … my own needs.”

“With Dad, there’s just a big void … I am scared of him … I’m scared of
hurting him … ”

“If I did well at school it was all I lived for, to do well for them. … I think
that comes a lot from wanting to … please them because of all the stuff
they’d been through. … I felt I just wanted to make them happy.”

There were also examples of the transmission of some of the survivors’
remaining wartime behaviors and idiosyncrasies. Subjects reported that
although they mimic these behaviors partly consciously, there is a sense
that they themselves have lived through the experience. These behaviors
generally concerned the need to ensure future security. Messages such as
“Be aware of the enemy,” “Food must not be wasted,” “One should be
financially independent,” and “Education is crucial as knowledge cannot
be removed,” help explain some of the following comments:

“I have to have more than enough … and it’s not for greed … I like the feel-
ing of having it … in case I need it … it’s the security … something terrible
might happen. … ”

“In many ways, I try and shop for bread in a way that I’m not throwing out
a lot.”

Children of survivors tend to be empathic to their parents’ suffering to a
degree that leads to overidentification. Children feel a desire not only to get in
touch with their parents’ past pain but also to heal the wounds, fill voids left
from past loss, and be hypervigilant so that they do not cause further distress.
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Transmission of Fear and Mistrust

A significant theme among all subjects was the transmission of fear
and mistrust. Survivor parents viewed the world (especially the Gentile
world) as potentially hostile. As children, these lessons were learned well
and were translated into wariness and suspicion. Being Jewish was felt as
a potential cause for victimization and danger:

“I’m a fairly suspicious person … kind of a paranoia. … It’s like, don’t
believe what you hear or see. … I mean it’s about trusting people. … I do
think I have an exaggerated, but real, fear of anti-Semitism.”

“My parents always were saying, ‘What’s in your head they can never take
away from you.’… I never knew who ‘they’ were but it was … always this
scary person who might come and take my knowledge from me. … ” 

“With individuals … especially at work … I am very wary … I’m a very
cautious person.”

“We had to strive intellectually because that couldn’t be stolen. … My
brother and I had to be each other’s best friend, because there weren’t
going to be any others. No one else to trust outside of your family. … The
world was not a place to trust.”

The level of observance of Jewish culture varied among the subjects,
and some were from famil ies  that  emphasized ass imilat ion.
Nevertheless, there was a clear message of wariness regarding every
Gentile as a potential anti-Semite. All subjects admitted that despite hav-
ing non-Jewish friends, their close friends were Jewish. In one instance,
with the ongoing fear of renewed persecution, there were doubts about a
non-Jew’s loyalty in the event of another Holocaust:

“You’d have to call it a lack of trust. … My parents … said … sooner or later,
he’ll turn around and call you a ‘bloody Jew.’”

“I’m much more comfortable with Jewish people … I’m not totally at ease
[with others] … I always feel that there is some kind of anti-Semitism in
people … with Jewish people they have gone through what I’ve gone
through.”

“I sometimes look at people that I know who aren’t Jewish and wonder …
would you be protective towards me if something like that [the Holocaust]
happened? Would you hide me?”

Most subjects feared the possibility of another Jewish Holocaust.
Constant exposure to the survivor’s perception of a malevolent non-Jewish
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world is etched into the minds of their offspring, leaving them with similar
fears and insecurities. All Jews are aware of the persecution of Jews
throughout the centuries. However, with children of survivors, it is a part
of history that they live with and feel intensely. Thus, it becomes more than
just words in a history text; it is a very possible reality.

“Why should there not be another attempt? There have been so many
attempts to get rid of the Jews … why should there not be another Nazi
idiot?”

“I feel it could happen again. … There’s so much hate in the world … and
so much of it is directed against the Jews.”

As Hass (1990) suggests, for many Jews, Israel is testimony to the
endurance of their people and is often perceived as the safeguard
averting another Holocaust. I, therefore, explored these subjects’ feelings
about Israel. These responses are conceptualized under the superordinate
theme of fear and mistrust because most of the subjects saw Israel as pro-
viding them with protection against the enemy and a place to go if
another explosion of anti-Semitism were to happen:

“I see it [Israel] as a sign of victory for the Jews … I see it as a haven for
Jews. If there’s ever a problem, there would be Israel to fight for us … I just
feel happy knowing that there’s something there to protect the Jews.”

“It’s a nice feeling to know that I really have a country to go to … if the
whole world turns on me.”

The Odd One Out

Unlike the other subjects, Subject 5 in the study felt that her parents’
survival of the camps had little impact on her. Her parents, who had each
lost their previous spouse and children in the Holocaust, communicated
very little about their experience, and she respected their decision to keep
this part of their lives buried. She did not feel that it was a forbidden area,
but she had no desire to delve into their past. Although she described her
parents as extremely protective, she never felt restrained and describes a
relationship that did not feel intrusive, enmeshed, absent, or preoccupied:

“They tried very hard not to allow their past to influence the future.” 

“I would find it very difficult to say how their lives were affected because I
thought both of my parents were pretty normal in their behaviour, their
behaviour to each other, their behaviour towards me.”
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Any daytime fantasies reflecting Holocaust imagery were attributed to
reading material or movies. There was no expression of feeling
vulnerable as a Jew or fear of renewed persecution. Although most of her
close friends were Jewish, she clearly felt no mistrust or discomfort with
friends who were Gentiles. Given her feelings of safety, there was no
evidence of attachment to Israel or a feeling that it provided a haven in
the event of another Holocaust:

“I would never feel that [mistrust or fear] unless there was evidence to war-
rant that sort of thing. I don’t … think of people in that way.”

Overall, she described very few ways in which the Holocaust
impinged on her life; she even found the term child of survivors
inappropriate as she felt her parents’ experiences were separate from her
identity:

“I feel … that they [her parents] probably did a very good job in terms of
coping themselves with the difficulties that they must have had and then
protecting me from feeling the effect of it.”

However, she did acknowledge that on some level there had been a
form of subtle transmission.

“There was obviously something there, I can’t quite put my finger on it, but
it obviously made me aware that things were different.”

DISCUSSION

Systematic analysis of the texts of open-ended interviews with
children of Holocaust survivors has provided evidence of intergenera-
tional transmission of the trauma of the concentration camps. To what
extent can one assume that this transmission has occurred through
unconscious processes? The second generation has had ample opportu-
nity to learn about Nazi persecution from many conscious sources, but
important aspects of this transmission appear to be more intimate, intra-
psychic, and unconscious. Converging evidence from the interviews and
from the published literature suggests that this is so.

The results of the data analysis of these interviewees are remarkably sim-
ilar to those reported by other analytic writers and which include height-
ened awareness of parents’ suffering despite reluctant and fragmentary
verbal communication, a sense of having experienced the camp trauma
themselves, vivid Holocaust-related nightmares or fantasies, quirky behav-
iors linked specifically to camp experiences, a deep sense of fear and mis-
trust of non-Jews, and enmeshment in parent–child relationships where the
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price of individuation is the risk of inflicting pain on a parent whose losses
have already been unbearable. There is pervasive anxiety despite few objec-
tive dangers in their present lives.

Concepts from psychoanalytic thinking—in particular, the process of
projective identification—are offered here in an attempt to account for
the compelling quality of subjects’ accounts of Holocaust-related imagery
and affect, and the binding nature of parent–child relationships and their
reversals. These processes represent (a) unconscious attempts by parents
at self-healing and (b) reciprocal participation by children (despite the
cost to themselves). These phenomena exist along a continuum, the more
severe end of which might constitute a distinct pathological syndrome.

Communication from the survivors to their children is sometimes
direct and at other times more subtle and coded. It is not uncommon for
children to discover more about their parents’ story as the children enter
adulthood and the parents consider them better able to deal with the
information. Additionally, the passing of time may have enabled the par-
ent survivor to process and deal with painful material better (Hass, 1990).
However, irrespective of communication style, transmission occurs in
such a manner that the child attempts to process the parent’s experi-
ence—both consciously and unconsciously.

The interviews elicited numerous instances of overidentification with
parents’ experience, such as Holocaust imagery in dreams and fantasies.
These include the fear of being at the hands of Nazis and imagining what
must be done in order to survive (e.g., hiding, denying one’s Judaism).
The most recurrent theme is placing themselves in a situation analogous
to that of their parents. Graphic intrusive imagery, nightmares, and
daytime fantasies may be conceptualized as not only overidentification
but as a form of reenactment—a way of trying to resolve and undo their
parents’ pain. One may also interpret these phenomena as an attempt to
make meaning of their parents’ horrific past and to share their suffering.
Sensations of mourning, angst, and fear become shared experiences.

The relationship between survivor parents and their offspring may be
seen as symbiotic. When such blurring of boundaries occurs, the child’s
innate drive toward separation and individuation causes problems for
both parent and child. The survivor parent may find any separation
difficult as it reactivates losses experienced during the Holocaust,
arousing fear and anxiety. Consequently, the struggle for individuation
may result in the parent either clinging tenaciously or withdrawing emo-
tional support. The child is fearful as to what this will do to the parent
and, left with feelings of guilt, may remain enmeshed at the expense of
autonomy. The wishes of the differentiated self may need to be repressed
because they threaten the solidarity of the family which remains strong
by being united against a hostile world (Freyberg, 1989). Children may
then introject these fears of abandonment and feel that they cannot
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distance themselves from their parents without completely losing the
object. Also, the symbiotic relationship should be considered in the con-
text of mutual interaction; not only do parents cling to their children, but
children also cling to their parents in the hope of receiving some parent-
ing from them (B. Ebert, personal communication).

Overidentification is further evidenced by other behaviors. Mistrust of
others and vulnerability in the Gentile world are described as more than
feelings of being a minority group. There is a sense that the children have
been traumatized themselves and cannot eliminate the state of
hypervigilance that has been instilled in them. This is also seen in
repetitions of survivors’ behaviors and idiosyncrasies, which have no
current adaptive value. The children’s own sense of security (both
physical and interpersonal) has been compromised. One may understand
this as their attempt to process a trauma which, although alien to their
own experience, has been internalized throughout their development
and now forms an integral part of their psychological identity.

These experiences may be explained as evidence of transposition, the
“tendency to go back in time and explore their parents’  past”
(Kestenberg, 1989, p. 78). Once they descend into the time tunnel, the
children become more aware of their parents’ suffering and loss, and feel
a responsibility to heal their parents’ wounds and ensure that their
parents will suffer no further pain. In this way, they often take on a
parental role and feel their own loss of a carefree childhood. The loss of a
carefree childhood may have been further compounded by their migrant
status, in which it  is common for children to take on a role of
responsibility for the family. The concept of transposition explains
identification and the penetration of Holocaust imagery into fantasy and
dream life within a more classical psychoanalytic framework. The
process of transmission may be further understood within an object
relations model which places more emphasis on the dual direction of
communication between parent and child and incorporates a mutual
unconscious dialogue to explain the transmission mechanism.

Shoshan (1989) suggests that long before verbal communication, the
baby (child of the survivor) absorbs the sadness, excessive concern, or
simply the parents’ emotional absence. As the child develops, the
dynamic has been set for the process of overidentification and closeness as
a way of being with, loving, and protecting the parent. With very
traumatized parents, children may receive little mirroring as infants and
thus learn that in order to feel held (Winnicott, 1965), they must offer
themselves as a source of joy to diminish their parents’ fears and pain.
Unconscious transmission of parents’ fantasies adds to this process. The
fantasies may be that the child is a replacement of a lost family member
(especially a former child) or has a mission to restore family pride through
achievements. If children introject these fantasies, one may presume that
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there is pressure on the children to return to the parents what they have
lost. Thus the child lives a life governed by the aim of fulfilling the
parents’ wishes and protecting them from further emotional pain.

The best explanation for the transmission of parental trauma
involves the process of projective identification. This process, origi-
nally proposed by Melanie Klein, is considered to be a primitive
mechanism used by the baby to communicate to its mother by project-
ing unbearable terrors and anxieties into her. The mother needs to be
able to process and hold these feelings for the baby and return them in
a more palatable form. The reverse occurs with the children of
Holocaust survivors—they become the containers for their parents’
projections.

Survivor parents enter a process of self-healing and unconsciously
use their children as a means of psychic recovery through a form of
projective identification whereby the parent splits off the unwanted
part of the self, which is then projected into the child. The child
internalizes the projection and then starts to think, feel, and act in
accordance with the projection (Ogden, 1991). Through the projection
of this massive anxiety and pain, the parent diminishes unbearable feel-
ings associated with the past. The children return the projected feelings
in the form of attempts to compensate the parents’ losses by being com-
pliant, impeding their own separation, replacing lost objects, and living
lives that attempt to make up for the parents’ losses.

Parental projection and child introjection are suggested by the vivid
ways in which subjects describe their parents’ pain and loss, often as if
they have experienced the concentration camps themselves. This has
occurred despite parents’ unwillingness to burden their children with
such knowledge. Accounts of pressure for the child to process and
return these feelings and to provide containment are supported by
those of reverse parenting, overcompliance, enmeshment, and
attempted restitution. Pervasive anxiety and mistrust of others suggest
that parental trauma has left the second generation with a lasting
legacy.

Despite the nonclinical nature of this sample, the findings are similar to
those of past research using clinical samples or case studies (though
outcomes were often more severe in those studies). The lack of major
pathology in this sample may be due to these subjects’ ability to
participate in their parents’ self-healing combined with the parents
possessing sufficient ego strength to avoid burdening their children to an
extreme degree. Consequently, the children may have managed to
integrate the repercussions of living with the transmission of trauma in a
form that proved to be comparatively adaptive.
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An Explanation of the Odd One Out

While it is true that children of survivors should not be seen as a
homogenous group and all themes are not common to all subjects, it is
valuable to try to understand why Subject 5 differs so markedly. 

She describes herself as fairly shy and reserved, and her parents as
undemonstrative but supportive. She comments that her parents seem to
have blocked out the Holocaust part of their lives. Perhaps in this family,
repression and denial have been effective mechanisms in buffering trans-
mission to the next generation. Nevertheless, there is a subtle indication
of some unconscious transmission. The unconscious dialogue between
parents and child may have enforced repression as the only way to toler-
ate intense emotion and taught her to keep her innermost fears and emo-
tions highly defended and split off. Perhaps this has proved adaptive as
she feels none of the anxieties or repercussions described by other sub-
jects. This interpretation is supported by her description of having diffi-
culty with opening up and being guarded with any emotional
expression.

CONCLUSION

 In this chapter, I have used inferences drawn from a qualitative study
of six daughters of Holocaust survivors to propose a model of healing
that may occur across generations. The subjects in this study are
relatively strong women living productive lives despite the lingering
shadows of the Holocaust. The phenomena of their experience may lie on
a continuum, at one end of which is a process of self-healing and
restitution that occurs between parent and child. The process of
projective identification plays a central role in this healing, though at
some cost to the child. The more severe end of this spectrum may
constitute a more pathological and identifiable type of secondary
traumatic stress. As the sample size was small and nonclinical, this
model of interactive healing remains tentative. Further research, using a
similar methodology but with clinical subjects and a comparison group,
may help to substantiate and delineate this model.
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7

The Relationship Between 
Traumatic Stress and Marital 
Intimacy

VALERIE E. WHIFFEN AND LUIS E. OLIVER

In this chapter, we review the literature on the association between
trauma and marital intimacy. Clinical wisdom holds that high quality
relationships moderate the impact of trauma. Specifically, individuals
with good relationships are thought to be comparatively resilient to
trauma while those with poor relationships are at risk of experiencing
such adverse consequences as emotional distress. For most adults, the
relationship with one’s spouse is the most significant of any social rela-
tionship. Thus, marital relationships should be a particularly potent
resource for individuals coping with trauma. In the first section of this
chapter, we assess the empirical evidence to support this hypothesis. In
the second section, we introduce a parallel hypothesis: trauma has an
impact on individuals’ ability to develop and sustain good interpersonal
relationships. We conclude with a section on possible mechanisms of
action that may account for the apparent effects of trauma on marital
relations. Throughout the chapter, we adopt a broad definition of
traumatic stress. The DSM-IV (Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition) definition of a traumatic event is generally
regarded to be too narrow. We accept Carlson and Dalenberg’s (2000)
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definition of a traumatic event as any event that is uncontrollable,
extremely negative, and unpredictable or sudden.

DO MARITAL RELATIONS MODERATE THE IMPACT OF TRAUMA?

Clinicians generally believe that the quality of intimate relationships
moderates the impact of trauma (Carlson & Dalenberg, 2000). For
instance, Judith Herman (1992), in her widely influential book on the
treatment of trauma survivors, Trauma and Recovery, asserted that a
critical component of therapy with this population is the therapist’s
“bearing witness,” that is, hearing empathically and validating the story
of the trauma. Other clinicians who work extensively with trauma
survivors also emphasize the importance of intimate, validating
relationships in the recovery process. If intimate relationships are so
strongly implicated in recovery, then it follows logically that adverse
emotional responses to trauma, such as posttraumatic stress disorder
(PTSD) and depression, may be avoided altogether by the presence of
warm, supportive relationships. Who better to provide this warmth and
compassion than one’s spouse?

Methodological Considerations

This intuitively sensible proposal is, from an empirical point of view,
surprisingly difficult to demonstrate. Ideally, a researcher would need to
have a measure of the quality of marital relations before the trauma
because, as we will show in the second section, there is ample evidence
that the experience of trauma can have a negative impact on marital
relations. Therefore, if the researcher evaluates the marriage after the
trauma has occurred, it is difficult to disentangle cause and effect. This
research requirement is virtually impossible to meet because, in most
instances, researchers cannot predict that an individual will experience a
traumatic event. One possible exception is with novice emergency
workers and policemen who are highly likely to experience critical
incidents in the course of their work. Researchers who are interested in
the buffering effects of marital relations may find this an ideal population
on which to test their hypotheses.

The remaining requirements for demonstrating moderation are
methodological and statistical. How a researcher demonstrates
moderation differs depending on the nature of the group sampled. If all
of the individuals in the sample experienced traumatic stress, then the
researcher only needs to show that better quality relationships are
associated with better outcomes. However, if the sample included both
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individuals who experienced traumatic stress and those who did not, a
different set of statistical analyses would be required. Baron and Kenny
(1986) provided a relatively simple method for demonstrating
moderation under these conditions. Conceptually, the researcher
examines the association between the independent variable (traumatic
stress: present versus absent) and the dependent variable (emotional
distress) at different levels of the moderator (marital relations). Typically,
high, medium, and low levels of the moderator are examined.
Moderation is demonstrated if the association between traumatic stress
and emotional distress differs as a function of high, medium, or low
levels of marital relations. Thus, a researcher might predict that traumatic
stress is associated with emotional distress more strongly if the marital
relationship is of poor quality. Although this is the standard procedure
for testing moderating effects that is widely used in the social support lit-
erature, few of the studies we reviewed formally tested for moderation.

The final requirement is methodological. Most of the research we
reviewed was cross-sectional; that is, data were collected from
participants at one point in time only. Thus, trauma, marital relations,
and emotional distress were all measured at the same time. While cross-
sectional studies are useful for pointing researchers in the direction of
meaningful relationships, they are not conclusive because, conceptually,
the IV (independent variable), DV (dependant variable), and moderator
are confounded with one another. Ideally, the demonstration of
moderation requires the collection of longitudinal data. Levels of
traumatic stress and the moderator at Time 1 would be used to predict
levels of emotional distress at Time 2. None of the studies we reviewed
collected longitudinal data and tested for moderation. Therefore, we
must conclude before we have even begun our review that, up to this
point in time, no study can conclusively support the hypothesis that mar-
ital relations moderate the impact of traumatic stress.

Literature Review

Clinicians often write about the importance of marital relations in cop-
ing with trauma. For instance, Dyregrov (2001) published a paper based
on his years of experience counseling families coping with trauma and
loss. He argued that the family’s level of functioning at the time of the
loss is an important determinant of individual outcomes. One common
source of difficulty is “asynchrony” in the reactions of family members to
the trauma that can create misunderstanding and conflict. In particular,
he discussed the typical asynchrony that arises between husbands and
wives who tend to cope with trauma in radically different ways.
Women’s emotional reactions tend to be intense and long lasting and
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they tend to want to talk extensively about the trauma. In contrast, men
use distraction and avoidance to cope and they tend to prefer solitary
coping strategies. Couples who default to asynchronous coping strategies
may become maritally distressed, or the emotional distress of one or both
partners may be exacerbated. Similarly, Johnson and Williams-Keeler
(1998) asserted that the marital relationship has the potential to be a
“recovery environment” for individuals coping with the emotional
aftermath of trauma. Spouses are in an ideal position to help trauma
survivors regulate their negative emotions, and the survivor’s experience
of the partner as caring, responsive, and accessible provides a corrective
emotional experience that contradicts the learning that took place during
the trauma. Furthermore, we speculate that the spouse’s provision of this
corrective experience is especially potent when the trauma has been
interpersonal. These observations are consistent with our own clinical
experiences, which suggest that the quality of marital relationships
influence the trajectory of therapy.

Clinical observations are supported by the results of a handful of qual-
itative studies. Cagnetta and Cicognani (1999) used the grounded theory
method to analyze their interviews with 20 individuals who sustained
serious, permanent injuries after motor vehicle accidents (MVAs). They
reported that the stage immediately after the injury was characterized, in
part, by patients being anxious about the security of their relationships
with family members and about the continuity of these individuals’ love
for them. The patients tended to seclude themselves at home and to
derive a great deal of relief and comfort from their relationships with sig-
nificant others. Similarly, Valentine and Feinauer (1993) interviewed 22
women who had been sexually abused as children. Most of them felt that
support from others in both childhood and adulthood had been impor-
tant in helping them to overcome their abuse. In particular, many respon-
dents felt that the support they experienced in their marriages had been
pivotal to their recovery. Even trauma that does not have direct negative
consequences for the individual shows similar effects. McCarroll,
Ursano, Wright, and Fullerton (1993) interviewed several hundred indi-
viduals who handled human remains after major disasters. The authors
reported that many workers wanted to tell their spouses about their
experiences but felt that they were unwilling to listen. Those who per-
ceived their spouses as sensitive and caring were more likely to talk
about their experiences (see section “Why Does Trauma Have a Negative
Impact on Marital Relations,” p. 000) which helped them to make the
transition “back to the real world” after returning from the disaster site.
The major limitation of these studies is the lack of comparison groups.
Without them, we do not know that marital relations are more important
after trauma than they are normally.
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The empirical support for this hypothesis is very limited. A recent
meta-analysis concluded that there is support for the general notion that
social support buffers the impact of trauma (Brewin, Andrews, &
Valentine, 2000). The authors reviewed 11 studies that correlated lack of
social support with PTSD symptoms among trauma survivors. Their
analysis showed the average association between lack of support and
PTSD symptoms to be .40, which was the largest effect size they obtained
among the risk factors they evaluated. However, there was significant
variation in the effect size from one sample to another. In particular, lack
of social support was more strongly correlated with PTSD symptoms in
military (.43) than civilian (.30) samples, which suggests that lack of
social support is particularly detrimental to individuals who experience
combat-related trauma.

We were able to locate only two empirical studies that assessed
marital relations specifically and tested appropriately for moderating
effects. Both studies were cross-sectional and both involved samples of
women who were sexually victimized. The first was a study of 29
married or cohabiting women who were sexually assaulted in the month
prior to data collection (Moss, Frank, & Anderson, 1990). Women’s
perceptions of the preassault quality of their relationships, as well as the
amount of support provided by their partners since the assault, were
determined from their responses to a structured interview. More than
half of the women reported problematic relations since the assault,
including temporary separations from their partners, physical and verbal
abuse, and sexual problems. About a third of the women who reported
that they did not have marital problems prior to the assault reported low
levels of partner support postassault. Consistent with the moderating
hypothesis, women with poor partner support reported higher levels of
depression, anxiety, and fear and lower levels of self-esteem than did
women with supportive partners. These effects were even more
pronounced among women whom the researchers characterized as “let
down”; these were the women without previous relationship problems
who experienced poor partner support after the assault. The researchers
speculated that an unexpected lack of support from the spouse is
particularly demoralizing.

The second study examined marital relations in a community sample
of 60 women, 22 of whom had a history of childhood sexual abuse (CSA).
Whiffen, Judd, and Aube (1999) found that the relationship between CSA
and depressive symptoms was moderated by marital intimacy and
comfort with closeness. CSA survivors were better protected from
depression when they perceived their relationships to be high in
intimacy and when they preferred to be emotionally close to their
partners. While these effects also were present among women without a
CSA history, they were stronger among the survivors. It is important to
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emphasize that, in contrast to the Moss et al. study (1990), these women
were not coping with the immediate emotional aftermath of trauma.
Thus, intimate and supportive marriages appear to buffer both the imme-
diate and the long-term effects of sexual victimization.

To summarize, the clinical wisdom that marital relationships are an
important determinant of recovery from trauma is supported by three
qualitative studies and by two empirical studies that used appropriate
methods to analyze data for moderation. However, our conclusion
must be seriously qualified because both empirical studies sampled
very small numbers of women who had been sexually victimized.
Therefore, we do not know whether or not these results would general-
ize to survivors of other forms of traumatic stress. It may be the case
that good quality relations with husbands are particularly critical when
the trauma being coped with is sexual victimization. While there is
evidence from a qualitative study that marital relations help buffer the
impact of MVAs involving serious injuries as well, this hypothesis,
ideally, needs to be tested empirically with a variety of trauma popula-
tions. We also do not know if these results would generalize to male
trauma survivors. Given that women and men have been found to cope
differently with traumatic events, gender differences may exist in the
moderating impact of intimate relationships. Thus, more research is
needed to determine whether the above findings also are applicable to
traumatized men. Finally, both studies were cross-sectional. Ideally, longi-
tudinal research is needed to demonstrate that marital relations facilitate
adaptation to the trauma or recovery from acute symptoms of emotional
distress over time.

DOES TRAUMA HAVE A NEGATIVE IMPACT ON MARITAL RELATIONS?

In the following subsections, we review the evidence that trauma has
an impact on marital relations. We review the research separately for
traumas that occurred in childhood and adulthood, and for different
types of trauma. This approach permits us to evaluate the possibilities
that different types of trauma have different impacts on the relationship,
and that trauma that occurred before the development of the relationship
has a different impact than trauma that occurs during the relationship.

Childhood Trauma

Childhood sexual abuse. A history of sexual abuse during childhood has
a clear, deleterious impact on adult interpersonal functioning. In a review
of the interpersonal consequences of CSA for women, Rumstein-McKean
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and Hunsley (2001) concluded that CSA survivors experience greater
interpersonal difficulties than do nonabused women. They feel more
detached and isolated, and report difficulties becoming emotionally
engaged with others. Specifically, CSA adversely affects the quality of
marital relationships. Most research finds that CSA survivors, compared
to nonabused controls, are more likely to avoid developing close adult
relationships and to have never married. Although the data are
inconsistent across studies, CSA survivors also tend to report lower
levels of marital satisfaction and higher levels of marital disruption and
divorce than do nonabused women.

Further exploration of this general finding suggests that women with a
CSA history have specific difficulties forming secure adult attachment
relationships with romantic partners. The studies reviewed by Rumstein-
McKean & Hunsley (2001) generally found that CSA survivors report less
security in their adult attachment relationships than do women who
were not sexually abused. A study by Roche, Runtz, and Hunter (1999)
found that, as a whole, women who had been sexually abused in child-
hood were less secure and more fearful–avoidant than were women who
had not experienced CSA. Individuals who are fearful–avoidant in adult
attachment relationships want to be close to romantic partners but they
are afraid of being rejected by them, a dilemma that they resolve by
maintaining emotional distance in their close relationships (Bartholomew
& Horowitz, 1991). Within the abused group, women who had experi-
enced intrafamilial sexual abuse were even less secure, more fearful, and
less dismissing than those who had experienced extrafamilial abuse.
Thus, incest appears to be particularly strongly associated with insecure
adult attachment. The finding that incest survivors are both more fearful
and less dismissing suggests that they are ambivalent about romantic
relationships. Individuals who are dismissing discount the importance of
close relationships. Thus, the combination of higher levels of fearfulness
with lower levels of dismissing attachment suggests that romantic rela-
tionships are simultaneously important and the source of painful fears.

One of the most frequently researched and consistent findings in this
literature is that sexual abuse in childhood is associated with sexual
problems later in life (cf., review by Beitchman et al., 1992). Although
the strength of this association varies widely across studies, CSA
survivors in both community and clinical samples experience higher
levels of sexual dissatisfaction and dysfunction than do nonabused
women (Rumstein-McKean & Hunsley, 2001). Survivors report higher
levels of bodily shame, sexual shame, fears, anxieties, and guilt about
sexuality, confusion about sexual orientation, difficulties with sexual
arousal and desire, and coital pain (Andrews, 1995; Barnes, 1995; Briere &
Runtz, 1988; Gold, Milan, Mayall, & Johnson, 1994). Some studies found
survivors to show higher levels of sexual distrust and conflicts with men
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(Barnes, 1995), as well as multiple sexual partners and brief sexual
relationships (Wyatt, Guthrie, & Notgrass, 1992). A recurrent finding is
that CSA survivors are at risk for being sexually revictimized as adults
(Beitchman et al., 1992; Briere & Runtz, 1988; Gold et al., 1994; Wyatt et
al., 1992). The highest rates of sexual disturbance are found in cases
involving penetration or father–daughter incest, which suggests that
abuse severity contributes to greater problems in sexual relationships
later in life (Beitchman et al., 1992).

CSA not only affects the survivor’s ability to form and maintain
positive, intimate relationships, but may also have an adverse impact on
partners. Support for this hypothesis stems primarily from clinical obser-
vations. For instance, Oz (2001) argued that husbands of women being
treated for CSA may experience feelings of rejection, loneliness, guilt,
and inadequacy, and may perceive their wives as making unrelenting
demands on them for support. She also speculated that CSA survivors
often choose men who have trauma histories themselves and who may
have their own difficulties with intimacy and sexuality. There is limited
empirical evidence from clinical samples that romantic partners feel frus-
trated, isolated, and dissatisfied, and that they experience a variety of
communication problems in their relationships (Rumstein-McKean &
Hunsley, 2001).

It is important to emphasize that these studies did not include clinical
comparison groups. Therefore, we do not know how much these results
are due to an individual being treated specifically for CSA-related
problems, rather than for other emotional problems that may be
unrelated to CSA. Nelson and Wampler (2000) sampled couples that
were requesting treatment at a marital and family therapy clinic, and
classified couples into abuse groups based on the clients’ self-reports
about childhood physical and sexual abuse. They found that the partners
of individuals with an abuse history who had no history themselves
reported more emotional distress than did no-abuse couples, although
they did not report less marital satisfaction or rate their relationships as
less cohesive. The generalizability of these results is limited by the fact
that all of the couples were experiencing marital problems; a clinical sam-
ple of clients being treated individually for CSA versus nonabuse emo-
tional problems would better reflect the array of marital outcomes that
are associated with CSA. However, the results do suggest that partners of
abused individuals experience more emotional distress, which partly
confirms clinical observations.

Finally, there is some evidence that the association between CSA and
emotional distress is mediated by the negative impact of CSA on intimate
relationships. That is, the deleterious impact of CSA on emotional
functioning is due to the disruptive effects of CSA on the quality of
survivors’ intimate adult relationships. Roche et al. (1999) found that
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insecure attachment accounted statistically for the association between
CSA and emotional distress in a sample of female undergraduates.
Similarly, in a community sample of women and men, Whiffen,
Thompson, and Aube (2000) found that interpersonal problems partially
mediated the association between CSA and depressive symptoms for
both sexes. Thus, there is evidence that CSA not only contributes to
relationship difficulties, but that these difficulties, in turn, contribute to
the emotional distress consistently associated with CSA.

To summarize, the impact of CSA on marital relations is negative.
Women who are CSA survivors are more likely than nonabused women
to avoid establishing intimate relationships, possibly because they tend
to feel insecurely attached to romantic partners and to fear that their part-
ners will reject them if they get too close. Even when they are able to
establish intimate relationships, they experience attachment insecurity
(Whiffen et al., 1999) and a variety of sexual problems ranging from guilt
and shame about their sexuality to low sexual desire and pain with
intercourse. These results are particularly pronounced among incest
survivors who appear to differ along at least two dimensions from
survivors of extrafamilial abuse. First and most obviously, incest involves
interpersonal victimization by a family member. It makes sense that this
fact alone may be sufficient to account for incest survivors’ pervasive
insecurity in subsequent intimate relationships. Second, incest tends to
extend over a longer period of time and the abuse is more likely to
involve intercourse (Beitchman et al., 1992). Abuse severity also may be
implicated in the finding that incest survivors generally experience more
difficulties in their marital relations than do survivors of extrafamilial
abuse.

In closing, it is important to emphasize that the vast majority of this
research was done with female CSA survivors. Therefore, we know noth-
ing about the marital relations of male CSA survivors. One study that
compared male and female survivors found that the men’s interpersonal
relationships were not characterized by the mistrust and disengagement
that is pervasive among female survivors (Whiffen et al., 2000). In con-
trast, male survivors reported difficulties with feeling overly responsible
and unassertive in their relationships. This study underscores the need
for research with male CSA survivors, and cautions the clinician against
generalizing from the research on women to their male clients.

Physical abuse and witnessing interparental violence. Very little research
has examined the impact of childhood physical abuse on intimate
relationships in adulthood. There is evidence that children who have
been physically abused or neglected are more likely to be insecurely
attached during childhood than are those who have not (Carlson, Cic-
chetti, Barnett, & Braunwald, 1989). Severely maltreated children develop
a disorganized attachment style that has components of both approach

RT7545_C07.fm  Page 147  Thursday, May 13, 2004  5:33 PM



148 Handbook of Stress, Trauma and the Family

and avoidance (cf., review by Cassidy & Mohr, 2001). While there is
speculation that physically abused children may be more vulnerable to
attachment difficulties in their romantic relationships later in life
(Downey, Khouri, & Feldman, 1996), this hypothesis has not been tested
directly.

There is evidence that childhood physical abuse increases the risk of
being in a physically abusive marital relationship—both as a perpetrator
and as a victim (cf., meta-analysis by Busch, Lundeberg, & Carlton, 2000).
Witnessing interparental violence also is a risk factor for being in a phys-
ically abusive adult relationship (Busch et al., 2000). While it may be
plausible to infer that physically abusive relationships are less intimate,
we did not find any research that tested this hypothesis. The handful of
studies that directly examined the effects of childhood physical abuse on
adult intimacy produced conflicting results. Ducharme, Koverola, and
Battle (1997) reported that male and female university students who were
physically abused as children reported lower levels of intimacy in their
relationships than did nonabused controls. However, this finding was not
replicated in a study of female undergraduates (Davis, Petretic-Jackson, &
Ting, 2001). Similarly, Belt and Abidin (1996) did not find an association
between physical abuse and perceived marital support in a community
sample of couples, once other childhood variables such as parental care
were taken into account.

Multiple forms of childhood abuse. The research on childhood abuse is
complicated by the fact that many children are multiply victimized. For
instance, in one study of female undergraduate students, 18% of the sam-
ple reported a history of sexual abuse, 11% reported physical abuse, and
7% reported both forms of abuse (Davis et al., 2001). The existing evidence
suggests that adults with histories of multiple forms of abuse are particu-
larly at risk for interpersonal problems. For instance, Allen et al. (2001)
compared a community sample of women with a clinical sample of female
inpatients receiving treatment for trauma. The women in the latter group
typically had a severe trauma history which included multiple forms of
childhood trauma (e.g., sexual, physical and emotional abuse, and
neglect). While the community sample was predominantly secure in their
attachment classification on a number of measures, the trauma sample
was chiefly fearful–avoidant and preoccupied. These styles will give rise
to competing demands in relationships, with the fearful style creating a
desire to avoid close relationships while the preoccupied style creates a
desire to pursue and cling in close relationships. Similarly, Davis et al.
(2001) found that multiply abused female undergraduate students
reported a greater fear of intimacy than did individuals reporting either a
single form of childhood abuse or no abuse.
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Trauma in Adulthood

Sexual assault. In a review of the empirical literature on the psycholog-
ical impact of sexual assault on women, Hanson (1990) reported that up
to a quarter of women show ongoing interpersonal difficulties in the
mild to moderate range for as long as several years after the assault.
However, there appears to be surprisingly little controlled research spe-
cifically on the effects of sexual assault on marital intimacy. Some studies
examined the impact of sexual assault on one form of intimacy—sexual-
ity. Most women experience sexual disturbances in the weeks and
months following a sexual assault. These problems can include reduced
sexual desire and arousal, flashbacks during sex, physical discomfort,
and phobic responses to specific sex acts associated with the assault (cf.,
reviews by Barnes, 1995; Hanson, 1990). Not surprisingly, sexual
problems are more common among sexual assault victims than among
victims of nonsexual crimes such as armed robbery (Hanson, 1990).

Sexual difficulties may be particularly problematic when the assaulted
woman is involved in an ongoing intimate relationship. Holmstrom and
Burgess (1979) interviewed 16 married or cohabiting women and 11 of
their boyfriends or husbands within three months of the assault. Notably,
the majority of couples did not discuss the assault openly; this finding is
significant in light of empirical results indicating that the romantic
partner’s support is a crucial moderator of women’s emotional distress
after sexual assault (Moss et al., 1990). All of the couples interviewed expe-
rienced some problems when they tried to resume sexual relations. Some
men believed that their partners had been sexually unfaithful or they felt
physically repulsed by knowing that the women “had sex” with another
man. Most of the men wanted to have sex soon after the rape as a test of
the impact that the assault would have on their sexual relationships. How-
ever, it was common for the couples to delay intercourse for as long as sev-
eral weeks after the assault.

Talking about the assault and expressing feelings is seen by victims to
be very helpful immediately after the assault, and the majority of women
list their boyfriends or husbands among the people that they have talked
to (Frazier & Burnett, 1994). However, romantic partners are perceived to
be the least supportive members of victims’ social networks. The fact that
their wife or girlfriend was assaulted sexually may be difficult
emotionally for boyfriends and husbands in ways that interfere with their
relationships. Earlier in this chapter, we described the results of a study by
Moss et al. (1990) who assessed a small sample of married or cohabiting
women shortly after they were sexually assaulted. More than half of the
women reported problematic marital relations since the assault, including
temporary separations and physical and verbal abuse by their partners.
About a third of the women who reported that they did not have marital
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problems prior to the assault reported low levels of partner support
postassault which suggests that it may be difficult for some men to cope
with the immediate aftermath of their wives’ and girlfriends’ sexual
assaults even in the context of a good relationship.

There also is evidence that relationship difficulties can persist long
after the assault. Miller, Williams, and Bernstein (1982) assessed a sam-
ple of 43 couples in which the female partner had a history of sexual
assault. To attract couples to the research, they offered free marital ther-
apy and, as a result, we consider this an uncontrolled clinical study even
though less than half of the couples accepted treatment. The results are
interesting because they indicate that these couples exhibited many
difficulties in empathy, commitment,  emotional support,  and
communication, in addition to the sexual problems observed by other
researchers. The researchers observed that both the assaulted women
and their partners appeared to lack empathy for one another due to their
emotional reactions to the assault. While women experienced intense
fear and concerns about safety, their partners often experienced rage
and they desired retribution; both emotional reactions appeared to
attenuate the partners’ sensitivity to one another. These researchers
speculated that communication problems played a major role in the sex-
ual problems of these couples, in that neither partner was able to com-
municate clearly about how to resume their sexual relationship.
Clinically, the researchers noted that the couples were very difficult to
treat—in part because of both partners’ unwillingness to discuss the
assault and in part because of the many symptoms of emotional distress
experienced by the women.

To summarize, sexual assault has a clear impact on women’s sexual
functioning and can disrupt established intimate relationships. Men’s
anger toward the perpetrator may overwhelm their empathy and
compassion for their partners, while women’s pervasive and persistent
fears and difficulties with sex also are likely to have a negative impact.
Both clinical observation and empirical research suggest that the couple’s
ability to discuss the assault and to provide support to one another may
be an important determinant of the extent to which the assault has a
long-lasting impact on the relationship.

Exposure to combat. An early empirical study compared the marital
relations of Vietnam veterans who experienced combat during their
tours of duty to those who did not (Penk et al., 1981). All of the veter-
ans were voluntarily receiving inpatient treatment for substance abuse.
The combat veterans were best discriminated from the noncombat vet-
erans by their reports of greater difficulty getting along with their
spouses or mates, marital problems, and difficulties trusting others.
Married combat veterans also reported higher levels of conflict in their
families of procreation.
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Researchers soon began to focus their efforts on veterans who
developed symptoms of PTSD because they reasoned that PTSD is the
mechanism that creates the marital problems. For instance, Carroll,
Rueger, Foy, and Donahoe (1985) identified 21 vets with PTSD and 18
without PTSD among former combat veterans who were voluntarily
receiving psychiatric services. When the researchers compared the two
groups of veterans, they found no differences in the amount of
affectionate behavior the men reported in their marriages. However, the
vets with PTSD were less self-disclosing and emotionally expressive with
their partners, they were more hostile and physically aggressive, and
they were less satisfied with their marriages, describing more conflicted
and less engaged marriages, in particular. Levels of hostility statistically
discriminated the PTSD and non-PTSD veterans. High levels of hostility
are likely to have a dramatic impact on marital relations, promoting both
conflict and emotional disengagement. A study by Roberts and his col-
leagues (Roberts et al., 1982) compared PTSD veterans with both non-
PTSD veterans and a noncombat clinical control group. The authors
reported that the PTSD veterans reported more difficulties with intimacy
and sociability than either of the control groups, which indicates that it is
PTSD rather than combat which is associated with intimacy problems.
Similarly, Caselli and Motta (1995) showed that combat exposure was a
redundant predictor of marital dissatisfaction when PTSD symptoms
were taken into account.

Such findings are not confined to veterans of the Vietnam War. One
study assessed Israeli soldiers who experienced acute stress reactions dur-
ing combat in the 1982 war with Lebanon (Solomon et al., 1992). A large
proportion of these men went on to develop chronic PTSD. First, the
researchers confirmed the results found with Vietnam veterans: Six years
after the war, the wives of veterans who experienced stress reactions were
less happily married than the wives of men who did not experience stress
reactions. Next, the researchers tried to determine whether or not differ-
ences existed in these men’s marital relations prior to the war. The
researchers asked the wives a series of questions about their marriages at
four points in time: at marriage, 1 year before the war, 1 year after the war,
and in the previous year which was approximately 6 years after the end of
the war. The women’s responses were coded by two independent judges
who rated the marriage at each time point along such dimensions as inti-
macy, conflict, and emotional expressiveness. The researchers compared
the scores of 49 women whose husbands experienced stress reactions to 31
women whose husbands did not. The wives whose husbands experienced
stress reactions reported marked reductions in marital satisfaction and
cohesion immediately after the war. However, they reported many more
significant differences before the war. They viewed their marriages as less
intimate, less emotionally expressive, less cohesive, less satisfactory, more
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conflicted, and less integrated even before the war. These results must be
interpreted with caution because the retrospective method may introduce
a source of bias into the results: Having marital difficulties currently may
color these women’s perceptions of their entire married life. However, this
research raises the possibility that preexisting interpersonal and emotional
difficulties may contribute to both marital difficulties and the
development of PTSD.

Gimbel  and Booth (1994) tested this  hypothesis  in a large,
representative sample of Vietnam veterans. They were interested in
understanding why combat exposure in the 20th century is associated
with increased rates of divorce. They compared the empirical support for
two alternatives: First, the same factors that lead to adverse reactions to
combat also interfere with marital stability, and second, marital stability is
negatively affected by combat exposure. They assessed early emotional
problems by asking veterans about anxiety, depression, and phobias prior
to service, and early antisocial behavior by asking about misbehaving,
fighting, truancy, and being suspended or expelled from school. They
found that veterans who reported childhood emotional problems also
were more likely to report combat-related PTSD symptoms. However,
these symptoms did not subsequently predict marital breakdown. Simi-
larly, veterans who reported childhood behavioral problems were more
likely to engage in antisocial behavior after the war, such as physical vio-
lence and crime, which did predict marital breakdown. The researchers
speculated that, in a combat situation, young men are rewarded for anti-
social behavior, which encourages them to extend these behaviors into
civilian life. While PTSD symptoms may have an adverse impact on the
quality of marital relations, antisocial behavior may be intolerable and
result in marital breakdown.

Few of the veterans of Vietnam were married prior to the war.
Therefore, we can reasonably conclude that combat exposure has a
variety of adverse consequences for subsequent marital relations.
Combat veterans in general report more difficulties trusting others and
greater conflict in their marriages. These effects are both more pervasive
and more pronounced when the veteran develops PTSD. Veterans with
PTSD report a range of marital difficulties, particularly with intimacy
and the control of anger. In addition, combat exposure may promote the
development of antisocial behaviors, such as the use of physical violence
to resolve interpersonal problems, which ultimately lead to marital
breakdown.

Death of a child. The death of a child is generally considered to be
among the most stressful events an adult can experience, and parental
grief following such a death has been found to be one of the most severe
and enduring forms of bereavement. We include it in this chapter
because the death of a child is uncontrollable, extremely negative, and
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unpredictable in the sense that parents expect to outlive their children. In
a review of the literature on the impact of the death of a child on the mar-
ital relationship, Oliver (1999) found that up to a third of couples go
through a significant disruption in marital functioning after a child’s
death. These couples experience increased marital dissatisfaction, friction
and conflict, disengagement and withdrawal, and breakdowns in
communication. Compared to nonbereaved couples, parents who have
lost a child are also more likely to seriously consider separation or
divorce. One of the most consistent findings is that the death of a child
can have a pronounced negative impact on couples’ sexual intimacy.
Numerous studies have concluded that sexual intimacy and satisfaction
decrease significantly following the child’s death, even when other forms
of intimacy do not.

However, many couples do not experience enduring disruptions to
their relationships, and some relationships are actually strengthened as
the couple grieves the loss together. Qualitative studies suggest that the
quality of the marital relationship prior to the death may be an important
factor in determining outcome because the death can amplify preexisting
marital difficulties (Oliver, 1999). Thus, this literature provides evidence
for both the mediating and moderating effects of marital relations. This
trauma also is interesting because it is a shared trauma. Most traumatic
stress occurs only to one partner in the relationship, which leaves the
other person in the position of providing emotional support. The death of
a child is traumatic for both partners and, as such, may present special
challenges to the couple.

SUMMARY

There is a good deal of evidence that traumatic stress has an adverse
impact on individuals’ ability to develop and maintain positive marital
relationships. Much of the research has focused on individuals with a
history of childhood traumatic stress, and the evidence is clear: With few
exceptions, the research shows that childhood sexual abuse and
experiencing multiple forms of abuse have a negative impact on the
levels of intimacy and attachment security in subsequent adult
relationships. Because the research has not been done yet, the jury is still
out on the impact on the capacity for adult intimacy of childhood
physical abuse and witnessing violence between one’s parents.

In terms of trauma that occurs in adulthood, similar difficulties with
intimacy appear to result from combat exposure, particularly when the
veteran goes on to develop PTSD. Veterans with PTSD report more
difficulties with intimacy and the control of anger in their marriages than
do veterans without PTSD. Anger likely has an impact on intimacy
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because anger creates emotional distance. The death of a child also is a
traumatic stress that can create emotional distance between couples.
Sexual assault, specifically, appears to have an impact on the capacity for
sexual intimacy—a finding that makes good sense intuitively.
Individuals who are not involved in romantic relationships at the time of
the sexual assault may cope with their sexual disinterest or aversion by
avoiding the development of new sexual relationships. However,
problems with sexual intimacy are likely to be especially detrimental to
the relationships of married and cohabiting couples. Sexual intimacy is
an important part of marital relations and its absence may create more
general intimacy deficits in these couples.

However, there is a need for studies that examine gender differences in
samples where the same trauma was experienced. Studies of female
trauma survivors typically involve the trauma of sexual assault, while
males have been studied almost exclusively as survivors of combat expo-
sure. Although we know that both traumas have an impact on marital
intimacy, we do not know that the impact is identical for men and women.

WHY DOES TRAUMA HAVE A NEGATIVE IMPACT ON MARITAL RELATIONS?

The specific causal link between trauma and marital difficulties
remains undetermined. In this last section, we discuss two plausible
mechanisms.

PTSD as a confounding variable. The first possibility is that group
differences between individuals with and without trauma histories may
be due largely to those individuals who develop PTSD as a consequence
of their exposure to traumatic stress. This would mean that not all
trauma survivors develop marital problems but that these problems
predominate among individuals with PTSD. Both central aspects of the
PTSD syndrome—avoidance and hyperarousal—may have a negative
impact on marital intimacy (Mills & Turnbull, 2001). The avoidance
features of PTSD that could influence intimacy include diminished
interest in activities, feelings of detachment from others, and restricted
affect, while hyperarousal could have an impact through preoccupation
with the trauma, irritability, and anger. Both avoidance and immersion in
the trauma may leave spouses and romantic partners feeling alone and
abandoned in their relationships (Johnson & Williams-Keeler, 1998), while
an inability to regulate negative emotions may create or exacerbate marital
conflict (Cassidy & Mohr, 2001; Johnson & Williams-Keeler, 1998).

This hypothesis is well-supported by the studies of combat veterans
which show that veterans with PTSD show more pervasive and more
profound disturbances in their marital relations than do veterans without
PTSD. When combat exposure and PTSD symptoms are considered
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jointly in multiple regression equations, combat exposure is a redundant
variable (Caselli & Motta, 1995). Recent research on other traumas also is
consistent with this hypothesis. For instance, Regehr and Marziali (1999)
assessed a sample of women sexually assaulted an average of 4½ years
prior to the study. The researchers used measures of interpersonal diffi-
culties to predict levels of PTSD and depressive symptoms. When all of
the interpersonal measures were entered into a multiple regression equa-
tion, higher levels of PTSD symptoms were associated with mistrusting
others, having difficulty expressing feelings, and feeling interpersonally
exploited. In contrast, depressive symptoms were associated with ego-
centrism and feeling overly responsible in relationships. The interper-
sonal problems associated with PTSD symptoms are commonly reported
to be among the sequelae of traumatic stress, while those associated with
depressive symptoms are not.

These studies support our hypothesis that the negative impact of
trauma on marital intimacy may be attributable to the subset of trauma
survivors who develop PTSD. This hypothesis is well developed in
Vietnam veteran literature where most research now focuses on veterans
with PTSD rather than those with combat exposure. The possibility of a
confound with PTSD needs to be considered in other trauma populations
as well. For instance, it is possible that not all survivors of CSA inevitably
encounter marital problems (see Whiffen et al., 1999, for an example) and
that the general finding can be accounted for by those women who
develop chronic PTSD. This hypothesis also raises an interesting
conceptual problem. Does trauma independently have an impact on both
marital intimacy and the risk for PTSD? Or does trauma increase the risk
of PTSD which subsequently creates marital problems? The answer to
this question has implications both for future research and for treatment.

The impact of childhood trauma on attachment security. Carlson and
Dalenberg (2000) argued that peoples’ response to traumatic stress is
greatly influenced by their developmental level at the time of the trauma.
Generally, children are thought to have more severe responses to
traumatic stress than adults, and childhood trauma is thought to have a
more pervasive impact on functioning. We believe that attachment
theory provides a framework for understanding the differential impacts
of childhood and adult trauma. Our review indicates that childhood
trauma, especially sexual abuse, is associated with stable and organized
disruptions to interpersonal functioning that are evident in adult
attachment insecurity. Unfortunately, researchers interested in adult
trauma have not assessed attachment security in their participants, so we
do not know whether or not adult trauma also has a negative impact on
the ability to form secure attachments. However, attachment is a pivotal
developmental task during childhood. Developmental psychologists
believe that a child’s ability to form secure attachments sets the stage for
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later emotional and interpersonal functioning (Cassidy & Mohr, 2001). If
a child’s ability to form secure attachments is compromised by trauma,
this difficulty is likely to persist into adulthood. While traumatic stress
during adulthood could result in an inability to form secure attachments,
theoretically it is much less likely to do so. Thus, childhood trauma may
be more likely to impinge upon an individual’s ability to form secure
adult attachments than adult trauma, and attachment insecurity may be
one way of understanding why childhood trauma survivors have
difficulty in marital relationships.

From an attachment perspective, trauma both intensifies attachment
needs for comfort and reassurance while shattering trust in the
benevolence of others (Cassidy & Mohr, 2001; Johnson & Williams-
Keeler, 1998). Paradoxically, traumatized individuals may seek out
attachment figures while simultaneously fleeing them emotionally. We
propose that attachment insecurity among survivors of childhood
trauma is likely to take the form of ambivalence or disorganization where
competing approach and avoidance behaviors are observed. For
example, a disorganized individual may pursue her partner for closeness
but reject him when he responds to her. These competing behaviors are
extremely difficult for potential partners to understand and tolerate, and
may be a significant factor in the perpetuation of attachment insecurities
and dissatisfying relationships.

CONCLUSION

There is evidence to support the presence of both moderating and
mediating links between traumatic stress and marital intimacy. Women
who were sexually victimized are less distressed if they experience their
romantic and marital relationships as close, intimate, and emotionally
supportive, and these protective effects are apparent both in the
immediate aftermath of the trauma and many years later. However, there
also is good evidence that trauma, in the forms of childhood sexual
abuse, sexual assault, the death of a child, and combat exposure, has a
negative impact on sexual and emotional intimacy in marital
relationships. Part of this impact may be attributable to PTSD symptoms
of both avoidance and hyperarousal. In addition, traumatic stress during
childhood may have a lasting impact on the ability to form secure adult
attachment relationships. Clinicians argue that in order to recover from
trauma, individuals need to reestablish trust. This can be accomplished
through corrective adult relationships, but impaired intimacy in these
same relationships will interfere with the healing process and maintain
and perpetuate trauma symptoms. Thus, the solution—marital
intimacy—may become part of the problem.
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8

The Quality of Life Among 
Survivors’ Loved Ones

MARIANNE AMIR AND RACHEL LEV-WIESEL

“You ask me what does it mean to be a Holocaust child survivor’s wife? I’ll
answer you. It means to wake up during the night in panic because the man
beside you screams or cries in his sleep, to wake him up, and to try calming
him down. It means to protect my children from his sudden unexpected
anger outbursts. To listen to his memories, to understand him, his
behaviors, his moods … to walk on your toes … to give up your own needs,
to understand that you actually have a very disturbed child-partner who
will never recover [from] the trauma he experienced, to fail fulfilling his
needs … to be his mother, his sister, his wife, his companion, his therapist,
his friend, yet often be treated by him as his worst enemy. … I am not a
child survivor myself. My family was not in Europe during the Second
World War. … Living with him for more than 40 years [has] had such an
impact on me. … You know that I have nightmares on the Holocaust … as
if I myself [were] a survivor. … I pity him, yet I am angry [with] him … I do
not deserve his criticism, scolding … undermining … I do not deserve
being humiliated by him. … I understand what he has been going through.
… It does not get better over the years; it gets worse. … Sometimes he
shares with me his memories. … It’s so hard. … He doesn’t cry, I do! I wish
I could tell him to stop sharing his memories with me … but I can’t do that.
I am the only person in the world he has. …”

N, aged 67, has been married for over 40 years to Y, aged 69, a
Holocaust child survivor. The couple has two married daughters and five
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grandchildren; all live in the same city. According to N, there were times
when she thought of leaving her husband, but her daughters’ and her
own feelings for him prevented her from doing it.

Living with partners who suffer from posttraumatic stress disorder
(PTSD), depression, anxieties, anger, and hostility, and sharing their
painful reminisces, identifying with them, and understanding their
irrational behaviors is likely to create an emotional burden on the spouse.
N has ambivalent feelings toward her husband. On one hand she
empathizes with him, while on the other hand she feels humiliated and
unappreciated by him. It seems she has been traumatized herself by the
Holocaust through him.

This chapter deals with the quality of the lives of those persons who
live with traumatized people. The term quality of  l i fe  (QoL) is
conceptualized here in the broad sense; it is as an overall evaluation of the
person’s life, including both positive and negative aspects. Quality of life
research tries to define what a good life is and how well reality meets
these standards (Veenhoven, 1997). We will present research showing var-
ious aspects of the lives of people who share their existence with trauma
survivors. After a brief review of the literature, we will examine one study
of the psychological state of individuals living with spouses who were
children during the Holocaust and who are now close to retirement or
already retired.

SECONDARY TRAUMATIZATION

Research has shown that caring for people who have experienced
highly stressful, negative life events puts the caregivers (e.g., spouses,
parents, and rescue teams) at risk for developing stress-related
symptoms similar to those of the victims (Barnes, 1998; Figley, 1995;
Stamm, 1995). This phenomenon, known as secondary traumatic stress
(STS) or secondary traumatic stress disorder (STSD) (Figley, 1995) is char-
acterized by symptoms nearly identical to those of PTSD. While the prev-
alence of PTSD varies with different types of trauma, war and the
Holocaust are two events that consistently place the survivors at high
risk for developing it (Brandis, 1996; Danieli, 1985; Mikulincer, Florian, &
Solomon, 1995).

PTSD can result in long-term changes in the victim’s personality and
behavior. These changes may affect not only the victim but the family as
well (e.g., Mikulincer et al., 1995). To date, most studies examining the
way in which PTSD evokes STS in the victim’s family have focused either
on the wives of war veterans (Krantz & Moos, 1987; Williams & Williams,
1987) or on the wives of soldiers suffering from combat stress reaction
(CSR) (Figley, 1986; Mikulincer et al., 1995). Overall, these studies have
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shown that the higher the levels of PTSD among the husbands, the higher
the degree of STS in their wives (Coughlan & Parkin, 1987; Maloney, 1988;
Solomon, 1989; Williams & Williams, 1985). Recently, Arzi, Solomon, and
Dekel (2000) examined the effect of husbands’ PTSD and postconcussion
syndrome (PCS) on the wives and found that participants married to both
PTSD and PCS husbands experienced higher levels of burden and distress
in addition to more somatization symptoms, obsessive–compulsive prob-
lems, depression, anxiety, paranoid ideation, and psychoticism. They also
reported more anger, suspicion, and blame toward their spouses than
controls.

It is well established that PTSD is negatively correlated with QoL and
with personal and social resources (e.g., Milo, 1999). A good example of
the moderating effect of personal resources is the construct of potency,
defined as the level of one’s self-evaluation, self-control,  and
commitment to society, in addition to one’s perception of the society as
being a significant and orderly entity (Ben-Sira, 1985). In a study of the
relationship between potency, PTSD, and QoL among child Holocaust
survivors, it was found that the higher the level of potency, the lower the
intensity of PTSD symptoms, and the better was QoL (Lev-Wiesel &
Amir, 2001). Others (Zatzick et al., 1997) have found that male Vietnam
veterans have impaired functioning and diminished QoL and this
situation was uniquely attributable to PTSD.

MARITAL QUALITY

Marital quality can be considered as one of the important social
resources. Examining the elements of marital relationships which
distinguish distressed from nondistressed marriages represents a long
tradition in the marriage and family literature (Abbey, Andrews, &
Halman, 1995). The impact of the couple’s relationship on both partners’
psychological health has been demonstrated in a number of studies
(Fisher, Terry, & Random, 1990; Lavee, McCubbin, & Olson, 1987).
Billings and Moos (1984), for instance, found that family cohesiveness
and couples intimacy predict psychological adjustment of all family
members. Open communication between spouses is perceived by both
clinicians and researchers to be an important coping strategy for couples
struggling with certain traumas such as the death of a child. Such
communication is thought to provide a means of airing concerns, fears,
guilt, and anger (Broman, Riba, & Trahan, 1996). However, in some cases,
less communication appears to be better. Studies of the marital
satisfaction of spouses of severely ill partners have found that the less the
spouses know about their partners’ illnesses and treatment, the higher
are their ratings of marital quality (Peyrot, McMurry, & Hedges, 1988).
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Research in the trauma field has focused mostly on the beneficial
aspects of supportive relationships, particularly the healing impact of
marital relationships on spouses who have survived traumatic events
(van der Kolk, Perry, & Herman, 1991; van der Kolk & McFarlane, 1996).
Many adult survivors of childhood trauma find current intimate family
relationships to be extremely important to their sense of well-being. The
family often provides a sense of companionship and belonging, which
not only provides practical and emotional support in daily life but can
serve as an antidote to survivors’ feelings of isolation, low self-esteem,
depression, and guilt (Mason, 1990).

The marital relationship is considered by many investigators to be one
of the most important elements of the recovery environment (van der
Kolk et al., 1991; van der Kolk & McFarlane, 1996). Conger, Lorenz, Elder,
Simon, and Ge (1993) suggest that the consequences of childhood trauma
can be moderated by the adaptive mechanism of perceived spousal
support. These investigators maintain that spousal support combined
with the lingering effects of the trauma shape overall marital quality and
the victim’s sense of well-being.

Van der Kolk and McFarlane (1996) suggest that the ability to derive
comfort from another human being predicts—even more powerfully
than does the trauma history itself—whether or not symptoms improve
and self-destructive behavior is regulated. These authors suggest that a
supportive relationship can help survivors regulate their affective states
and manage symptoms such as the disturbing nightmares, flashbacks,
intrusive thoughts, and psychological reactivity characteristic of PTSD.
The ability to turn to a spouse for support at the beginning of a flashback,
for example, is likely to reduce later self-injurious behavior. A secure mar-
ital relationship can also help survivors to (a) modulate overwhelming
negative affects such as shame and anger; (b) improve adjustment to the
alarming, severe symptoms of a trauma response such as feelings of
terror; and (c) curtail withdrawal and avoidance (Mikulincer et al., 1995).

Other researchers have proposed that supportive marital relationships
can mitigate the effects of trauma by acting as a corrective emotional
experience. The relationship with the spouse may become a source of
comfort and security. A sense of emotional safety with a partner can pro-
mote the continued reprocessing and integration of the trauma, thereby
enabling the survivor to become less immersed in the past (McCann &
Pearlman, 1990).

While the marital relationship can be potentially supportive to trauma
victims, research has shown that victims’ marriages are often characterized
by negative affect, especially fear evoked by feeling vulnerable to another
person’s distress. This fear tends to be intense and compelling, and is
typified by hypervigilance and reactivity (Figley, 1986, 1995). The result is
that emotional engagement, one of the central predictors of personal well-
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being, becomes tentative and feelings of alienation and isolation increase in
both spouses (Pierce, 1995). Solomon (1989) highlights this alienation when
discussing the marital relationships of combat veterans. She found that vet-
erans’ withdrawal and immersion in traumatic memories leave their part-
ners feeling extremely lonely and susceptible to a variety of psychological
and somatic complaints. Combat survivors’ partners frequently feel
humiliated and angry. The survivors themselves perceive this reaction in
their partners as an inability to truly understand what they had gone
through. Consequently, the same withdrawal that is so detrimental to an
already distressed marriage is intensified still further in the survivor. This
dynamic has been reported to characterize the marriages of other kinds of
survivors (Matsakis, 1996; Mason, 1990). Withdrawal on the part of the sur-
vivor may be intensified when they feel shame at having been victimized.
Pierce (1995) maintains that this feeling may lead the survivor to “hide”
from people who have not gone through similar experiences, including
their spouses.

Of course, the quality of the relationship can moderate the effects of
the spouse’s STS, just as it does with the survivor’s PTSD. For example, a
study of the wives of veterans suffering CSR as a result of the 1982
Lebanon War found that the higher the wives’ ratings of marital intimacy
were, the less were their negative emotions and the better their mental
health status 6 years after the war (Mikulincer et al., 1995).

HOLOCAUST SURVIVORS AND MARRIAGE

While no exact information exists regarding the number of children
who survived the Holocaust, approximately 50,000 children settled in
Israel after World War II. The clinical literature indicates that the effects
of Holocaust trauma were intensified in individuals who were children
during the war (Gampel, 1992; Krell, 1993). These children lacked the
security and stability ordinarily provided by adult caregivers (Adelman,
1995). Even in cases in which the children had adult support, the adults
were unable to provide basic protection, a necessary condition for normal
development. This appears to be true of both children who were hidden
during the war and children who were sent to concentration camps.

Research indicates that despite the many years that have passed since
World War II, high levels of PTSD persist among many Holocaust survivors
(Yehuda, Schmeidler, Siever, Binder-Brynes, & Elkin, 1997). They are partic-
ularly vulnerable to stressors associated with the process of aging, such as
the loss of work roles as the result of retirement, health problems, and the
age-related losses of friends and relatives. As survivors become older,
former coping strategies may no longer be effective, and bereavement and
health problems may reactivate earlier terrors associated with the Holocaust.
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Such processes in Holocaust victims add to the burdens already
experienced by spouses who have assumed a caregiving role (Johnson &
Williams-Keeler, 1998). In a study by Pennebaker, Barger, and Tiebout
(1989), it was found that the divorce rate in marriages between two
Holocaust survivors is only half that of marriages between survivors and
American-born spouses. They suggested that this lower divorce rate may
be an indication of the palpable admiration of each survivor for the
strength, tenacity, and humanness of their partner in the face of ongoing
suffering. In addition, Hass (1995) and Venaki, Nadler, and Gershoni
(1985) found that in survivor–survivor marriages, both partners expressed
a deep, common bond arising from a life-defining catastrophe.

Communication patterns between Holocaust victims and their spouses
may also affect the degree to which the experience of trauma is
transmitted to a spouse. The spouses of Holocaust survivors may be
exposed vicariously to the deeply traumatic experiences of their partners.
This exposure may cause them to develop similar stress-related
behaviors and other symptoms of psychological distress, analogous to
trauma therapists’ STS.

In our study (Lev-Wiesel & Amir, 2001), we examined STS among a
nonclinical sample of spouses (husbands and wives) of Holocaust
survivors who were children during the war. We assessed (a) the
frequency of PTSD among survivors and the frequency of STSD among
their spouses, (b) the relationship between PTSD symptoms and
psychological distress in the (adult) child survivors, (c) the relationship
between STS symptoms and psychological distress in the nonsurvivor
spouses, and (d) the effect of the degree to which survivors shared their
traumatic memories with their spouses on the level of STS in the spouses.
In addition, we assessed the effect of survivors’ PTSD symptomatology
and extent of memory sharing on marital quality as perceived by their
spouses (we also inquired into gender differences).

THE LEV-WIESEL AND AMIR STUDY

The participants in this study (Lev-Wiesel & Amir, 2001) were 90
married couples (180 individuals). In each couple, one spouse was a
Holocaust child survivor (born after 1926) and the other spouse was a
nonsurvivor (born and raised outside of Europe during World War II).
Couples were recruited from lists of members of two Hidden Child
(Holocaust child survivors) organizations in Israel. Of the survivors, 55%
were men and 45% were women (thus, 45% of spouses were men and
55% were women). The mean age of survivors was 65 years and that of
spouses, 64.5.
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Both survivors and their spouses completed the same anonymous
questionnaires which were then paired. An attempt was made to
standardize the procedure but, as expected, many of the survivors had
difficulty discussing their past, and the interviewers reported that extra
time had to be devoted to establishing rapport with some interviewees.
Data were included in the analysis only when both partners agreed to
complete the questionnaire.

Instrumentation

Instruments used in the study included (a) a PTSD inventory, (b) the
SCL-90, (c) a questionnaire that explored whether the survivor had
shared reminisces of war experiences with the spouse, and (d) the Enrich
Scale for Marital Quality (Olson, Fournier, & Druckman, 1982). In
completing the PTSD scale, the participants specifically related to their
experiences “during the Holocaust,” even if they had experienced
additional traumatic events since that time. Spouses were instructed to
think about the experience of their partner “during the Holocaust.”

The SCL-90 (Derogatis, 1977) measures the severity of general
psychiatric symptomatology and contains nine subscales: somatization,
obsessive–compulsive problems, interpersonal sensitivity, depression,
anxiety, hostility, phobic anxiety, paranoid ideation, and psychoticism.
The Enrich Scale for Marital Quality (Olson et al., 1982) assesses potential
problems and strengths of relationships, such as personality issues,
communication, conflict resolution, financial management, leisure
activities, sexual relationship, parenting and marital roles, and feelings
and concerns about relationships with relatives, in-laws, and friends.

Statistical Analyses

The following analyses were conducted: (a) frequency of survivors
and spouses suffering from full or partial PTSD or STSD; (b) Pearson
correlations between measures of survivors’ PTSD symptomatology, psy-
chological distress, reminiscence sharing as reported by the survivor, and
perceived marital  quality,  and the measures of  spouses’  STS
symptomatology, psychological distress, and perceived marital quality;
(c) a hierarchical regression analysis predicting spouses’ marital quality;
(d) a hierarchical regression analysis predicting spouses’ STS symptoms;
and (e) a multivariate analysis of variance (MANOVA) with survivors’
level of PTSD (high–low) and spouses’ gender as the independent
variables, and spouses’ STS symptoms, SCL-90, and marital quality as the
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dependent variables. In all the analyses, the variables of age, education
and whether or not the person was currently working were controlled.

Frequency of PTSD and STSD

The frequency of PTSD for the survivors and STSD for the spouses
was calculated, and it produced the following significant findings. More
survivors than spouses suffered from full PTSD or STSD (16% and 10%,
respectively), but no difference was found between the survivors and
spouses with regard to partial PTSD/STSD (21% and 22%, respectively).
Among the survivors, no gender differences were evident regarding full
PTSD (10% males and 6% females). However, significantly more females
than males had partial PTSD (7% males and 14% females). Among the
spouses, no significant gender differences were found regarding full
STSD. However, significantly more females than males had partial STSD
(1% males and 21% females).

Trauma Symptoms, Psychological Distress, and Marital Quality

There were positive and significant correlations between survivors’
and spouses’ intrusion scores, and between survivors’ arousal and
spouses’ intrusion scores. Moreover, the data reveal that, of the three
symptoms of STS in the spouses, only intrusiveness correlated with most
of the measures on the SCL-90. Several patterns were evident. First, the
highest correlations present are related to anger–hostility in the survivor,
which is also highly and negatively related to marital quality as
perceived by the spouse. The angry–hostile survivor will have an unhappy
spouse who suffers from a wide range of psychiatric symptoms and from a
relatively high level of STS scores.

In addition, it can be seen that paranoia in the survivor is related to
relatively high levels of distress in the spouse. The same is true, albeit to a
slightly lesser degree, with regard to psychoticism and interpersonal sen-
sitivity. Interestingly, only obsessive–compulsive problems in the spouse
are consistently and significantly related to all the distress scores in the
survivor, including PTSD symptoms. The only exception is the phobic
anxiety score which is significantly related only to avoidance behavior in
the survivor. Another pattern indicated in the data is that marital quality
as perceived by the spouse is significantly related to several of the SCL-90
scores, but not to the PTSD scores of the survivor or to whether or not the
survivor shared traumatic memories with the spouse. In other words,
marital quality was related to psychiatric symptomatology but not to PTSD
scores or to whether the survivor had shared traumatic memories.
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To examine the issue of spouses’ perceptions of marital quality in
greater depth, we performed a forced-step hierarchical regression. In step
one, we entered the demographic variables in which age was the only
significant variable; that is, greater age predicted better marital quality. In the
second step, we entered the PTSD diagnosis of the survivors (full, partial,
or none) and sharing (partial or full). Neither contributed significantly to
the explanation of the variance. In the third step, we entered the interac-
tion between the PTSD diagnosis and sharing. This variable was signifi-
cant, adding another 7% to the explanation of the variance. When the
survivor evidenced no symptoms of PTSD, marital quality as perceived
by the spouse was not affected by memory sharing. However, when the
survivor had either full or partial PTSD, memory sharing significantly
affected marital quality as perceived by the spouse: Spouses who had heard
all of the partner’s traumatic stories in full reported the lowest marital quality.

An additional hierarchical regression was performed with spouses’
STS (total score) as the dependent variable. The spouses’ STS was
significantly explained by their level of education, in that the higher the
spouses’ level of education, the lower their STS symptoms. Furthermore,
survivors’ degree of PTSD contributed significantly to the explanation of
the variance. Spouses married to survivors with full or partial PTSD had
significantly more STS symptoms.

Spouses’ STS and Gender

To examine the effects of gender on spouses’ STS, a one-way analysis
of variance was conducted comparing PTSD, psychological symptoms,
and marital quality. Female spouses were found to have slightly lower
mean levels of paranoia than male spouses. No gender differences were
found on any of the other measures. This finding led us to inquire
whether gender differences were related to the survivors’ levels of PTSD.
To examine the impact of both variables (gender and survivors’ levels of
PTSD) on spouses’ STS, psychological distress, and perceptions of
marital quality, we divided the spouses into four groups according to
gender and their survivor partner’s placement with respect to the median
score on the PTSD Scale. The four groups were as follows: (a) female
spouses whose partners suffer high levels of PTSD, (b) female spouses
whose partners suffer low levels of PTSD, (c) male spouses whose
partners suffer high levels of PTSD, and (d) male spouses whose partners
suffer low levels of PTSD. A MANOVA was conducted among the four
groups with spouse gender and their partner’s level of PTSD as the
independent variables, and spouses’ STS scores, SCL-90 scores, and
perceived marital quality as the dependent variables.
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The MANOVA revealed a main effect for PTSD for the following
variables: anger and hostility, anxiety, depression, interpersonal
sensitivity, obsessive–compulsive behavior, and spouses’ PTSD. A main
effect for gender was found for the following variables: somatization, GSI
scores, psychoticism, phobia, paranoia, and spouses’ PTSD. In addition,
the results revealed a significant interaction, in that female spouses whose
partners suffered from high levels of PTSD had higher levels of STS and
psychological symptoms of distress than male spouses whose partners suffered
from high levels of PTSD. This effect was present for the following
variables: depression, interpersonal sensitivity, obsessive–compulsive
behavior, somatization, and marital quality. No interaction effect was
found for spouses’ PTSD.

DISCUSSION

The findings presented here indicated that about one third of the
spouses, both wives and husbands, suffered either full or partial STSD.
The results further showed that intrusion and arousal in the survivor
were significantly associated with intrusion in the spouse, though this
correlation was relatively low. On the other hand, it was found that
distress in the survivor, particularly in the form of anger–hostility,
paranoia, and interpersonal sensitivity, was highly correlated with a
wide range of distress scores in the spouses.

Two variables were found to significantly explain STS among
spouses—their partner’s level of PTSD and their own level of education.
Another finding was that female spouses displayed more evidence of
psychological distress than male spouses, especially when their partner
suffered high levels of PTSD. Finally, spouses whose partners suffered
from full or partial PTSD and who shared their traumatic reminisces
reported significantly lower marital quality than spouses whose partners
did not suffer from PTSD, irrespective of whether the survivor had
shared the story or not.

PTSD AS A FAMILY SYSTEM

Findings regarding the frequency of full and partial STSD among
spouses clearly suggest that Holocaust-related distress is, in many cases,
part of the family system. Despite the fact that they did not physically
experience Holocaust trauma themselves, spouses of survivors suffer
trauma-related symptoms such as intrusive thoughts, avoidance, and
heightened arousal. In light of these results, the question that arises is this:
By what mechanism does this secondary traumatization come about?
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One answer may lie within the context of the couple-dyad in the
family system—spouses of survivors may develop an ongoing sense of
responsibility for their suffering partner. This may occur as a result of
prolonged exposure to their partner’s anguish as expressed in the
partner’s traumatic reminiscences, psychological symptoms of distress,
and PTSD symptomatology. Figley (1995), when discussing STS with
therapists and other caregivers, suggested that a lack of relief from the
burden of responsibility for the sufferer, together with a sense of prolon-
ged exposure, is likely to stimulate symptoms of PTSD, depression, and
generalized anxiety in the caregiver.

EMPATHY

Miller, Stiff, and Ellis (1988) studied secondary traumatization in rescue
teams and proposed that STS occurs as a result of one’s empathic capacity,
actions toward the sufferer, inability to obtain relief from these actions
through depersonalization, and a sense of satisfaction derived from help-
ing to relieve suffering. Extending this hypothesis to the processes occur-
ring in a marital dyad, it is likely that spouses of Holocaust child survivors
empathize with their partners’ constant suffering and pain. To ease this
pain, spouses may encourage their partners to share their traumatic mem-
ories with them. While sharing usually adds to couples’ marital quality,
this is not the case with Holocaust survivor couples. When horrifying, ter-
rible memories are shared by the survivor and the spouse empathizes (and
often identifies) with the feelings of the sufferer, the spouse may be swept
up in the emotions of the survivor. As one survivor’s wife said:

“When I think about what he had to endure, how much he suffered, I
forgive him for all his angry outbursts and inconsiderate behavior … if I
could only help him forget … my heart breaks when I hear him cry at night
during his nightmares. …”

Figley (1995) suggested that empathy and emotional contagion account
for the extent to which the caregiver makes an effort to reduce the pain of
the sufferer. Survivors’ spouses, especially women, seem to become a sort
of perpetual container for their partners’ distress (Feld, 1997). From an
object relations perspective on couple interaction, which assumes that each
partner grows through attachment to the other, it may be that survivors
expect their spouses to provide them with a permanent containing envi-
ronment (Feld, 1997). Metaphorically, survivors have a “black hole” in
their interpersonal, intersubjective space. This space is dominated by an
intensely compelling feeling of inner deadness (Eshel, 1997). Even if they
succeed in detaching themselves from this feeling, they remain petrified
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within their interpersonal space because the threat of being drawn back
again remains imminent. Consequently, survivors may find it difficult to
form object relations characterized by closeness and intimate bonding
(Eshel, 1997). Eventually, spouses’ acceptance and identification with the
difficult role of containing their partner is likely to influence their own psy-
chological well-being (Rosenbaum & Garfield, 1996).

LIVING WITH AN ANGRY PARTNER

Interestingly, the results also suggested that the most difficult
situation to live with is when the survivor displays angry–hostile
behavior. One interpretation of this finding is that the angry survivor
externalizes frustrations, making the spouse the target. Thus the spouse
may be trapped between empathy, identification, and understanding
the survivor’s suffering and being constantly hurt and rejected. The
results imply that the mechanism of transmission of STS may be more
about the demands of living with a symptomatic spouse with anger,
hostility, and paranoia than the result of empathic listening (and hear-
ing of the horrors of the trauma from someone who is close enough to
cause the listener to lower defensive assumptions of being safe and
trauma happening only to others). It seems that it is not empathy that
makes it difficult to live with a trauma survivor but the fact that the
survivor might be a very difficult person. In the words of a survivor’s
wife:

“I frequently feel so helpless, he gets so mad over small things, unimportant
issues, makes such a fuss over stupid things … nothing I say calms him …
sometimes, I feel he blames me for his parents’ death, for what he had suf-
fered … me and our grown up children learned to be so cautious when
approaching him … not to make him upset. … I remember once I came back
from shopping with my daughter, he was furious with no apparent reason.
… After bursting out he shuts up, doesn’t talk to me or to the children,
doesn’t pick up the phone, behaves as if we are air to him … it lasts days in
which I try every way I possibly can to restore contact. … Secretly, I some-
times wish he was dead. …”

Another survivor’s wife said:

“My biggest problem is that I pity him. I think I am actually a battered wife,
not physically but emotionally. … He becomes so bitter, sometimes
detached, [like] I am invisible. … [He doesn’t] care how it makes me feel. …
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A male spouse of a survivor described:

“I never know when and how to approach her … how she will react. … She
tends to be so depressed … anxious at times with no apparent reasons. … It
makes me furious and I am afraid one day I will be violent.”

The results here suggest that the survivor’s anger, hostility, and
paranoia are more powerful factors than the trauma variables of
intrusion, avoidance, and hyperarousal. It is possible that the spouse of the
survivor suffers more from living with a difficult person than living with a
suffering person. The guilt that both spouses and society at large feel
towards Holocaust survivors may interfere with the freedom to admit
that one is dealing with demanding people, often with immature
personalities.

SHARING MEMORIES

Waysman, Mikulincer, Solomon, and Weisenberg (1993) suggested
that wives who perceive their marital relationship as satisfying may be
less affected by the “compassion trap” (i.e., giving up one’s own needs
in order to satisfy those of another) than wives who are dissatisfied.
However, in our study, some spouses of survivors who reported having
good marriages still evidenced psychological symptoms of distress.
This was particularly true when the survivor has shared his or her trau-
matic memories with the spouse. Marital quality was negatively
affected by memory sharing only when the survivor had PTSD. In gen-
eral, these findings suggest that the survivor who has PTSD (i.e., the
survivor who displays continual symptoms of distress) and who also
talks about the traumatic experiences creates the least positive marital
environment. In these cases, PTSD may lead to obsessive and repetitive
talking about past trauma. Under these conditions, the survivor’s
spouse may be more likely to feel helpless in the role of a container.
Survivors who do not have PTSD may be able to talk about their experi-
ences less emotionally so that the marital relationship is not affected
negatively.

GENDER DIFFERENCES

The findings regarding gender differences are consistent with a large
body of scientific knowledge indicating that, in general, women suffer
more mental disorders than men, particularly depression and anxiety
(Kessler,  1995). According to our results,  women suffer more
psychological distress than men when they are married to a Holocaust
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child survivor. One explanation of this difference may be that women
often perceive marriage as proof of their abilities and achievement in soci-
ety. As such, marriage may be associated with these women’s sense of
self-esteem (Hyde, 1991). Therefore, the more the wife invests efforts in
relationships at home (in the current study by acting as a container to her
spouse’s sufferings), the greater her success or failure in sustaining the
well-being of each member of the family (Conger et al., 1998).

CONCLUSION

One implication of this study is that spouses who live with
traumatized partners are themselves in need of support. Living
intimately with a symptomatic person who has experienced atrocities can
exert a profound influence on one’s life. The findings of this study
indicate that this influence may be felt through experiencing similar
trauma-related symptoms or by becoming depressed and anxious. The
question of who contains the container remains as yet unanswered.

The current findings suggest that living with a trauma survivor is
indeed a difficult task. In contrast to previous studies, we have found
that the spouses’ secondary traumatic stress symptoms were related
more to the survivor’s hostility, anger, paranoia, and interpersonal
sensitivity than to the survivor’s having shared reminiscences with the
spouse. Further studies will help clarify the process of transmission, but
the results of this study lead us to reconsider the nature of secondary
traumatic stress. Perhaps secondary traumatization within a marriage is
less about a survivor’s trauma being transmitted to, or vicariously
experienced by, the spouse, and is more the result of living with and
caring for a traumatized person who manifests difficult, nontrauma-
related, interpersonal symptoms.

IN MEMORIAM

Professor Marianne Amir, born in Denmark, valued staff member of
Ben-Gurion University’s Behavioral  Science and Social  Work
Departments, died of cancer on January 7, 2004 at the age of fifty-three.
Professor Amir left behind a husband and two sons, as well as numerous
friends, students, and admirers. Marianne Amir was a leading
researcher, both in Israel and worldwide, in the fields of trauma, post-
traumatic disorder and quality of life. She made a unique contribution to
understanding the connection between trauma, psychological symptoms
of distress, post-traumatic growth and quality of life among diverse
population groups such as Holocaust survivors, former army soldiers,
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cancer and fibromyalgia patients, disabled invalids, and casualties of
violence. As a researcher, she served as a member of the World Health
Organization and won research grants from prestigious foundations. As
a lecturer, her students admired her for her knowledge, her humor and
the importance she placed on advancing the next generation of research-
ers. And as a person, Marianne Amir displayed courage and dedication
at the end of her life by using her own personal experiences as the basis
for a study on how society responds to, and copes with, terminally ill
individuals and by documenting her own coping process so that her fel-
low lecturers might use it as a teaching aid.
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The Systemic Impact of 
Traumatized Children

BRIANA S. NELSON GOFF AND KAMI L. 
SCHWERDTFEGER

The child appeared to be about 18 months old, based on her size. In a small
20 × 25 ft playroom with approximately 25 children between the apparent
ages of 18 months and 3 years, this small child stood out to me. She was
extremely thin with dark hair and large eyes—too large. As I sat in the
room with so many children seeking my attention, some using almost
desperate methods, this child captured my attention because she almost
avoided my attention. But her behavior caught my attention because of its
bizarre nature. She covered her ears with her hands; in an attempt to
engage her, I began to mirror her behavior. The instant I raised my hand up
to my head, she flinched and withdrew. Eventually she returned, drawing
close, but never too close—always at a safe distance. Gradually, this child
inched closer to me and I allowed her to have control over her safety zone.
Eventually, she moved close enough to touch me. On the second day, she
continued her progression until she wrapped my arm around her, sat on
my lap with her ears covered, and rocked back and forth. None of these
behaviors alone stood out to me. What was most striking—what was most
disturbing—was that this child whom I thought was 18 months was, in fact,
almost 5 years old.

The above story is a true experience from the first author’s work in a
country profoundly affected by war and terror. This could have been any
country, even the more affluent Western nations. After the trauma has
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passed, there still may be No Place to Be a Child (Garbarino, Kostelny, &
Dubrow, 1991). Perhaps the most serious implications from traumatic
events occur when the trauma is experienced by a child. Clinicians and
researchers know the depth of destruction that occurs for child victims of
traumatic events—destruction that affects their cognitive, emotional,
behavioral, physical, social, and spiritual development. Whether among
child victims or adult survivors of childhood victimization, the
developmental impact of trauma is extensive and often permanently
alters the trajectory of normal development (Pynoos, Steinberg, &
Goenjian, 1996).

The impact of traumatic events on children has received much clinical
and empirical attention. The literature spans a variety of traumatic
events, including war (Apfel & Simon, 1996; Goldson, 1996; Green &
Kocijan-Hercigonja, 1998), terrorist attacks (Dremen & Cohen, 1990;
Schuster et al., 2001), community violence (Dulmus & Wodarski, 2000;
Rozensky, Sloan, Schwarz, & Kowalski, 1993), childhood physical abuse
(Duncan, Saunders, Kilpatrick, Hanson, & Resnick, 1996), childhood
sexual abuse and incest (Courtois, 1988; McLeer, Deblinger, Atkins, Foa,
& Ralphe, 1988; Trickett, Reiffman, Horowitz, & Putnam, 1997), domestic
violence (Black & Newman, 2000; Kilpatrick & Williams, 1997; Osofsky,
1995; Osofsky & Fenichel, 2000), natural disasters (Aptekar & Boore,
1990; Bradburn, 1991; Miller & Kraus, 1994; Swenson et al., 1996), and
traumatic accidents (Stallard, Velleman, & Baldwin, 1998). The
symptoms, neurological effects, clinical treatments, and other factors
related to posttraumatic stress are found in a variety of sources.
However, there is limited literature on the systemic effects when a child
has been traumatized.

Children do not develop in isolation; they develop within the context
of human systems. As members of those systems, children both influence
the systems and are influenced by them. Hence, it is important to
develop a conceptualization of the systemic effects when a child is
traumatized. The purpose of this chapter is to provide an overview of the
systemic effects that occur when a child has been traumatized. The
chapter begins with a general description of childhood trauma, followed
by (a) the individual subsystem effects on the child and (b) the family
system effects, including the parent–child subsystem, the sibling
subsystem, and the extended family subsystem. While it certainly is
necessary to recognize the significant negative effects of childhood
trauma, it also is important to identify the resilience factors that protect
many children from the long-term effects of trauma. The chapter
addresses those resilience factors and concludes with implications for
future research which address the systemic effects of traumatized
children.
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CHARACTERISTICS OF CHILDHOOD TRAUMA

In the past 20 years, we have seen increased recognition of the extreme
impact traumatic events can have on adults and children. In the initial
description of PTSD in the Diagnostic and Statistical Manual of Mental
Disorders, Third Edition (DSM-III; American Psychiatric Association
[APA], 1980), the criteria stated that “this disorder can occur at any age,
including during childhood” (p. 237). The DSM-III-R (APA, 1987)
provided age-specific features to clarify the differential effects of trauma in
childhood and adulthood. The DSM-IV (APA, 1994) included a diagnostic
features section that provided a more detailed description of potentially
traumatic experiences, including those experienced specifically by chil-
dren. The recent developments in the description of PTSD (DSM-IV-TR;
APA, 2000) described specific age features and familial patterns of PTSD.
Thus, recognition of both the individual impact on children and the sys-
temic impact within the family context is increasing.

One of the factors frequently cited as a primary cause of PTSD and
other complex disorders in adulthood is the experience of severe
traumatic events during childhood (Bingham & Harmon, 1996; Pynoos et
al., 1996). There are several factors that contribute to the negative effects
of trauma on children. According to a review of prevalence data by
Saigh, Yasik, Sack, and Koplewicz (1999), the current PTSD rates among
children who have experienced traumatic events range from 0–95%, with
the average and median rate at 37%. Our current knowledge of PTSD
prevalence rates in children is limited because the majority of the studies
are about children who have already been traumatized, rather than
community studies that assess the prevalence of PTSD in the general
population. It is important to note that most research has focused on the
symptoms of PTSD in children (Pynoos et al., 1996). In fact, children who
experience the most negative and intense effects of trauma (i.e., develop
posttraumatic stress disorder) may be the minority of childhood
survivors. Another minority are the trauma survivors who actually expe-
rience “posttraumatic growth” (Tedeschi, Park, & Calhoun, 1998), or who
go on to excel beyond what might be expected, given their previous trau-
matic experiences.

The range of outcomes from trauma is raised here as a description of
the various impacts of trauma on children. There are many outcomes
from trauma, just as there are many types of traumatic events and many
ways in which symptoms are exhibited. In fact, our knowledge of what
trauma does cause (e.g., PTSD) may be more enhanced by understanding
what trauma does not cause (i.e., when the effects are less damaging).

Much of the past research on traumatized children has focused on
gaining an empirical understanding of the individual effects on those
individuals who are most severely traumatized. In order to develop a
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broader understanding of the impact of childhood trauma, it is necessary
to gain a perspective of what factors are instrumental in reducing or
preventing long-term negative effects of trauma. The factors that have
received empirical support related to childhood resiliency will be
described later in this chapter.

Primary traumatic stress. Traumatic events that are experienced directly
by children include, but are not limited to, violent personal assault, being
kidnapped or taken hostage, terrorist attack, school and community
violence, torture, war, natural or human disasters, severe accidents, and
being diagnosed with a life-threatening illness (APA, 1994). Other events
that are not identified in the DSM-IV (APA, 1994) as traumatic, but which
may have traumatizing effects on children either because of the primary
or secondary effects of the event, may include parental death or divorce
(Burman & Allen-Meares, 1994; Dremen, 1991; Hendricks, Black, &
Kaplan, 1993; Karkazis & Lazaneo, 2000), removal of the child from the
home, which results in placement in foster or other institutional care
(Kenrick, 2000), chronic medical conditions and invasive treatment
procedures (Best, Streisand, Catania, & Kazak, 2001; Fukunishi, Tsuruta,
Hirabayashi, & Asukai, 2001; Kazak, 1998; Stuber & Houskamp, 1996),
and related events.

When potentially traumatizing events are experienced directly by chil-
dren, a number of factors determine the extent of the repercussions from
the trauma. Particularly for children, the extent of threat or danger
involved in the traumatic experience (Bingham & Harmon, 1996; Keppel-
Benson & Ollendick, 1993; Monahon, 1993; Pynoos et al., 1996), the sever-
ity or duration of the event (Pynoos et al., 1996; Saigh et al., 2000), the
accumulation of events (Keppel-Benson & Ollendick, 1993; Waller, 2001),
the pretrauma or contextual vulnerability (Monahon, 1993; Shalev, 1996),
and the postevent responses from sources of guidance or support
(Keppel-Benson & Ollendick, 1993; Monahon, 1993) all play a role in the
immediate and long-term effects of trauma on primary victims.

Secondary traumatic stress. In addition to events that are directly
experienced by children, other situations, like witnessing or hearing about
traumatizing events experienced by others, have been acknowledged to
have deleterious effects on children (APA, 1994). The indirect effects of
trauma have been described most frequently in the literature as secondary
traumatic stress (Figley, 1983). The concept of secondary traumatic stress
contends that being in close contact with, and emotionally connected to, a
traumatized person becomes a chronic stressor, and family members
often experience symptoms of traumatization (Catherall, 1992; Figley,
1983, 1995; McCann & Pearlman, 1990; Solomon et al., 1992). In children,
secondary traumatic stress was first described by Rosenheck and Nathan
(1985); they identified the depression, guilt, and rage experienced by the
child of a veteran as a response to the child’s exposure to the parent’s
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PTSD symptoms. Steinberg has suggested that “there are two ways that
children can develop secondary traumatic stress: either through witness-
ing their loved ones undergo traumatic experiences or merely by the
knowledge that these significant others were traumatized, and perhaps
living with the aftermath of the victim’s nightmares, violence, anxiety, or
other symptoms” (1998, p. 31). The problem with this secondary traumati-
zation hypothesis is that there is limited empirical support for the theory.

TRAUMA IN THE FAMILY SYSTEM

The repercussions from trauma can be compared to a ripple in a pond
in which a stone (i.e., trauma) is thrown. A similar picture describes what
happens when the system surrounding the child becomes traumatized,
as in the case of community violence, war, natural disasters, or other
large-scale traumatic events. Figley (1995) identified these events as
simultaneous traumas. Some traumatic events may not directly affect the
context that surrounds the child; however, when the social world around
the child is fractured by trauma, the child is directly affected.

Although the literature on secondary trauma provides a systemic
focus and an understanding of the potential effects traumatic events may
have within the traumatized person’s system, a clear description of the
systemic or interpersonal effects of traumatic stress is needed. In order to
appreciate the systemic implications of child traumatization, we will
review what is known about the individual impact of trauma on children
and the systemic impact of trauma on family systems.

CHILDREN’S REACTIONS TO TRAUMA

Although the specific impact of traumatic events may vary among
individuals, children’s responses to trauma can be categorized into four
general areas: cognitive, affective, behavioral, and severe symptom
formation.

Cognitive

The cognitive effects of trauma represent some of the most widespread
symptoms in children exposed to trauma. Of the PTSD symptom
categories, cognitive alterations are most commonly represented in intru-
sion-reexperiencing symptoms. In children, cognitive changes involve
recurrent and intrusive recollections (Cuffe et al., 1998; Green et al., 1991;
Bradburn, 1991; Terr, 1991), learning problems or a decline in school
performance (Rossman, 1998; Shannon, Lonigan, Finch, & Taylor, 1994),
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and cognitive distortions or lapses in memory (McLeer et al., 1988; Terr,
1981, 1990).

Green and colleagues (1991) found that the most frequent symptom
reported by child traum a survivors ranging from 2 to 15 years of age
involved intrusive mental states of psychological distress, which occurred
when the child was exposed to situations or thoughts resembling the trau-
matic event. Common intrusion-reexperiencing symptoms reported in
other studies of children include: vivid flashbacks (Cuffe et al., 1998;
McLeer et al., 1988; Terr, 1991), intrusive images (Cuffe et al., 1998; Nader,
Pynoos, Fairbanks, & Frederick, 1990; Yule & Williams, 1990), and recur-
ring dreams and nightmares (Bradburn, 1991; Cuffe et al., 1998; Kinzie,
Sack, Angell, Manson, & Rath, 1986; McLeer et al., 1988).

The cognitive changes affecting learning and school performance in
children also are associated with intrusive mental states and recollections.
Deterioration in scholastic performance and learning in children follow-
ing a traumatic experience is commonly explained by limited attention
span and difficulty in concentrating. Research has suggested that limited
attention span and inability to concentrate may be due to certain cognitive
symptoms such as intrusive thoughts, sounds, and images that many
child victims of trauma experience (McLeer et al., 1988; Nader et al., 1990;
Shannon et al., 1994). These cognitive effects also could be described as
symptoms of hyperarousal.

Cognitive distortions often are reported as misperceptions,
disturbances in thought, and lapses in time among children. In a study of
23 children involved in the Chowchilla school bus kidnapping, Terr
(1981) reported such disturbances in cognitive functioning. Terr noted
that some children misperceived their kidnapper, visually hallucinated
during the experience, and developed a confused sense of time. Although
less frequently reported in children, Yule and Williams (1990) reported
that some children show memory lapses in the form of amnesia following
a traumatic event.

Affective

Children exposed to trauma may also exhibit adverse emotional
effects. These alterations in affect may be described best within the
hyperarousal and constriction-avoidance categories of PTSD. Symptoms
of psychic numbing (Terr, 1990, 1991), feelings of detachment (Kinzie et al.,
1986), and constricted affect (Green et al., 1991) have been identified in the
literature on children. Other affective responses may include anger,
anxiety, fear, guilt, confusion, helplessness, distrust, loneliness, and
depression (McLeer et al., 1988; Monahon, 1993; Nader et al., 1990; Terr,
1991).
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In a study of children who had been involved in a school hostage
situation, Vila, Porche, and Mouren-Simeoni (1999) discovered that 81%
of the children were found to have PTSD symptoms associated with
disturbances of emotion. These affective alterations were primarily
manifested as separation and generalized anxiety.

Fear is another commonly noted emotional effect among children
following a traumatic experience. Although fear is not unusual among
children in general, the fears typically related to the shock and stress of
trauma within the life of a child are unique. Through years of research
and study involving childhood trauma victims, Terr (1990, 1991) offered
that children experience two specific kinds of fear following a traumatiz-
ing event: trauma-related fears and “fear of the mundane.” Trauma
related fears are those specific fears that maintain characteristics
particular to the traumatic event. For example, Bradburn (1991) noted
that children interviewed following the 1989 San Francisco Bay area
earthquake, expressed an unusual fear of bridges. Fear of the mundane
may be expressed more generally in childhood trauma victims as fear of
strangers, fear of the dark, or fear of being alone. Although general fear is
not unique to traumatized children, it is the severity and the long-lasting
nature of these fears that set them apart.

Symptoms of emotional numbing also may develop in children.
Specific numbing effects may include a feeling of detachment and
alienation from other people, a loss of interest in activities previously
enjoyed, and a restricted range of affect (Keane, Weathers, & Foa, 2000;
Terr, 1990, 1991). According to Terr (1990, 1991), although children may
experience denial or numbing immediately following a trauma,
emotional numbing is primarily associated with repeated, long-standing,
or extremely severe traumas.

Finally, depressive symptoms frequently appear in children following
traumatic experiences (Boney-McCoy & Finkelhor, 1996; Trickett et al.,
1997). Kinzie et al. (1986) reported that adolescents exposed to massive
trauma reported a number of depressive symptoms including resentfulness,
guilt, self-pity, pessimism, and apathy.

Behavioral

Along with the emotional effects described previously, Vila et al. (1999)
found that a high percentage of children exposed to trauma reported
behavioral disturbances. As with the affective responses to trauma, the
behavioral reactions may fall into the hyperarousal and avoidance
categories of PTSD. The most frequently identified behavioral symptoms
in traumatized children are hypervigilance (Green et al., 1991) and avoid-
ance or withdrawal behaviors (Bradburn, 1991; Kinzie et al., 1986; McLeer
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et al., 1988; Nader et al., 1990; Thabet & Vostanis, 2000). Behavioral indica-
tors related to hypervigilance may include extreme fear or phobic reac-
tions, exaggerated startle responses, reenactments or repetitive
posttraumatic play, and sleep disturbance (Kinzie et al., 1986; Monahon,
1993; Nader et al., 1990; Terr, 1990, 1991). Avoidance and withdrawal
behaviors may include avoidance of activities, individuals, and places that
serve as a reminder of the trauma, as well as a loss of interest in previ-
ously enjoyed activities or individuals (Terr, 1991). Bradburn (1991) found
that 55% of the children in his study reported actively avoiding situations
and places that reminded them of the traumatic event.

Severe Symptoms

As described previously, PTSD in children has been identified as one
of the outcomes associated with severe traumatic experiences. In addi-
tion, childhood disorders such as attention deficit and hyperactivity dis-
order (Wozniak et al., 1999), conduct disorders (Pelcovitz, Kaplan,
DeRosa, Mandel, & Salzinger, 2000), separation anxiety disorder (Pelco-
vitz et al., 2000), major depression and suicidality (Pelcovitz et al., 2000;
Terr, 1991; Whitbeck & Hoyt, 1999; Wozniak et al., 1999), high risk or self-
injury behaviors (Terr, 1991; Mahony & Campbell, 1998), substance abuse
(Pelcovitz et al., 2000), and other childhood disorders may result from
traumatic experiences.

Research has suggested that children are more likely to develop severe
symptoms with more serious traumatic events. Wozniak et al. (1999)
found a significant association between trauma and the development of
major depression and dysthymia in children. Boney-McCoy and
Finkelhor (1996) reported that among traumatically victimized children,
sexual abuse victims reported the highest level of PTSD and depression
symptomatology.

Although these severe symptoms and disorders may be easy to
identify and diagnose when manifested in childhood trauma victims, this
does not guarantee that severely affected children will receive the
appropriate treatment following a traumatic event. The critical,
immediate attention required by these serious problems may mask the
true source of the problems and leave the traumatic experiences
unrecognized and unresolved (Terr, 1991).

EFFECTS ACROSS DEVELOPMENTAL STAGES

For children, traumatic experiences occur within the context of growth
and development. Recent studies have found that the consequences and
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effects of traumatic events do, in fact, vary according to the age and
developmental level of the child involved (Johnson, 1998). Shannon et al.
(1994) found significant differences in PTSD symptomatology between
groups of older and younger children involved in their study. Similarly,
Green and colleagues (1991) discovered that younger children exposed to
a traumatic natural disaster reported fewer avoidance and withdrawal
symptoms than older children. The authors reasoned that these observed
differences, associated with age and developmental levels, were the
result of varying levels of cognitive capability. According to Green et al.
(1991), younger children lack the cognitive ability to organize and under-
stand the traumatic event and, consequently, operate in a more disorga-
nized state following the trauma. Older children with greater cognitive
ability are able to understand and respond to the trauma in a more
sophisticated manner and use more avoidance techniques.

The variance in the effects of trauma on children can be divided into
three primary stages of age and development: early childhood (birth to 5
years), middle childhood (6 to 12 years), and adolescence (13 to 18 years).
The following sections summarize the research that describes the various
effects of trauma at these developmental stages.

Early childhood. The developmental limitations of early childhood often
hinder infants and young children from assessing and communicating
the specific effects of a traumatizing event. Terr (1988) reported that
children typically only develop verbal memory of a traumatic event
between 2½ to 3 years of age and, even then, most recollections are spotty
and incomplete. Therefore, it is not surprising that the most common
symptoms reported in younger victims of trauma fall under the category
of behavioral effects rather than cognitive symptoms. In a study of pre-
school-age children exposed to trauma, Terr (1988) found that the most
consistent and prevalent behavioral effects included posttraumatic play,
personality changes, and trauma-specific fears. Saylor, Swenson, and
Powell (1992) also noted that parents of preschool-age children exposed
to a traumatic natural disaster reported several observable behavioral
effects in their children represented by increased aggressive, antisocial,
and hyperactive behaviors.

Other commonly reported effects specific to preschool-age children
include withdrawal, reenactments involving traumatic themes (Johnson,
1998; Swenson et al., 1996), anxious attachment behaviors or separation
fears (Erickson, Egeland, & Pianta, 1989; Swenson et al., 1996), regression
to previous levels of developmental functioning (Mahony & Campbell,
1998; Swenson et al., 1996; Terr, 1991), disruptions in sleeping and
toileting (Mahony & Campbell, 1998), startle responses or freezing
behaviors (Swenson et al., 1996), repeated retelling of the traumatic event
(Swenson et al., 1996), changes in behavior, mood, and personality (Terr,
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1988), general or trauma-specific fears, and psychosomatic symptoms
(Monahon, 1993; Terr, 1988).

Middle to late childhood. Effects specific to school-age children may
include a decline in school performance or learning problems, restricted
and depressed affect, anxious arousal or hypervigilance, fearfulness or
fear of recurrence of the trauma, sleep disturbances, behavioral
problems, regression to previous levels of developmental functioning,
visual image and traumatic memory intrusion, problems relating to
peers, more elaborate reenactments in their play, psychosomatic
symptoms, and feelings of guilt (Johnson, 1998; Mahony & Campbell,
1998; Monahon, 1993; Thabet & Vostanis, 2000).

Lystad (1984) reported that although confusion and anxiety were
apparent for children across all developmental stages, psychosomatic
symptoms and depression did not emerge until middle childhood for
traumatized children. Terr (1991) reported that trauma-related dreams
and nightmares become more prevalent in school-aged children.
Differences in the manifestation of traumatic effects in males and females
also become more visible during middle childhood. Males tend to
display more aggressive and disruptive behaviors and attitudes, whereas
females begin to show less obvious symptoms and signs of trauma, for
example, eating disorders and changes in relationships (Mahony &
Campbell, 1998).

Adolescence. Effects specific to adolescent development include acting-
out and risk-taking behaviors, self-criticism, efforts to avoid overwhelming
feelings (e.g., substance abuse and sexual promiscuity), social withdrawal,
thoughts of revenge, and action-oriented responses to trauma, anxiety,
hostility, running away, delinquency, and flight into adulthood (Mahony &
Campbell, 1998; Monahon, 1993; Osofsky, 1995; Sugar, 1999). Lystad (1984)
indicated that aggressive behaviors emerged during adolescence in trauma-
tized children. Yule and Williams (1990) found that adolescents exposed to
trauma reported more avoidance symptoms than intrusion symptoms.

Research findings also have suggested that adolescents are more likely
to exhibit severe symptom formation. Pelcovitz and colleagues (2000)
reported that adolescents exposed to trauma had significantly higher
rates of diagnosis for a number of disorders, including major depression,
conduct disorders, and oppositional defiant disorders. In his review of
research on adolescent maltreatment, Garbarino (1989) concluded that
“adolescents at high risk for maltreatment are less socially competent
and exhibit more developmental problems than their peers” (p. 701).

Child-focused research provides important information needed to
understand childhood trauma on an individual level, but in order to
truly understand the relationship between children and trauma, the
impact of a child’s traumatic experience upon the larger family system
also must be assessed.
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FAMILY SYSTEM EFFECTS

Child traumatization affects the family in different spheres of func-
tioning and in different relational areas. It is helpful to view the impact of
the child’s trauma on the different subsystems of the overall family
system.

Parent–Child Subsystem

Parents, siblings, grandparents, members of the extended family, and
people in the child’s social network often are the hidden victims of a
child’s trauma (Monahon, 1993). The range in responses of parents and
family members is as diverse as the types of traumatic experiences and
reactions of the individual survivors. Reactions similar to the primary
survivor’s trauma responses may be present, such as recurrent memories
of the events, feelings of isolation, helplessness, guilt, and shattered
beliefs (Monahon, 1993; Rinear, 1988). Parents may constantly search for
ways to make sense of or explain the event, often in an attempt to reduce
their sense of helplessness or lack of power.

The family may serve as a resource for increased support and coping
or as an obstacle that blocks the traumatized child’s adjustment and
recovery (Compas & Epping, 1993). The term trauma membrane refers to
the protective environment surrounding a trauma survivor (Lindy, 1985;
Rozensky et al., 1993). The trauma membrane imposed by the family sys-
tem of the traumatized child can provide the protection needed for the
child, or it may block outside resources (e.g., mental health professionals
and medical personnel) from entering the system to provide necessary
services. These family systems may become “trauma-organized systems”
(Banyard, Englund, & Rozelle, 2001; Bentovim, 1992), with interactions,
cycles, and patterns related to the traumatic experience manifested on a
systemic level.

Parental response to children’s trauma. A primary component in the
parent–child subsystem effects of trauma is parental reaction to the
trauma (Fletcher, 1996). When parents were overwhelmed by their own
traumatic experiences or were unable to provide effective emotional sup-
port to their children, their traumatized children experienced more nega-
tive effects, including greater stress and increased length of recovery
(Willard, 1998). Steinberg (1998) identified one of the main systemic
themes in the literature as the vulnerability of children to their parents’
reactions. In her review of research on various traumatic events, she
found that the reactions of parents or significant others may have a
greater negative impact on children than the severity of the children’s
own trauma experiences or their direct exposure to these.
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Barnes emphasized that “parents who must deal with the sudden
traumatization of someone they love, who must cope with the physical,
emotional, and behavioral changes that often follow trauma, and who
must face their own uncertainty and personal vulnerability are clearly
candidates for this secondary traumatization” (1998, p. 76). The
secondary traumatic effects on parents and significant others may result
from exposure to the symptoms of the primary victim of the event
(Barnes, 1998; Figley, 1995). Thus, the impact on parents of traumatized
children most often involves the traumatic nature of the primary victims’
physical and emotional condition (Barnes, 1998). This pattern has also
been seen in the parents of children diagnosed with a life-threatening ill-
ness (Kazak, 1998).

Some research has suggested that mothers whose children have
reported being sexually abused have heightened stress and PTSD
symptoms—particularly women who experienced their own sexual
abuse during childhood (Timmons-Mitchell, Chandler-Holtz, & Semple,
1996). Newberger, Geremy, Waternaux, and Newberger (1993) found ele-
vated emotional distress symptoms in mothers of CSA victims; however,
a significant correlation between mothers’ and children’s symptoms was
not found. Although the authors suggest caution in the interpretation of
these results, it appears from this study that symptoms in the mothers
may be more directly related to the trauma of the sexual abuse than to
the specific trauma symptoms of the children. Lipton (1997) found that
higher caretaker distress was positively related to child distress in a sam-
ple of sexually abused children. Compas and Epping (1993) indicated
that “parental distress may impede the ability of parents to assist their
children in coping with both major and minor levels of stress” (p. 22).
Research on other traumatic events has found that parents of murder vic-
tims experienced symptoms characteristic of PTSD (Applebaum & Burns,
1991; Rinear, 1988). This research supports the premise that distress lev-
els in parents may significantly affect the amount of distress experienced
by traumatized children.

The family’s current level of adaptation and the amount of disruption
caused by the trauma are primary systemic factors that affect children
(Cicchetti, Toth, & Lynch, 1997). When there are disparate reactions or
coping styles in each of the parents of a traumatized child, a cycle of
tension may occur in the couple relationship that has a negative impact
on the child (Handford et al., 1986; Monahon, 1993). This may create a
polarizing cycle that is difficult to break; it is similar to what is seen in
couples in which one or both partners have been directly traumatized
(Nelson, Wangsgaard, Yorgason, Kessler, & Carter-Vassol, 2002).

Some parents may be overwhelmed by a traumatic event (their own or
their child’s) and may minimize the effects, which may leave them
immobilized and unable to effectively support the child (Marans,
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Berkman, & Cohen, 1996). Minimization of the effects may occur in
parents because of their own past traumatic experiences (e.g., “It wasn’t
as bad as what I experienced.”) or because they feel inadequate to help
the child cope with the effects of the trauma. Parents who are able to
manage and regulate their reactions to traumatic events will be more
likely to effectively support and protect their child (Monahon, 1993).
Conversely, parents may overidentify with the child’s trauma, either
because of retraumatization from the parents’ previous trauma
experiences or because of the secondary trauma effects of wanting to care
for and protect their child.

Impact of parental trauma on children. Steinberg (1998) identified two dif-
ferent avenues through which children can develop secondary traumatic
stress as a result of parental trauma: (a) direct witnessing of a parent’s
trauma (e.g., domestic violence and sexual assault) or (b) direct experi-
encing of the posttraumatic reactions or symptoms in the parent (e.g.,
nightmares, flashbacks, and startle responses). Much of the literature on
the children of trauma survivors has focused on the children of war sur-
vivors, primarily the Holocaust (Bar-On, 1996; Bergmann & Jucovy, 1982;
Danieli, 1985; Kestenberg, 1982; Swenson & Klingman, 1993) and Viet-
nam veterans (Ancharoff, Munroe, & Fisher, 1998; Kulka et al., 1990; Par-
sons, Kehle, & Owen, 1990; Rosenheck, 1986; Rosenheck & Fontana, 1998;
Rosenheck & Nathan, 1985). Another body of literature addresses the
experiences of a more personal “war,” the intergenerational transmission
of sexual and physical abuse (Buchanan, 1996; McCloskey & Bailey,
2000).

Research by Dulmus and Wodarski (2000) found greater psychological
distress in children whose parents had been directly victimized by
community violence rather than those affected by war. The general
conclusions that can be drawn from this literature suggest that depression,
anxiety, psychosomatic problems, aggression, guilt, and related issues
may be common in the offspring of trauma survivors (Felsen, 1998). An
important conclusion by Kestenberg (1982) that could describe the genera-
tions of trauma survivors is that issues related to survival may be a com-
mon trait that is transmitted from parents to children. The fight to survive
which was central to the survivors of trauma may become central in the
development of their children.

An area that requires further study is the traumatic effects on children
who are not direct victims of abuse or trauma but who witness abuse of a
parent or sibling (Black & Newman, 2000; Kilpatrick & Williams, 1997;
Monahon, 1993). Child witnesses of domestic violence or parental
homicide may experience intrusive memories of the violence,
helplessness, guilt, and PTSD (Kilpatrick & Williams, 1997; Monahon,
1993; Osofsky, 1995). Research indicates that a large number of children,
especially young children, are exposed to domestic violence between their
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parents (Fantuzzo, Boruch, Beriama, Atkins, & Marcus, 1997). Many chil-
dren who experience domestic violence without being the primary targets
of the abuse experience negative effects related to a survivor syndrome,
sometimes seen in other nondirect victims or survivors of traumatic events
(Duran, Duran, Brave Heart, & Yellow Horse-Davis, 1998; Felsen, 1998).

Sibling Subsystem

Siblings of traumatized children may experience feelings of guilt, fear,
anxiety, and (secondary) trauma symptoms similar to those of the
traumatized child (Monahon, 1993). One area of primary trauma involves
sibling abuse, which has been largely unaddressed in the literature
(Wiehe, 1997). Two studies (Green, 1984; Rosenthal & Doherty, 1984)
indicated that abusive siblings were themselves victims of abuse, often
by their parents, highlighting both the intergenerational and intragenera-
tional impact of trauma within families.

Secondary effects of trauma in siblings also occur. Applebaum and
Burns (1991) found that children who had a sibling die unexpectedly
(through accident or murder) were at risk of developing PTSD
symptomatology. Freeman, Shaffer, and Smith (1996) described the impact
of a child’s murder on the siblings, which included unresolved grief and
trauma reactions, continual reminders of the murder, fear of retaliation,
and limited mental health services. An interesting result from this study
was the concern expressed by children about the impact of the sibling’s
death on their parents. These studies suggested that the emotional unavail-
ability or symptomatology of parents following a traumatic event is prob-
lematic for children, both primary and secondary victims (Applebaum &
Burns, 1991; Freeman et al., 1996; Monahon, 1993). Because of the impact
of the trauma on parents, secondary stress reactions in siblings may be
overlooked or ignored (Applebaum & Burns, 1991).

Other Subsystems

As has been shown here, the focus on family trauma from a systemic
lens is limited. Currently, literature is not available that reports the
impact of child traumatization on the extended family system. Amick-
McMullan, Kilpatrick, and Resnick (1991) identified PTSD symptoms in
surviving family members of homicide victims. However, they included
parents, children, spouses, siblings, grandparents, and grandchildren in
the same group, and hence identifying differential effects between imme-
diate family members (children, parents, siblings, spouses, and partners)
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and extended family members (grandparents and grandchildren) was
not done.

Further research on the direct effects on the social interactions and
relationships of traumatized children is necessary. The circle of impact
should be expanded beyond the immediate family system because the
symptoms present in a traumatized child can affect those with whom the
child interacts at all system levels.

RESILIENCE TO CHILDHOOD TRAUMA

It is not unusual that one child will somehow emerge as more compe-
tent or successful than siblings who were exposed to the same negative
environment. The resilient child is one who emerges as competent and
confident when others are adversely affected by negative circumstances
such as poverty, neglect, alcoholism, violence, and abuse (Tedeschi et al.,
1998). Resilience refers to some underlying characteristic that allows
certain individuals to succeed in spite of adversity (Waller, 2001).
“Resilient children are those who have benefited from protective factors,
show a pattern of successful adaptation, and are expected to continue to
do well despite the presence of powerful risk factors” (Aldwin & Sutton,
1998, p. 49). The ability of resilient children to obtain successful outcomes
involves an interplay between the child’s basic traits and the environment
(Waller, 2001). Certain personality traits or behaviors in children can elicit
positive responses from the environment (e.g., positive performance by a
child may initiate praise from a significant adult). In addition, certain
environmental factors must create a positive crucible in order for the resil-
ient child to find success. Resiliency factors are evident in two ways: (a)
They help children recover from trauma more successfully, and (b) they
provide protection to help children sustain competence under threat
(Masten, Best, & Garmezy, 1990).

Research on resiliency factors in children can be described in the
following four categories: (a) personality, (b) cognitive, (c) affective, and
(d) behavioral. Personality factors that render children more resilient
include having an agreeable temperament, an ability to feel empathy for
others (including the perpetrator), and being extroverted and social (Ald-
win & Sutton, 1998; Waller, 2001). Cognitive factors include children’s
ability to be creative and show initiative in getting their needs met, being
insightful, and possessing a world view beyond the trauma (Tedeschi,
1999). Affective or emotional resilience involves the ability of children to
manage their emotional reactions, to experience and express a broad
range of emotions, and to maintain a sense of humor (Apfel & Simon,
1996; Waller, 2001). Behavioral characteristics include the ability of resil-
ient children to be tenacious in their pursuit of goals, even when not
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encouraged or rewarded by others, to actively generate positive
relationships with peers and adults, to be resourceful in dire situations,
and to provide self-soothing when necessary (Apfel & Simon, 1996;
Valentine & Feinauer, 1993).

FUTURE RESEARCH ON THE SYSTEMIC EFFECTS OF 
TRAUMATIZED CHILDREN

There is much work to be done empirically to investigate the impact of
traumatized children. Further investigation needs to focus on the child and
particularly on the interaction between the child and the broader system.

The Individual Child

Further research on the individual impact of trauma needs to focus on
understanding the differential effects of various types of traumatic events
and the longitudinal effects of trauma in children. Much of the current
research focuses on adult survivors of childhood trauma and is
retrospective in nature. There are few studies that track the long-term
effects of trauma from childhood through adulthood and later life.
Notable exceptions are the work by Nader et al. (1990), Terr (1991),
Ventegodt (1999), and Wozniak et al. (1999). Nader et al. (1990) found
continued symptoms of PTSD in children exposed to a school attack at
the 14-month follow-up; however, the severity of symptoms had
decreased for all participants. Similarly, Thabet and Vostanis (2000)
found a reduction in PTSD symptoms at the 1-year follow-up in children
traumatized by war.

It is also important to know more about the population of childhood
trauma survivors who do not endure the most severe symptoms (e.g.,
PTSD). Research tends to focus on the minority who appear to suffer the
most, but it may be helpful to understand what seems to be the
majority—those who suffer some symptoms but do not qualify for the
full PTSD diagnosis. This group also could include those more resilient
individuals who are less negatively affected but do not rise above, or
even “excel” from, the trauma. This less visible group requires further
study, particularly since they may not be the population most likely to
seek mental health services related to their previous trauma experiences.

The Broader System

It is necessary to gain a thorough empirical understanding of the
broader systemic impact of trauma. This systemic focus is lacking in cur-
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rent literature. Research on the systemic effects of trauma can address the
specific interpersonal dynamics that are affected when a child is
traumatized, the posttrauma changes in the family structure and function,
and the appearance of secondary and transgenerational traumatic stress in
other family members. In addition, several specific issues are still poorly
understood when families must contend with a traumatized child.

The child’s developmental age. One area that requires more research is
the impact of the child’s developmental age at the time of the trauma, not
only for understanding the effects of the trauma on the child but also for
understanding the effects of the child’s reaction on the rest of the family
system. For example, in families with younger children who have not
developed the cognitive capability to understand what has occurred,
there may be increased stress placed on the family system, particularly
the parents or caregivers who are struggling to understand and cope
with increased fears, posttraumatic play, nightmares, or other symptoms
in the child.

Extent of family resources. In family systems with limited resources,
additional stress placed on the family system by the traumatized child is
likely to compound problems already present in the family.1 Increased
blaming of the child, denial of negative repercussions from the trauma,
general lack of support or concern for the child, and failure to access
necessary services may become a primary mode of operating within the
family and place members at risk of further traumatization.

Unrevealed trauma. For many traumatized children and families, their
pain becomes a central focus in their functioning. Many traumatized
children maintain in silence the “secret” of the trauma and their pain;
they are then deprived of the support they need from their parents,
siblings, and others. When parents and other members of the family
system are not aware that the trauma occurred, trying to understand the
symptoms or changes can be especially difficult and may affect the
treatment significantly.

FAMILY THERAPY

We believe that family therapy still holds considerable undeveloped
potential for helping families dealing with child trauma. Although often
viewed as an adjunctive treatment for trauma (Riggs, 2000), family-
focused treatment may be the most effective treatment when the victim is
a child. It takes advantage of the most influential relationships in a

1. Editor’s note: See chapter 2 for an in-depth discussion of the loss spirals that
develop in families with limited resources.
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child’s life, both by supplementing the parents’ direct efforts to provide
external ego support to the child and by increasing the support and
resources available to the entire family. Family therapy can also help
reduce the barriers and limitations imposed by an impaired trauma
membrane. Effective family therapy interventions and clinical
approaches need to be developed and evaluated in order to provide the
most beneficial treatment to child trauma survivors and their families.

CONCLUSION

This chapter provided a review of the current research on the
traumatization of children. The child survivor experiences many cognitive,
affective, behavioral, and psychological changes. In addition, the interper-
sonal or family system experiences extensive repercussions from trauma
to a child member. Understanding trauma within the family system is
important to gain a perspective of trauma beyond the individual or pri-
mary trauma victim.

When we consider the extent to which a traumatic event affects a child
and the number of people with whom that child has contact throughout
its life, we cannot help but conclude that a single traumatic event does
not have a single victim. The repercussions from trauma ripple through
many human systems, particularly when the trauma occurs to a child.
Identifying and understanding those repercussions are a necessary next
step in the overall treatment of traumatized children.
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Adult Attachment and Trauma
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One of the most significant areas of risk studied in developmental psy-
chopathology has been that of child maltreatment. Children who experi-
ence maltreatment exhibit difficulties in most developmental domains
and in their ability to successfully resolve stage-salient developmental
issues including attachment, self-development and autonomy, emotion
regulation and development, behavioral regulation, and social develop-
ment (Cicchetti, 1989; Cicchetti & Howes, 1991). Maltreated infants are at
increased risk of having an insecure attachment (Cicchetti & Barnett,
1991; Crittenden & Ainsworth, 1989; McCrone, Egeland, Kalkoske, &
Carlson, 1994) or an atypical attachment (Crittenden, 1988; Toth & Cic-
chetti, 1996) with their primary caregivers. Maltreatment appears to have
a lasting impact on individuals, continuing through adolescence and
adulthood. Formerly maltreated adults have difficulty with interpersonal
adjustment, relationships, and substance abuse (Alexander & Anderson,
1997; Roche, Runtz, & Hunter, 1999). Personality disorders and psychiat-
ric symptoms are also commonly reported (Alexander et al., 1998; Briere
& Runtz, 1988; Muller, Sicoli, & Lemieux, 2000). Many of these psychiat-
ric symptoms and maladaptive behaviors are being linked to both infant
and adult attachment styles (Alexander & Anderson, 1997; Briere &
Runtz, 1988).
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ATTACHMENT AND INTERNAL WORKING MODELS

Theory and research on attachment were pioneered by John Bowlby.
Bowlby’s attachment theory was based on ethology and evolution
theories; he emphasized the importance of child–caregiver interactions in
the development of basic cognitive, behavioral, and affective systems
(Bowlby, 1980). He conceived the attachment process as a behavioral sys-
tem with the purpose of regulating contact-maintaining behaviors by
infants with specific caregivers who provide physical or psychological
safety or both (Bowlby, 1969; Berman & Sperling, 1994). He defined
attachment as an emotional bond characterized by proximity-maintain-
ing behavior with a specific person, especially under stressful
circumstances. Bowlby (1988) maintained that the capacity to establish
close, secure attachments to other people through affectional bonding is
essential to adaptive development and functioning throughout life.

Research on Attachment

Ainsworth, Blehar, Waters, and Wall (1978) designed an experimental
observation technique called “the Strange Situation” to examine the
attachment bond between infants and caregivers. The Strange Situation
involved the observation of infants’ reactions to controlled separations
from, and subsequent reunions with, their caregivers. Ainsworth was
able to identify three specific categories of attachment. Securely attached
infants trust their caregivers and a bond forms that ensures safety
(Bowlby, 1980; Crittenden & Ainsworth, 1989). These children show
signs of distress when separated from their parents, seek contact and
comfort from the parents when reunited, and then are able to use their
caregivers as secure bases from which to investigate their surroundings
and return to play (Berman & Sperling, 1994). Another type of
attachment category is the insecure–avoidant style. Insecure–avoidant chil-
dren tend to feel that they are unloved and they also tend to lack self-
defensive and help-seeking behaviors. This style is characterized by
exhibiting distress signs during separation from the parent and rejection
of, or inattention to, the parent upon reunion (Berman & Sperling, 1994).
The third type of attachment category identified by Ainsworth (1973) was
the insecure–resistant style. This category is characterized by high distress
during separation from the caregiver and ambivalence—observed as a com-
bination of approach and rejection directed toward the caregiver—upon
reunion.

It should be noted that children characterized by these three attachment
patterns have also shown specific behavioral differences outside the
Strange Situation. Secure children have been observed to have better
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interactions with others, to feel comfortable exploring their environment,
and to demonstrate resiliency in their emotions. The avoidant children are
often considered to be more attention-seeking at school and anxious or
fearful with caregivers at home. The resistant children are often reported to
show clinging behaviors, fear of their surrounding environment, and emo-
tional reactivity (Berman & Sperling, 1994).

Child attachment researchers describe a fourth attachment category to
encompass many children who do not fall in the traditional classifica-
tions (Carlson, Cicchetti, Barnett, & Braunwald, 1989; Crittenden, 1985;
Main & Solomon, 1986; Main & Weston, 1981). Crittenden (1985) referred
to this fourth category as avoidant–ambivalent. It is considered to arise
when the primary caregiver’s behavior is consistently and severely dis-
torted. Avoidant–ambivalent infants show a combination of high
proximity-seeking, high avoidance, and high resistance, a combination of
behaviors evidenced in traditional attachment styles. Other researchers
have proposed a fifth category called the disorganized–disoriented type
(Type D) (Main & Solomon, 1986), characterized by a lack of coping abili-
ties for dealing with separations and a lack of coherent behavioral orga-
nization in the Strange Situation. Type D infants may show odd
symptoms when they are with caregivers, such as dazing, freezing,
apprehension, and interrupted movements. Unpredictability in the pri-
mary caregiver’s behaviors and responses may be the crucial factor in the
formation of the disorganized attachment style (Greenberg, Cicchetti, &
Cummings, 1990; Main & Solomon, 1986).

Working Models of Self and Other

Bowlby (1969) considered the primary attachment bonds critical to
personality and social development, operating through the creation of
internal working models of the self and others. He posited that internal
working models grow from repeated experiences with the primary
caregiver through which children start to develop expectations about
how future interactions will operate (Bretherton, 1990; Main, Kaplan, &
Cassidy, 1985). A sense of security is derived from positive models of self
and others. The positive working model of others represents a child’s
views of attachment figures as reliable for support and protection when
required. Similarly, the positive working model of self represents a
child’s beliefs that he is loved and accepted by other people. If the mother
provides consistent responses to the child’s signals, the child will
develop a representational model of her as sensitive and trustworthy.
The child will also feel that he is worthy of attention and affection from
his mother and is able to elicit her response when necessary. This security
in relationships can generalize to other adults and people whom he
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discovers he can trust (Crittenden & Ainsworth, 1989). Early positive
attachment experiences lead to positive self-worth and positive identity,
while also facilitating the trust  in others necessary for future
interpersonal relationships and support (Gilbert, 1992).

An insecurely attached child who has not experienced predictable,
sensitive care from primary caregivers may develop a model of others as
being inconsistent or unpredictable. These experiences will then translate
into a view of the self as unworthy of love and unable to gain positive
attention, and there will be a sense of the relationship as unsatisfactory
(Cicchetti, Toth, & Lynch, 1995). Children with insecure attachments
have been found to have greater difficulty with peer relationships and
tend to make more incorrect cognitive judgments of cues in the
environment (Reider & Cicchetti, 1989; Sroufe, Carlson, Levy, & Egeland,
1999). Internalizing these views of self and other (whether negative or
positive) contributes to an individual’s future ability to cope with distress
(Muller, Sicoli, & Lemieux, 2000). Individuals who develop a negative
view of self present with low self-esteem, lack of self-respect, and a core
belief that they are not worthy of love and support from others (Herman,
1992; Roberts, Gotlib, & Kassel, 1996). When the view of self is damaged,
individuals lose their sense of agency and power to direct their lives in
relationships, which often lead to their sense of trust in others being com-
promised (Herman, 1992).

Although working models tend to be complementary, a child may hold
two simultaneous conflicting models of an attachment relationship, result-
ing from conflicting information (Bowlby, 1980; McCrone et al., 1994). For
example, if children have experienced a parent as abusive, they may
attempt to maintain the attachment relationship by maintaining a positive
view of the parent, while viewing themselves as unworthy of their care
and attention (McCrone et al., 1994). A child may also hold different mod-
els for different relationships; children may show different attachment pat-
terns with each parent (Bretherton, 1995) or have a different relationship
model for a peer (Lynch & Cicchetti, 1991; Toth & Cicchetti, 1996). Early
working models of specific relationships are believed to contribute to the
development of more generalized models of relationships (Bowlby, 1980;
Crittenden & Ainsworth, 1989; Lynch & Cicchetti, 1991). Resulting attach-
ment styles are expected to remain relatively stable across development,
with change becoming increasingly difficult as development progresses
(Ainsworth, 1973; Bowlby, 1980; Sroufe et al., 1999).

Attachment is not independent of subsequent experience, however,
and shifts in working models may still occur (Cicchetti et al., 1995; Toth
& Cicchetti, 1996). Consequently, the organization of working models
becomes increasingly complex with experience (Collins & Read, 1994).
Early working models of self and others are considered to affect the
development of more global models of relationships throughout life
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(Bowlby, 1980; Crittenden & Ainsworth, 1989). In addition, these internal
working models either facilitate or limit acquisition of new information
about the self and others (Main et al., 1985). As such, internal working
models guide the individual’s contact with others into adulthood. The
consolidation of insecure attachment styles during development may
lead to an inability to develop the capacity for integrated and stable
representations of others (Diamond & Blatt, 1994). These negative
working models are then expected to lead to maladaptive views of self
and others throughout development.

Collins and Read (1994) have developed an organizational hierarchy
of adult working models. The hierarchy is composed of a network of
interconnected models, moving from general representations at the top
of the hierarchy to more specific models at the bottom. The most general
representations of the self, other people, and relationships reside at the
top, followed by models corresponding to different classes of
relationships (i.e., parent–child peers). The most specific models of
particular relationships (i.e., mother, a particular friend) are at the bottom
of the hierarchy. Development of the hierarchy of working models begins
in childhood with a single relationship (normally with the primary
caregiver). Consistent with Bowlby’s (1980) contentions, individuals form
more general models of the self and others over time, which then shape
the construction of more specific models in subsequent relationships.
Thus, in adulthood, a new model of a particular relationship will be con-
structed in part out of existing expectations, although the new relation-
ship-specific models do provide opportunities to refine and update more
general models. Bowlby (1980, 1982) asserted that although models will
become more resistant to change over time, they are still active construc-
tions that can be modified and reconstructed over the course of experi-
ence. Collins and Read (1994) acknowledge that any one relationship is
not likely to cause extensive change to more general models, although
given the complexity of working models, consistent cumulative experi-
ences may result in greater alterations.

Developmental changes in attachment. A major developmental shift
occurs in the nature of attachment relationships. Early in life, they are
asymmetrical in nature, with the caregiver holding most of the power
and responsibility (Krappmann, Schuster, & Youniss, 1998). With
development, attachments become more symmetrical and reciprocal in
nature (Hazan & Zeifman, 1999). In middle childhood, children become
more integrated into the world of peers, and by adolescence, they tend to
emphasize peer relationships over those with parents (Youniss & Haynie,
1992). Hazan and Zeifman (1999) investigated this shift with regard to
attachment and found that between the ages of 8 and 14, peers come to be
preferred over parents as sources of comfort and emotional support. A
second study with adults revealed a peer orientation with regard to

RT7545_C10.fm  Page 207  Thursday, May 13, 2004  5:36 PM



208 Handbook of Stress, Trauma and the Family

proximity-seeking and safe-haven behaviors. Further, they reported their
main attachment figure as their romantic partner when in a relationship
beyond 2 years. The romantic relationships met definitional criteria for
attachment such as proximity-seeking, safe-haven behavior, and separa-
tion anxiety. Many attachment researchers acknowledge the shift in
attachment figures with development, and base adult attachment mea-
sures on either current relationships alone or a combination of past and
present relationship experiences.

Review of Adult Attachment Styles

Adult attachment patterns are presumed to follow from the
representational models of self and others that develop during childhood
and adolescence (Main et al., 1985). Several researchers have begun to
examine various adult attachment styles (Bartholomew, 1990; Hazan &
Shaver, 1987; Main et al., 1985; Rothbard & Shaver, 1994). Methods of
assessing adult attachment have proliferated over recent years, utilizing
both interview and self-report techniques. The most widely used
interview technique was developed by Main and colleagues (see Hesse,
1999, for a review) to assess adults’ current representations about their
past experiences. The Adult Attachment Interview (AAI) bases its assess-
ment on discussion with adults of their childhood relationships with
their parents and the perceived effects of the experiences on their devel-
opment as adults and as parents. Interviewers attend to both content and
how individuals describe, evaluate, and reason about the experiences. A
scoring system was developed resulting in attachment styles similar to
the traditional childhood classifications.

Autonomous (secure) adults coherently present a balanced view of
early relationships, and value attachment relationships and attachment-
related experiences as influential in their development. Insecure
attachments include dismissing (avoidant) and preoccupied (ambivalent)
behaviors, marked by incoherence in interviews. Dismissing adults are
uncomfortable with the discussion, deny any impact of early attachment
relationships on development, have difficulty recalling specific events,
and often idealize their experiences. Preoccupied adults show confusion
or oscillation or both about their past experiences; their descriptions of
relationships with parents are marked by active anger or passivity. An
unresolved category may also be coded along with a major category for
those reporting attachment related traumas of loss or abuse or both.
These individuals are deemed insecure, often showing confusion and
disorganization in their discussion of the topic. Research with the AAI
has shown that the attachment classifications are predictive of the
mother’s attachment with her own child (Main & Goldwyn, 1984).
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Several self-report measures of adult attachment have been developed
(Crowell, Fraley, & Shaver, 1999). Hazan and Shaver (1987) noted the
similarities between many behavioral and emotional dynamics character-
istic of both adult romantic relationships and infant–mother relation-
ships. They argued that the major attachment categories described by
Ainsworth (1973) are conceptually similar to styles in love relationships.
They developed a forced-choice questionnaire where adults selected one
of three brief descriptions of current attachment relationships as most
personally applicable. Hazan and Shaver (1987) administered their scale
to 108 young adults and found similar proportions of each attachment
style in adulthood as in childhood. Further, individuals endorsing differ-
ent attachments had different kinds of love experiences. Their working
models differed over the course of romantic love, the availability and
trustworthiness of partners, and their own love worthiness. Since the
forced-choice nature of the measure does not acknowledge variations
within the three classifications, subsequent measures have attempted to
correct this limitation (Crowell et al., 1999).

Bartholomew (1990) noted that one particular difference between the
two models of adult attachment styles presented by Main et al. (1985)
and Hazan and Shaver (1987) lies in the difference between each of their
respective “avoidant” categories. Main et al. (1985) identified dismiss-
ing–avoidant adults as dismissing their personal attachment require-
ments and not acknowledging their own feelings of distress. In contrast,
Hazan and Shaver (1987) view avoidant individuals as possessing high
amounts of personal distress and as being worried about the possibility
of becoming close to other people (Bartholomew, 1990; Muller et al.,
2000). Because of these differences, Bartholomew contends that two
unique types of avoidance are apparent. One is an attachment style based
on wanting to hold on to self-sufficiency, a “dismissing” attachment
style. The other is based on a fearful awareness that one may be rejected
by others, a “fearful” attachment style (Bartholomew & Shaver, 1998).

To address this and other l imitations of previous research,
Bartholomew and Horowitz (1991) proposed a four-category model of
attachment based on internal working models of the self and others. An
individual may hold a “self” model as either positive (self as worthy of
love) or negative (self as unworthy) and an “other” model as either
positive (other as responsive and loving) or negative (other as
unresponsive and not loving). Different combinations of the two poles of
self and other models produce four attachment categories: secure
(posit ive–posit ive) ,  preoccupied (negative–posit ive) ,  fearful
(negative–negative), and dismissing (positive–negative). Figure 10.1 shows
the four combinations of the two poles of self and other. Secure
individuals view themselves and others as positive and worthy of love;
they find relationships rewarding. Preoccupied individuals carry a sense
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of unworthiness; they strive for self-acceptance by gaining acceptance
from valued others. Fearful individuals view themselves as unworthy and
others as rejecting and untrustworthy. They tend to avoid close involve-
ment with others in order to avoid rejection and hurt. Dismissing individ-
uals carry a sense of worthiness, while viewing others as untrustworthy
and rejecting. They also avoid others to escape disappointment, but
appear to maintain a sense of independence and invulnerability.

The four-category model is unique in acknowledging two types of
avoidant individuals. This distinction is made possible by considering
both positive and negative poles of self and other working models.
Dismissing individuals seem to cope with attachment needs by
maintaining independence and denying any distress, which enables
them to maintain a sense of self-worth. In contrast, fearful individuals
desire close relationships, but avoid them for fear of loss or rejection (Bar-
tholomew & Horowitz, 1991; Feeney, 1999). Three-category attachment
models would include these two separate patterns under the same
avoidant category, which would obscure the different underlying con-
ceptions of self and other.

Another advantage to the use of a four-category model of attachment
is that it allows for a closer conceptual fit with the theoretical framework
of attachment security developed by Bowlby. The working models of self
and other are conceptualized as distinct constructs, each having a

FIGURE 10.1. Attachment categories based on view of self and other. From
“Attachment styles, coping strategies, and posttraumatic psychological distress: The
impact of the Gulf War in Israel,” by M. Mikulincer, V. Florian, and A. Weller,
1993, Journal of Personality and Social Psychology, 64, 817–826.
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positive and negative pole. Bartholomew’s model follows directly from
this framework.

In fact, two measures reflecting the four-category model have been
developed. The Relationship Questionnaire (RQ) (Bartholomew &
Horowitz, 1991) and the Relationship Scales Questionnaire (RSQ) (Griffin
& Bartholomew, 1994b) employ intensity ratings instead of forced-choice
questions. The scales were first examined with interviews and self-report
ratings, initially by using the RQ on 77 young adults (Bartholomew &
Horowitz, 1991). The four attachment styles were found to be distinctive,
with each style characterized by a different pattern of interpersonal prob-
lems. Self and friend reports were consistent across style. In a second
study, significant correlations were found between family and peer attach-
ment representations with 69 young adults (Bartholomew & Horowitz,
1991). The authors interpreted the findings as confirmation for the inde-
pendent dimensions of self and other models. Griffin and Bartholomew
(1994a) extended the previous work by examining the self and other
dimensions with confirmatory factor analyses on the RSQ. They found
strong support for the construct validity of the two-dimensional struc-
ture (self and other dimensions). They also examined other models of
attachment, including Hazan and Shaver’s model (1987), and found they
measured constructs similar to the self and other models dimensions.

ATTACHMENT, MALTREATMENT, AND PSYCHOPATHOLOGY

Victims of abuse and maltreatment are at greater risk for developing
various types of psychopathology, particularly if they fall into the
insecure attachment category (Muller et al., 2000). Even among those at
greatest risk, notable individual differences exist, with some showing the
ability to overcome the effects of their misfortune (Egeland, Carlson, &
Sroufe, 1993). These individuals are often referred to as “resilient” in the
face of adversity. Resilience has been described as the capacity for
positive adaptation despite high-risk experiences or circumstances such
as prolonged or severe trauma (Masten, Best, & Garmezy, 1990). Higgins
(1994) described such individuals as those who are able to negotiate
significant challenges to development yet consistently “snap back” in
order to complete the developmental task that confronts them as they
grow. Existing research has highlighted several protective factors that are
believed to promote resilience in maltreated individuals. Protective
factors appear to buffer the effects of a high-risk environment and are
related to positive or adaptive functioning in later development (Egeland,
1997). Protective factors include internal characteristics of the individual,
such as intelligence, self-esteem, and positive social orientation (Cicchetti,
Rogosch, Lynch, & Holt, 1993; Werner, 1993), as well as factors external to
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the individual, such as familial cohesion and social support (Higgins,
1994; Rutter, 1987). A secure attachment with a caregiver in childhood is
considered a protective factor promoting resilience in maltreated individ-
uals (Beeghly & Cicchetti, 1994; Masten et al., 1990).

Attachment Patterns in Maltreated Children

Research has found that maltreated children form attachments to their
caregivers, but they are more likely to be insecure or atypical (Carlson et
al., 1989; Crittenden, 1988; McCrone et al., 1994). Carlson et al. (1989) clas-
sified 82% of their maltreated sample as Type D, as opposed to 19% of
their control sample. Lynch and Cicchetti (1991), studying school-age chil-
dren, found that 30% of their maltreated sample had confused patterns of
relatedness to their mothers, compared with 15% of nonmaltreated chil-
dren. These atypical attachment patterns are purported to develop in
response to caregiver behavior that is frightening, distorted, or unpredict-
able. These children try to adapt to their experiences with their primary
caregivers by developing unusual and distorted attachment responses
(Crittenden, 1985; Main & Hesse, 1990). As maltreatment involves both
frightening behavior and unpredictability, it is not surprising that mal-
treated children display atypical attachment patterns.

Having an insecure or atypical attachment pattern, in conjunction with
experiencing trauma, places children at extreme risk for many
developmental difficulties, including difficulties with peer relationships,
problems with self-esteem and mood, and possibilities of atypical
personality development (Crittenden & Ainsworth, 1989). Insecurely
attached children who have experienced trauma often respond to
frightening and challenging experiences with “desperate strategies”
including frozen withdrawal, dependent and childlike behavior, and
rages or aggressive behavior (Cassidy & Mohr, 2001; Solomon & George,
1999). All of these factors can contribute to difficulties in interpersonal
relationships both in childhood and throughout life, which influence the
internal working models of both self and others.

Researchers have also proposed that an insecure attachment may be
modified in response to abuse to include victims and victimizers in the
internal models of relationships (Cicchetti & Howes, 1991; Crittenden &
Ainsworth, 1989; Dodge, Pettit, & Bates, 1994). Wekerle and Wolfe (1998)
examined male and female adolescents’ maltreatment and attachment
histories as predictors of more recent victim–abuser experiences. They
found that the interaction of a history of maltreatment and an insecure
attachment was predictive of adolescents abusing their partners among
both males and females. While only an insecure attachment was
predictive for females becoming a victim, the interaction of a history of
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maltreatment and an insecure attachment was a strong predictor for
males’ victim status. The victim–victimizer models which may stem from
maltreatment experiences may partially explain the intergenerational
cycle of abuse (Kaufman & Zigler, 1989).

Maltreated insecurely attached children also have difficulty with self-
development. In a study of the use of internal state language, the group
most at risk for abnormal development of internal state language was
composed of infants who were both maltreated and insecurely attached.
Maltreated infants who were securely attached did not evidence the
same difficulties (Beeghly & Cicchetti, 1994). The development of a self-
condemning view of self in relation to other people has been found to
have a damaging effect on both psychosocial and emotional development
(Bowlby, 1980; Crittenden, 1997; Janoff-Bulman, 1992; McCann &
Pearlman, 1990). McCrone et al. (1994) found that maltreated children
seemed to attend selectively to negative aspects of relationships,
suggesting that they were assimilating new information into existing
negative relationship models.

Attachment Patterns in Adult Survivors of Trauma

Research with high-risk samples of formerly maltreated individuals
indicates an increased incidence of insecure attachments within this
population. Muller et al.  (2000),  using the Relationship Scales
Questionnaire (Griffin & Bartholomew, 1994b) reported that 76% of their
sample of 66 formerly maltreated adults endorsed an insecure
attachment style, with 63% endorsing one of the avoidant types
(dismissing or fearful). The combination of maltreatment and an insecure
attachment style may place such individuals at increased risk for
developing psychopathology. Similarly, Alexander et al. (1998) examined
attachment and psychopathology among 92 adult incest survivors and
found a high incidence of insecure attachment styles. Of the sample, 60%
reported a fearful attachment pattern. This same subsample of fearfully
attached individuals notably also scored higher on measures of distress,
avoidance, self-injurious behaviors, and borderline personality disorder
than secure or dismissing individuals. Of the sample, 21% reported a pre-
occupied style and had higher scores on measures of dependent and bor-
derline personality disorders than secure or dismissing individuals.
Those who reported attachment patterns characterized by positive self
models (secure and dismissing) scored lower on all psychopathology
measures (Alexander et al., 1998). Roche, Runtz, and Hunter (1999)
administered the Relationship Questionnaire to 307 women with a
history of childhood sexual abuse. They found that attachment styles
mediated the relationship between childhood sexual abuse and
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psychological adjustment, continuing to predict adjustment when the
effects of abuse were controlled. Moreover, one’s model of self appeared
as the most important attachment dimension for predicting adjustment.

Researchers have begun to turn their attention to examining the
relationship between types of insecure attachment patterns in adults and
how these particular patterns are linked to the development of
psychopathology. Recent research has indicated that both the anxious
and avoidant subtypes are associated with psychiatric disorders in
adults,  including major depression, panic disorder, and PTSD
(Mickelson, Kessler, & Shaver, 1997). Fonagy and colleagues (1996) found
an association between insecure or unresolved attachment styles and the
development of anxiety disorders and borderline personality disorders in
adults who experienced trauma. These researchers based their work on
Bartholomew’s model of adult attachment, arguing that each of the
insecure attachment styles has features that increase the risk for
psychopathology in trauma survivors. Notable features in anxious and
ambivalent adults include fear of abandonment and preoccupation with
relationships. In avoidant adults these features include discomfort with
intimacy, closeness, and interdependence (Mickelson et al., 1997).

The Impact of Negative View of Self

Some research has shown that the preoccupied and fearful attachment
styles are particularly problematic among adult survivors of abuse (Alex-
ander 1992; Mikulincer, Florian, & Weller, 1993; Muller et al., 2000). Pre-
occupied and fearful attachment subtypes are both characterized by an
underlying negative model of self (Bartholomew, 1990; Muller &
Lemieux, 2000), which appears to be especially damaging. Theorists note
that individuals with a history of maltreatment are especially at risk for
developing a negative self model (Briere, 1992, 1996; Cole & Putnam,
1992; Herman, 1992). This negative self view is characterized by a lack of
self-respect and a lack of autonomy in relation to others.

Muller et al. (2000) found that a negative view of oneself was a better
predictor of PTSD symptoms than either physical abuse or a negative
model of others among adult survivors of maltreatment. Similarly,
Alexander et al. (1998) reported that those who endorsed attachment pat-
terns characterized by positive self models (secure and dismissing)
scored lower on all psychopathology measures. A study of formerly
abused women indicated that attachment style mediated the relationship
between childhood sexual abuse and psychological adjustment, and
continued to predict adjustment when the effects of abuse were
controlled (Roche et al., 1999). One’s model of self appeared as the most
important attachment dimension for predicting adjustment. These
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findings indicate that the model of self requires further investigation
regarding its role in contributing to adjustment or psychopathology
among high-risk individuals.

Self-blame. Individuals who have a negative view of self are more apt
to blame themselves for negative events in their lives (Janoff-Bulman,
1992; Muller et al. ,  2000).  When maltreated children attribute
responsibility for their abuse experiences to their own negative character
traits in order to conceive the world as predictable and other people as
benevolent, they are also developing negative self-perceptions. Herman
(1992) contends that an abused child is likely to infer that his or her
innate defectiveness is the cause of the abuse in order to preserve the
attachment relationship with the abusing parent. When abuse is chronic,
the tendency to self-blame is continually reinforced and not readily relin-
quished even after the abuse has stopped (Cole & Putnam, 1992). Instead,
the inner sense of badness becomes a stable part of the child’s personality
structure. Establishing a negative view of self may lead to feelings of
guilt and the idea that one lacks an ability to care for oneself. In adult-
hood, this negative, incohesive self may be characterized by a lack of self-
respect, a lack of autonomy in relation to others, and a belief that the self
is unworthy of love and support (Roberts et al., 1996). These negative
feelings ultimately jeopardize adaptive psychological functioning and
coping mechanisms (Foa, Steketee, & Rothbaum, 1989; Muller et al., 2000;
Wolfe & McGee, 1994).

Dysfunctional beliefs. Researchers have found that those individuals
who have a negative view of self have a greater number of dysfunctional
beliefs (Roberts et al., 1996). These dysfunctional beliefs may lead people
to see themselves as unworthy of love, affection, and fulfillment of their
basic needs by others. Such individuals’ belief in their ability to keep
themselves safe from harm may also be impaired. They may get caught
up in self-fulfilling prophecies and, as a result, may be unable to view
themselves as responsible for any positive interpersonal experiences.
These dysfunctional beliefs may be sustained by the negative view of self
since these individuals have a tendency to continually blame themselves
for negative life events and consistently make negative attributions when
examining their experiences (Janoff-Bulman, 1992). Individuals with a
history of abuse tend to feel a lack of human connection, which leads to
the developing belief that the world is a dangerous place and that others
are untrustworthy, often leading to problems with interpersonal
relationships. This is another type of dysfunctional belief that results in
these individuals not reaching out to others to try to improve their sense
of self in relation to others (Roberts et al.,  1996). Having more
dysfunctional beliefs about the self and doubting one’s ability to
successfully interact with others may contribute to higher levels of
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psychological distress (Cummings & Cicchetti, 1990; Gotlib & Hammen,
1992; Muller et al., 2000).

Coping with stress. Negative self-perceptions resulting from earlier trau-
matic experiences are thought to interfere with a person’s future ability to
cope with stress, particularly if they have not developed adequate coping
mechanisms (Alexander et al., 1998; Muller & Lemieux, 2000). Children
who experience trauma form negative self-schemas; they do not believe
they are competent in dealing with threats to their physical and emotional
well-being (Cassidy & Mohr, 2001). Low self-efficacy may actually place
these individuals at risk because they are less likely to assert themselves
when faced with personal experiences of adversity, and they are less
likely to develop effective coping strategies to help them face challenging
developmental tasks. These individuals often do not believe that they are
capable of changing their own negative experiences, and so they develop
a negative view of self (Cassidy & Mohr, 2001).

There are many possible reasons why negative view of self may
interfere with healthy development and one’s ability to cope with stress.
Crittenden (1997) proposed that children growing up in an abusive
environment develop a style of interacting with others and their
environment that leads them to be at greater risk for maladaptive
functioning. He argues that in adulthood this style of interacting is based
on the individuals’ use of affect to guide their behaviors, rather than
cognition. This is likely to be particularly true of those who have an
attachment style characterized by a negative view of self. These
individuals are prone to feel the “rawness” of their emotions, are less
likely to use cognition in evaluating their experiences, and are thought to
have difficulty with their affective response. This will affect their ability
to reason through difficult experiences in a positive fashion; they often
tend to view themselves as being unable to cope with adversity
(Crittenden, 1997).

Cognitive processing. At the information processing level, traumatic
experiences may lead children to develop parallel, simultaneous cognitive
processes that are incompatible for responding to future threats in adult-
hood (Cassidy & Mohr, 2001). These simultaneous cognitive processes are
thought to be similar to the approach–avoidance responses that insecure
children display in the presence of a caregiver who is unpredictable or
frightening (Main & Hesse, 1990). Such processes may arise in order to
cope with the threat which occurs when a caregiver acts in a manner that
is frightening to the child, particularly to a “disorganized” insecurely
attached child. This frightening behavior by a beloved caregiver and pro-
tector conflicts with the safe and trusting feelings the child has learned to
associate with that caregiver, and as a result, the child is forced to try to
negotiate feelings of ambivalence toward the caregiver. Due to this
ambivalence, disorganized individuals may not be able to cope effectively
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with difficult situations because they are faced with the activation of con-
tradictory behavioral strategies that serve to abolish each other (Cassidy
& Mohr, 2001). As a result, these individuals are expected to be less capa-
ble of using future life experiences to develop new and increasingly
mature coping strategies. They also do not develop positive cognitive pro-
cesses to challenge their negative view of self (Cassidy & Mohr, 2001). A
negative self model may thus hamper adaptive cognitive functioning in
dealing with future life stressors or traumatic experiences (Foa et al., 1989;
Muller et al., 2001; Roberts et al., 1996; Wolfe & McGee, 1994).

Interpersonal relationships. A negative view of self can also adversely
affect interpersonal functioning by hampering the ability to sustain
satisfying relationships and secure attachments (Cole & Putnam, 1992).
Previous research has found that when compared to those with positive
self models, individuals with a negative view of self show lower levels of
competent functioning in areas which encompass relating to and
interacting with others (Bylsma, Cozzarelli, & Sumer, 1997). For this
reason, it is thought that having a negative view of self may interfere
with adaptive interpersonal functioning (Foa et al., 1989; Muller et al.,
2001; Roberts et al., 1996).

The original parent–child attachment relationship may influence later
levels of involvement in adult intimate relationships, which in turn could
reinforce the already established working models of self and other (Alex-
ander et al., 1998). It has been suggested that an early insecure attach-
ment style decreases an individual’s capability to both give and receive
care, which are requirements in successful intimate and loving adult rela-
tionships (Berlin & Cassidy, 1999; Kobak & Hazan, 1991). Such individu-
als may have difficulty establishing appropriate boundaries with others,
either appearing too clingy or too removed (Briere, 1996; Herman, 1992).
In addition, fearfully avoidant and preoccupied adults are at greater risk
of being involved in adult relationships which confirm their already neg-
ative views of self (Alexander et al., 1998; Carnelly, Pietromonaco, &
Jaffe, 1994). In contrast, dismissing adults may overtly deny that they
have interpersonal or psychological problems (Alexander et al., 1998;
Kobak & Sceery, 1988). This research finding is consistent with the pro-
posed notion that dismissing adults actually deny their negative affect as
a way to avoid and protect against possible future rejection from attach-
ment figures (Main, 1990).

Self and Other Models

Research has consistently shown that negative view of self has a greater
association with psychopathology than negative view of other (Muller &
Lemieux, 2000; Muller et al., 2000). Research on depression has found that
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the negative perception of self is a greater risk factor for development of
depression than perception of others, and those individuals who have
fearful or preoccupied attachment patterns are more likely to present with
depression than those with either a secure or dismissing attachment style
(Carnelly et al., 1994; Muller et al., 2000; Murphy & Bates, 1997).

It has been asserted that possessing a negative view of other may actu-
ally allow for more adaptive coping strategies to develop (Muller et al.,
2000). This is thought to be true for individuals with the dismissing
attachment style as they have a greater reliance on themselves and tend
to dismiss the value of interpersonal relationships (Alexander, 1993). On
the other hand, it may be argued that promotion of self-isolation over
reliance on others is a maladaptive coping strategy because it interferes
with the possibility of revising the internal working model of others.
However, this coping strategy may serve to bolster the individual’s
perceived self-worth and so help protect against psychopathology devel-
opment by facilitating the ability to cope with life stressors (Cicchetti &
Rogosch, 1997; Muller et al., 2000). Those individuals who are able to
hold onto a positive sense of self-efficacy and self-control, even if they
hold a negative other model, appear to be more able to view the world as
manageable and thus function adaptively (Herman, 1992).

CLINICAL AND EMPIRICAL STUDIES

Currently, research labs are only beginning to conduct empirical
studies on the association between fearful and preoccupied attachment
styles and various types of psychopathology. Existing studies
demonstrate a link between fearful and preoccupied attachment styles
and development of depression (Murphy & Bates, 1997), personality
disorders (Alexander et al., 1998), and PTSD (Alexander et al., 1998;
Mikulincer et al., 1993; Muller et al., 2000). These findings have led other
researchers (Muller et al., 2001; Rondeau, Muller, Lemieux, & Diamond,
2002) to become interested in the impact of the underlying negative view
of self for the preoccupied and fearful attachment styles.

Attachment Styles

Mikulincer et al. (1993) investigated the relationship between adult
attachment styles and responses to the trauma of the Iraqi missile attack
on Israel during the Gulf War among 142 Israeli students. They
hypothesized that attachment working models are based on particular
learned rules that determine or influence an individual’s response to
stress. Using Hazan and Shaver’s (1987) attachment instruments to
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classify the attachment styles, they found that ambivalent adults showed
higher levels of anxiety, depression, hostility, and somatization than
secure adults. Avoidant adults showed higher levels of hostility and
somatization than secure adults. Mikulincer et al. (1993) suggested that
ambivalent individuals were hypervigilant to the missile attacks and
responded with increased emotion-focused coping and higher levels of
posttraumatic emotional distress, while avoidant individuals relied more
on distancing from the trauma, thereby removing anxiety and depression
from their emotional responses and displaying their distress through
greater levels of somatization.

Alexander et al. (1998) used Bartholomew and Horowitz’s (1991)
family attachment interview to examine attachment styles in a sample of
92 women who reported specific abuse memories by a family member
during childhood. They found that a history of incest is associated with a
greater likelihood of insecure attachment, particularly the “fearful” style
(9% of the sample was classified as secure, 60% was classified as fearful,
21% as preoccupied, and 11% as dismissing). These findings can be
contrasted with the normative sample reported by Bartholomew and
Horowitz (1991), where 57% of their sample was secure, 15% fearful, 10%
preoccupied, and 18% dismissing. The high number of insecure
(particularly fearful) attachment styles found in the incest survivor
sample is consistent with previous literature on physically abused and
neglected children (Carlson et al., 1989; Egeland & Sroufe, 1981). Insecure
attachment was particularly associated with the presence of personality
disorders in this sample. Fearful adults were more likely to have
borderline, avoidant, and self-defeating traits than secure or dismissing
adults. Preoccupied adults were more likely to have dependent, avoidant,
self-defeating, and borderline traits than secure or dismissing adults.

View of Self

Alexander et al. (1998) interpreted their findings to mean that fearfully
avoidant and preoccupied adults may be more likely to develop and
establish interpersonal relationships which serve to confirm their existing
negative view of self. Fearfully avoidant adults tended to be in
committed relationships less frequently; thus their avoidance of
interpersonal relationships may have interfered with the opportunity to
challenge their attachment styles while involved with a supportive
partner. Mikulincer et al. (1993) hypothesized that emotional responses
to trauma (especially personal self-efficacy and sense of personal
control), as well as global trust and optimism, may be contributing more
to the different outcomes observed in response to trauma and distress
than the global attachment styles. Individuals who have positive self-effi-
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cacy as well as high levels of trust and optimism appear to respond better
to traumatic situations, suggesting better coping resources. Self-efficacy
and sense of personal control are subsumed under the view of self con-
struct, while feelings of global trust and optimism link to the view of other
construct.

Muller et al. (2001) examined the relationship between the underly-
ing attachment poles of view of self and other (using Bartholomew’s
measures) and various symptoms of general psychopathology among
66 adult survivors of child maltreatment. They found a significant
relationship between psychopathology and view of self, while view of
other was unrelated. They further broke down their sample based on
predominant attachment categories (secure, preoccupied, dismissing,
and fearful) and found that individuals with secure and dismissing
attachment styles had the lowest mean levels of psychopathology. Both
of these attachment styles are characterized by a positive view of self.
Conversely, the two attachment categories characterized by a negative
view of self, the preoccupied and the fearful styles, were associated
with the highest mean levels of psychopathology, so that negative view
of self did emerge as the strongest predictor of psychopathology
(Muller et al., 2001). Research using this same sample found that symp-
toms of PTSD were higher for those individuals who had a fearful
attachment style than for those with either a secure or dismissing
attachment style. When examining the underlying attachment poles,
negative view of self was the best predictor of PTSD symptoms, while
negative view of other was not significantly related to PTSD symptoms
(Muller et al., 2000). The results of these studies converge to illustrate
that individuals with attachment styles characterized by an underlying
negative self model are at increased risk for developing psychopathol-
ogy symptoms (Alexander et al., 1998; Mikulincer et al., 1993; Muller et
al., 2001).

Rondeau et al. (2002) examined the contribution of attachment and
social support to adaptive functioning in a sample of 294 maltreated and
575 nonmaltreated university students. Attachment security and
underlying dimensions of self and other were all significant predictors of
functioning even when examined simultaneously with social support (a
known protective factor). Attachment security acted in a protective
fashion, with view of self emerging as the strongest factor when examined
simultaneously with view of other and social support. The finding that
view of self is the strongest predictor of functioning provides further
support for the hypothesis that a positive self model is more important as
a protective factor than a positive other model (Rondeau et al., 2002).
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CLINICAL IMPLICATIONS OF EXISTING EMPIRICAL RESEARCH

The research on negative view of self and other emphasizes the need to
address both attachment security and the specific aspect of the self in ther-
apy, especially following childhood maltreatment. How one views oneself
appears to be fundamental for adaptive functioning. Attachment theory
provides one therapeutic approach to addressing the self in relation to
others (Crittenden, 1997). The view that internal models act in concert
with current relationships (Hazan & Shaver, 1987) implies that new
attachment experiences can provide the opportunity for individuals to
rework expectations about the self, others, and relationships (Bowlby,
1988; Jordan, Kaplan, Miller, Stiver, & Surrey, 1991; Roche et al., 1999).
The hypothesis that attachment styles can change in response to
psychotherapy has been supported theoretically and empirically (Bowlby,
1988; Crittenden, 1997; Fonagy et al., 1996; Kirkpatrick & Hazen, 1994).
Crittenden (1997) suggests that the therapist can serve as a secure base
from which clients can explore threatening aspects of their experiences
while receiving support and protection. The therapist can facilitate the
reorganization of internal representational models of the self and others,
and associated interpersonal skills. Finally, clients can be taught to derive
relatively accurate representations of reality instead of holding on to the
distorted and rigid representations of the past. This engenders in the cli-
ent a more flexible structure with which to organize and reorganize future
behavior.

The self-trauma model (Briere, 1992, 1996) provides an approach to
therapy that addresses difficulties in self-functioning stemming from
traumatic experiences. Self-trauma theory proposes a relative failure of
internal capacities to resolve overwhelming trauma. The internal
capacities of concern include a sense of identity, appropriate boundaries
between the self and others, and the ability to regulate affect when under
stress. The goals of therapy are (a) to help the client build a positive
source of identity, (b) to help the client develop the ability to monitor
internal states and call upon inner resources in times of stress, (c) to help
the client maintain internal coherence in interactions with others
(appropriate boundaries), and (d) to help foster improved affect
regulation. As with an attachment approach, a supportive therapeutic
relationship is essential. The client needs to feel safe when exploring
potentially distressing inner experiences by which they can gain self-
awareness and self-development. The relationship should be one of
respect with appropriate boundaries, allowing the client to gain exposure
to the distressing experiences in manageable quantities. Cognitive
restructuring also may be incorporated, whereby the client is taught to
recognize and alter distorted views of past experiences, self, and others
(Briere, 1992, 1996).

RT7545_C10.fm  Page 221  Thursday, May 13, 2004  5:36 PM



222 Handbook of Stress, Trauma and the Family

Altering View of Self

The self-trauma model is tailored especially for individuals who have a
history of abuse. Like other treatments for abuse (Herman, 1992), the
model emphasizes recognition of the trauma and the safety of the
therapeutic relationship, an essential factor when dealing with a
population that is not accustomed to feeling safe in a relationship.
Recognition of the origins of their psychological difficulties plays a major
role in altering abuse survivors’ view of self; they no longer need to
attribute the cause of the abuse to an inherent defect in the self. Once they
realize they are not at fault, they can begin to rebuild their view of self.

The finding that self-perception predicts psychopathology has impor-
tant implications for treatment. The results of the research by Muller and
colleagues (e.g., 2000, 2001) suggest that therapeutic intervention can be
particularly beneficial if it provides clients with a combined promotion of
positive self-development and opportunity for social connectedness.
Group therapy has been shown to be effective for adult survivors of
trauma (Herman, 1992; Wright, Woo, Muller, Fernandes, & Kraftcheck, in
press). Developing the sense of self is generally considered to require
relationships with others (Jordan et al., 1991; Muller et al., 2000). By expe-
riencing positive, supportive, and empowering relationships with others
in conjoint forms of therapy—group as well as family and couple ther-
apy—survivors may be able to embrace the trust and respect put forth in
those relationships and transform their view of themselves as not worthy
of love and respect. Overall, a positive self model is related to more inde-
pendence, increased optimism and resourcefulness, better emotional
health, and less frequent use of immature defense mechanisms (Diehl,
Elnick, Bourbeau, & Labouvie-Vief, 1998; Rondeau et al., 2002).

FUTURE DIRECTIONS

A growing body of literature is establishing the importance of
attachment in predicting risk for psychopathology among trauma
survivors and other high-risk samples. Further studies may help inform
the treatment process, particularly for individuals with a negative view
of self. It would be useful to conduct research on the effect of a client’s
attachment style on the process and progress of therapy and to study the
changes in attachment styles as an outcome of therapy. Individual
therapy and conjoint forms of therapy may be examined and compared
for their capacity to modify negative models of self and others.

Future research on attachment, trauma, and psychopathology should
incorporate longitudinal designs, allowing researchers to follow
individual attachment styles throughout development to determine how
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traumatic experiences at different points in life may affect attachment
and coping responses. The cross-sectional nature of the existing literature
makes it difficult to discern whether the individual’s view of self is being
influenced by the symptoms of psychopathology; longitudinal research
would allow for a clearer ordering of causal effects, especially if attach-
ment style could be assessed prior to exposure to traumatic events. It also
would be valuable to look at the relationship between maltreatment,
attachment, and view of self over time.

Existing research has relied mainly on one type of reporting of
attachment and psychopathology. Future research on attachment,
trauma, and psychopathology should try to incorporate the use of
multiple informants. This would reduce potential memory biases in cases
of adults reporting on childhood experiences, as well as compensate for
distortions due to defensive operations such as denial, embellishment,
and minimization. Since it is possible for individuals to have different
attachments with different people in their lives, it would be interesting to
see whether others involved in relationships with the participants
classify the attachment styles into the same categories as the participants
themselves.

Using more extreme samples of adults with greater clinical levels of
psychopathology may improve our understanding of the association
between negative view of self and psychopathology. Carnelley et al.
(1994) found that the relationship between attachment and symptoms of
psychopathology differed according to whether the subjects’ symptoms
were rated at clinical or subclinical levels. The pattern of results found in
current studies may not be generalized for those with varying levels of
psychopathology or with different levels of symptoms. It would be
useful to incorporate specific measures of psychopathology rather than
relying on general checklists of behaviors.

It may be that certain characteristics of individuals with an underlying
negative view of self predispose them to emotional maladjustment and
that those characteristics become more apparent when the individual is
forced to try to cope with distress. It would be important to examine the
association between the various attachment styles and personality
characteristics that could be classified as stress-buffering resources,
including hardiness, sense of coherence, attributional style, and
optimism. Perhaps those individuals with a negative view of self lack
coping resources for dealing with distress because they have not
developed such emotional resources as trust, optimism, and self-control
(Mikulincer et al., 1993).

Finally, it would be important to more fully investigate the dismissing
style, particularly the tendency of dismissing individuals to deny distress
and negative affect in order to avoid rejection from the attachment figure
(Alexander et al., 1998; Main, 1990). Dismissing individuals, although
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they are not likely to acknowledge problems or seek help, are actually
not problem-free (Dozier & Kobak, 1992; Kobak & Screery, 1998). These
individuals may dismiss the importance of relationships and instead
increase the value of their own self-reliance (Alexander, 1993). This type
of coping strategy may be maladaptive because it promotes isolation and
preempts the ability to challenge and revise working models of others.
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Family Support in the 
Aftermath of Trauma

SUMMER SHERBURNE HAWKINS AND 
SHARON L. MANNE

During times of stress and trauma, we turn to our loved ones for sup-
port. The situation is complicated; family members may be coping with
their own reactions to the trauma even as they are required to provide
support. Victims turn to those they trust most and family members usu-
ally respond even as they deal with their own reactions. Children and
adolescents may turn to parents and siblings when faced with stressors
(Manne & Miller, 1998; Rossman, Bingham, & Emde, 1997). Parents count
on their partners when their child or adolescent is diagnosed with illness
or dies (Barbarin, Hughes, & Chesler, 1985; Lehman, Lang, Wortman, &
Sorenson, 1989) and turn to each other when one is faced with illness
(Manne, 1998). A parent may depend on her children to provide support
during divorce (Nestmann & Niepel, 1994). Elderly parents can also usu-
ally count on their grown children for practical as well as emotional sup-
port (Haley et al., 1996; Pillemer & Suitor, 1996). When viewed from this
perspective, a study of the role of family support in the aftermath of
trauma can provide a rich source of information on both social support
and trauma.
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DEFINITIONS OF FAMILY SUPPORT

Family support falls under the rubric of the social support construct,
so we will begin with a brief overview of social support (for a compre-
hensive review of social support see Pierce, Sarason, Joseph, & Hender-
son, 1996). Barrera (1986) proposed defining the global construct of social
support into three distinct components: (a) perceived support, (b) social net-
work and embeddedness, and (c) enacted support.

Perceived support: Perceived social support is an individual’s percep-
tion of the support that would be available should it be needed. Among
the support constructs, perceived support has shown the strongest and
most consistent associations with psychological adjustment to negative
life events (Pierce et al., 1996). Most measures focus on global ratings of
the availability and adequacy of support in which various functions of
support such as the availability of information, tangible assistance, and
emotional support are typically rated (Barrera, 1986).

Social network and embeddedness: Social network and embeddedness
measures individuals’ social integration into a group and their intercon-
nectedness within that group. Measures of social network include net-
work density (the extent of mutual linkages among individuals in the
network), size, and type of support provided. It is proposed that one
mechanism for support is belonging to a social network which allows an
individual to achieve a sense of stability and recognition of self-worth
(Cohen & Wills, 1985). As described in the social support literature, indi-
viduals who identify themselves with a greater number of roles are less
likely to be affected by a stressor in one area or within one role because
fewer areas are disrupted (Weiss, 1974).

Enacted support: Enacted support refers to actual support behaviors
performed by members of the support network. Some researchers have
delineated multiple dimensions of support, including categories of emo-
tional support (turning to others for comfort), esteem support (bolstering
of self-esteem by others), tangible aid (concrete instrumental assistance),
and information support (advice or guidance) (Cutrona & Russell, 1990).
The present chapter will focus solely on the four categories of support
described by Barrera (1986); emotional support, esteem support, tangible
aid, and information support will be considered part of enacted support.
A proposed mechanism is that stressful events signal enacted support
from the social network to supply resources to individuals during times
of stress (Barrera, 1986).
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INSTRUMENTS FOR MEASURING SUPPORT

Most instruments that generate a global measure of an individual’s
social support do not distinguish between support provided by family
members from support given by other members of the person’s social
network. It is then unclear who provides the support, and we cannot
make conclusions about family support. Table 11.1 provides an overview
of self-report support measures that specify the provider of support.

TABLE 11.1 
Self-Report Support Measures That Specify the 

Provider of Support

Recipients 
of Support Self-Report Measures Used in Studies of Citation

Adolescent 
and adult

Network of Relationships 
Inventory; Furman & Buhrmester, 
1985

Caregivers of 
patients with 
Alzheimer’s disease

Creasey et al., 
1990

Adolescent cancer 
patients

Manne & Miller, 
1998

Community violence Kliewer et al., 1998

Significant Others Scale; Power & 
Champion, 1991

Adult HIV patients Nott, Vedhara, & 
Power, 1995

Social Support Questionnaire; 
Sarason et al., 1983

Adult HIV patients Swindells et al., 
1999

Social Support Questionnaire, 
Short Form—Revised; Sarason et 
al., 1987

Caregivers of 
patients with 
Alzheimer’s 
Disease

Haley et al., 1996

Sources of Help Questionnaire; 
Wan, Jaccard, & Ramey, 1996 

Divorced mothers Bretherton, Walsh, 
& Lependorf, 
1996

Cancer Support Inventory; Manne 
& Schnoll, 2001

Mothers of cancer 
patients

Manne et al., 2002

Child and 
adolescent

Social Support Scale for Children; 
Harter, 1985

Natural disasters La Greca et al., 
1996

Pediatric rheumatic 
disease patients

Von Weiss et al., 
2002

Children’s Inventory of Social 
Support; Wolchik et al., 1987

Children of divorced 
parents

Wolchik et al., 
1989

Parent Perception Inventory; 
Hazzard, Christensen, & 
Margolin, 1983

Violent families McCloskey, 
Figueredo, & 
Koss, 1995

Social Support Rating Scale; 
Cauce, 1986

Adolescent cancer 
patients

Kazak & 
Meadows, 1989

(Continues)
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TABLE 11.1 (Continued)

Negative Aspects of Support. Researchers neglected the negative aspects
of support until Rook’s (1984) seminal findings showed that negative
social outcomes were significantly related to lower well-being, while sup-
portive social outcomes were unrelated to well-being. Wortman and Leh-
man (1985) categorized people’s responses to victims of trauma into three
unsupportive areas:

1. Contact with victims makes people feel vulnerable.
2. Many people feel uncertain about how to react to victims because of

lack of experience with trauma.
3. People hold misconceptions about how one should react to trau-

mas.

All three responses reduce the likelihood that supportive behavior will
be perceived as effective.

Negative family support. The negative impact of inadequate levels of
support has been found in studies of family support and includes
increased depression and decreased quality of life in patients with HIV
(Nott, Vedhara, & Power, 1995; Swindells et al., 1999) and symptoms pre-

Recipients 
of Support Self-Report Measures Used in Studies of Citation

Perceived Social Support Scale; 
Procidano & Heller, 1983

Bereaved Israeli 
adolescents

Bachar et al., 1997

Family Family Environment Scale; Moos & 
Moos, 1986

Community violence Kliewer et al., 
2001

Adult cancer 
patients

Bloom & Spiegel, 
1984; 
Molassiotis, van 
den Akker, & 
Boughton, 1997

Adolescent sickle 
cell disease 
patients

Burlew et al., 2000

Siblings of pediatric 
rheumatic disease 
patients

Timko et al., 1992

Family Adaptability and Cohesion 
Evaluation Scales—Version II; 
Olson, Portner, & Bell, 1982

Community violence Kliewer et al., 
2001

Adolescent cancer 
patients

Kasak & Meadows, 
1989

Siblings of cancer 
patients

Cohen et al., 1994
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dictive of posttraumatic stress disorder (PTSD) in children following a
home fire (Greenberg & Keane, 2001). A longitudinal investigation of
acute stress disorder and PTSD following road traffic accidents revealed
that those who rated high on use of social control and on perceived
negative social support (assessed via the Social Support Inventory, an
author-created measure which appeared as a dissertation) at Time 1
had a much greater probability of developing PTSD at Time 2 (Holeva,
Tarrier, & Wells, 2001).

Negative spousal behavior. Manne (1999) and Manne, Alfieri, Taylor, and
Dougherty (1999) found that spousal criticism and avoidance were signif-
icantly related to increased psychological distress and negative mood
and coping among cancer patients. Among women with rheumatoid
arthritis, the attitude of the spouse affected patient adjustment indirectly
by influencing the wife’s adaptive or maladaptive coping (Manne & Zau-
tra, 1989). These three studies utilized the Perceived Negative Spouse
Behaviors Scale (created by Manne for the Manne & Zautra, 1989 study)
because it specifically addresses how spouses responded in the previous
month regarding exchanges involving medical treatment. Ingram, Jones,
Fass, Neidig, and Song (1999) have created a similar measure of negative
support called the Unsupportive Social Interactions Inventory to assess
social relationships in people with HIV.

Few studies have investigated the role of children as providers of sup-
port to single parents. A qualitative study (Nestman & Niepel, 1994) sug-
gests that parents are aware that children should not be providers of
support, but report their children do provide some forms of support,
including love, inspiration, and a reason to continue living. However,
this study did not address children’s perceptions of their function as
members of their parents’ support network.

MECHANISMS OF SOCIAL SUPPORT

Support from significant others is one of the most common ways peo-
ple cope with trauma. Indeed, a meta-analysis of 77 studies of PTSD
revealed that a lack of social support is a risk factor for adults developing
PTSD during or after a trauma (Brewin, Andrews, & Valentine, 2000).
There are several models that could account for the beneficial effects of
social support on traumatic stress symptoms. Resiliency models, stress-
buffering models, and coping models have each been used to explain
how social support affects the impact of stress on individuals.

Resiliency models: The concept of resiliency has typically been applied
to understand children’s reactions to traumatic life experiences. Garmezy
(1983) proposed that individuals possess protective factors described as
attributes of persons and environments that attenuate risk of psycho-
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pathological responses. His review of child and adolescent literature
revealed three factors related to characteristics of resilient children: (a)
dispositional and constitutional characteristics, for example, tempera-
ment, high self-esteem, and autonomy; (b) supportive family environ-
ment; and (c) supportive individual or group support system that
provides modeling in coping. In the child trauma literature, a supportive
family environment has been identified as one of the three characteristics
of resilient children (Garmezy, 1983).

The concept of resiliency has been applied to families in regard to cop-
ing with stress (see McCubbin & Patterson, 1983). The FACES-II (Family
Adaptability and Cohesion Evaluation Scores) (Olson, Portner, & Bell,
1982) is composed of three constructs. Family cohesiveness emphasizes the
importance of considering individuals to be both autonomous and part
of a group; family flexibility is the ability to balance stability and adjust-
ment; and family communication emphasizes communicating shared
expectancies about cohesiveness and flexibility.1 Finally, families develop
meanings about stressors, their identity as a family, and their worldview.
Resiliency is similar to the construct of perceived support in that both tar-
get characteristics and resources that can be utilized in times of stress.
Family resiliency relates to assets in the family environment.

Stress-buffering models: Cohen and Wills (1985) propose that the posi-
tive relationship between social support and psychological well-being is
linked to the benefits of stress-buffering effects of social support against
the negative effects of trauma. Two proposed mechanisms illustrate how
support could have a stress-buffering role in a stressful event. First, sup-
port after a stressor may reduce negative cognitive appraisal of the event
and also the stress reaction. Second, support may facilitate a reappraisal
of the event or reduce maladaptive responses to the stress reaction.

 Social support and coping models: Thoits (1986) expanded the stress-
buffering theory of social support by reclassifying support as coping
assistance, defined as the “active participation of significant others in an
individual’s stress-management efforts” (p. 417). Social support assists an
individual in coping with stressors. Supportive others can: (a) offer prob-
lem-solving or other adaptive coping suggestions that guide or assist the
person in solving the problem, (b) assist the person in thinking differ-
ently about a situation by finding benefit or meaning in the situation, (c)
reduce appraisals of threat or harm in a situation by proposing different
ways of thinking about the event, and (d) reduce the use of maladaptive
coping efforts such as avoidance and substance use. Thoits suggests that
members of an individual’s social support network facilitate coping and
thereby influence adaptation to traumatic events. Manne and colleagues

1. Editor’s note: See chapter 15 for a discussion of Olson’s model.
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(1999) and Holahan and Moos (1990) found results consistent with
Thoits’ conceptualization of social support as coping assistance in popu-
lations of cancer patients and college students, respectively.

DEVELOPMENTAL PROCESSES IN SOCIAL SUPPORT

The ability to effectively provide and accurately perceive social sup-
port and cultivate and maintain supportive relationships is probably an
acquired emotional response learned from parents and other family
members. A secure bonding experience, usually with the mother, pro-
vides the foundation for other secure social relationships in childhood
(Bowlby, 1969). These early relationships begin the acquisition of support
skills that allow children to foster supportive relationships into adult-
hood.

The family network is a unique environment for supportive exchanges
between parent and child. The parent–child relationship is bidirectional
despite assumptions that children do not influence parental behavior
(Bell, 1968). Burleson and Kunkel (1996) discuss how children cultivate
social support behaviors through interactions between parent and child.
Children learn social support skills through parent modeling, praise, and
parental attribution of an act to prosocial disposition within the child.
Parents can also reinforce desired supportive behaviors through punish-
ment, moral exhortation, instruction, and reasoning. Indirectly, parents
influence child acquisition of social acts through talking about feelings
and emotions, comforting acts and parental nurturance toward the child
or sibling, and inductive discipline. Children learn to both provide and
receive support through these mechanisms.

The lack of support can have detrimental effects on a child’s percep-
tion of social support or response to trauma. Camras and colleagues
(1990) found that children abused by their mothers are less able to recog-
nize facially expressed emotions. These authors argue that not only does
the abuse inhibit the development of support behaviors but also instructs
the child to respond to distressed peers with hostility. This research dem-
onstrates the malformation of support acts through negative modeling,
inductive discipline, and lack of comforting acts and parental nurturance.
Lack of satisfaction in family support has also been inversely related to
posttraumatic stress symptoms in children after a traumatic event
(Greenberg & Keane, 2001). Ultimately, positive or negative experiences
will shape a child’s schema of supportive relationships.

Children from middle to late childhood and adolescence continually
develop the discriminatory skills to provide and receive social support
from family members and peers (Burleson & Kunkel, 1996). Research on
developmental changes in the parent–child relationship suggests that
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support from peers increases during adolescence, while support from
parents remains stable (Cauce, Reid, Landesman, & Gonzales, 1990);
however, in some cultures, parents are still considered the primary
source of support into adolescence (DeRosier & Kupersmidt, 1991; Van
Horn & Cunegatto-Marques, 2000).

TRAUMA EXPERIENCED BY THE ENTIRE FAMILY

Traumatic events can be divided into events directly experienced by
the entire family unit (e.g., natural disasters and acts of terrorism) and
events that happen to one or more of the family members that have an
impact on the entire family (e.g., divorce, major illness, death, or acci-
dent). Some traumatic events experienced by family members need to be
dealt with both individually and as a family unit. In this section, we will
review the effects of war, terrorism, natural disasters, and community
violence on the entire family.

War-related stressors. The incidence of armed conflict has increased dra-
matically over the past several decades (Gantzel & Schwinghammer,
1995). Unlike wars prior to the 1970s, recent conflicts have been within
nations (e.g., Northern Ireland and Bosnia). Thus, the victims are increas-
ingly unarmed civilians. Although precise figures on the numbers of chil-
dren and families affected are not known, a vast number of victims are
children. It has been estimated that in the past 10 years, over 10 million
children have been traumatized by war around the world (United
Nations, 2000). Even when civilian children and families flee and find ref-
uge in another country, psychological problems are common. Research
has attempted to quantify the psychological impact of war in terms of
PTSD diagnoses and symptoms among civilians (Farhood et al., 1993;
Michultka, Blanchard, & Kalous, 1998), soldiers and veterans (Solomon,
2001), and children (Barath, 2002; Klingman, 2002; Sack et al., 1994).

The effect of war-related stress on family members as well as the role
of social support has received considerable attention; however, little is
known about the role of family-specific support. A review of the social
support literature for soldiers and veterans has revealed that studies
focus on the impact of social support as a global construct on PTSD with-
out specifying familial relationships (e.g., spouse support, sibling sup-
port).

Farhood and colleagues (1993) examined the impact of war-related
stressors (e.g., acts of violence and migration) as seen in the psychological
symptoms of mothers, fathers, and adolescents in a sample of families in
Beirut. For mothers and fathers, a reduction in social network—defined as
the inability to see relatives or friends—was significantly related to
depression and marital problems. For adolescents, the reduction in the
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number of persons in the teen’s social network was substantially related to
depression and psychological symptoms. A global measure of social sup-
port (unknown measure) found it to be a protective factor against depres-
sion as well as psychological, physical, and marital problems for fathers.
For mothers, social support only protected against marital problems. For
adolescents, social support was a mediator for depression and interper-
sonal relations, described as problems that occurred in relationships (e.g.,
argumentativeness or isolating oneself).

A study of the psychological adjustment of children living in Sarajevo
after the 1992–1995 war (Barath, 2002) revealed that children still experi-
ence many unhealthy life conditions and psychosocial stressors. An eval-
uation of predictors of maladjustment indicated that a lack of social
support within a child’s family is considered a risk factor for child health
and development. Both studies about war reveal that family members
endure considerable stressors, and support is an important factor in
psychological well-being. Both studies are also cross-sectional, which
limits the generalizability of the findings to other war-stricken popula-
tions.

Terrorism. Although terrorism has immediate effects on individuals
directly exposed to the trauma and far-reaching effects worldwide (Gur-
witch, Sitterle, Young, & Pfefferbaum, 2002), it is virtually unknown how
familial social support affects the relationship between terrorism and the
development of posttraumatic stress symptoms. We are only aware of
studies that have investigated social support as a general construct with-
out specifically delineating family member support. For example, a glo-
bal measure of social support revealed that a low level of support 6
months prior to the September 11 terrorist attacks was a predictor of
depression (Galea et al., 2002).

Community violence. Community violence is composed of physical or
threatened harm that occurs in or around the home, school, or neighbor-
hood; it can be witnessed, heard about, or experienced and can involve
known or unknown perpetrators (Kupersmidt, Shahinfar, & Voegler-Lee,
2002). Community violence is often a chronic stressor that is generally
concentrated in inner cities and can affect psychological, behavioral, cog-
nitive, social, and academic functioning (Kupersmidt et al., 2002).
Kliewer and colleagues (1998) investigated community violence exposure
and psychological impact in children aged 8 to 12 years from Richmond,
Virginia. Maternal support moderated the relationship between violence
exposure and child adjustment (assessed via the NRI [Furman & Buhrm-
ester, 1985]). Similarly, in adolescents ranging from age 12 to 18 years
from Colombia, South America, support from the family mediated the
relationship between violence exposure and adjustment (assessed via the
FES [Moos & Moos, 1986], and the FACES-II [Olson et al., 1982]). The
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relationship was strongest for girls and younger adolescents (Kliewer,
Murrelle, Mojia, Torres, & Angold 2001).

Natural disaster. Families around the world are affected by natural
disasters, including earthquakes (Carr et al., 1997; Karanci, Alkan, Aksit,
Sucuoglu, & Turkey 1999), hurricanes (La Greca & Prinstein, 2002; La
Greca, Silverman, Vernberg, & Prinstein, 1996), and floods (Jacobs et al.,
2002). Kaniasty and Norris (1993) provided evidence for a mediational
model of social support (immediate and longer-term) after a devastating
flood in Kentucky. Personal loss and community destruction were associ-
ated with declines in an elderly sample’s perceptions of support. Non-kin
support (via the Louisville Social Support Scale [Norris & Murrell, 1987])
mediated the impact of personal loss on depression after the flood. Dete-
rioration in perceived kin support was only marginally linked to long-
term elevations of depressive symptoms.

La Greca and colleagues (1996) assessed 3rd- to 5th-grade children 3, 7,
and 10 months after Hurricane Andrew for the longitudinal prevalence
of trauma symptomatology. Although PTSD symptoms decreased over
time, 18% of children still reported symptoms in all three symptom clus-
ters at 10 months posttrauma. Children reported moderate levels of sup-
port at 3 months—with greatest support from parents and close friends
(via the Social Support Scale for Children [Harter, 1985]); however, lower
levels of social support predicted higher PTSD symptoms.

TRAUMA EXPERIENCED BY MEMBERS OF THE FAMILY

Researchers have also focused on how a stressor to one family member
affects the entire family unit. These studies do not examine a specific rela-
tionship dyad, but instead the support from the whole family. We will
organize our review by discussing family support and adaptation to
adult-onset illness, followed by a discussion of family support and adap-
tation to childhood-onset illness.

Family support and adult adjustment. A study of social support in adult
cancer patients by Molassiotis and colleagues (1997) provides further evi-
dence for the importance of family networks on quality of life. Global
perceptions were that social support (assessed by the Norbeck Social
Support Questionnaire [Norbeck, Lindsey, & Carrieri, 1981]) was signifi-
cantly higher among post–bone marrow transplant patients compared to
a control group of patients receiving chemotherapy. However, no differ-
ences were found in family support (assessed by the FES [Moos & Moos,
1986]) between the two groups. Specifically, family support was charac-
terized as low family conflict, a high degree of cohesion, and a moderate
degree of dependency. Family relationships in both groups were signifi-
cantly associated with domestic adjustment, extended family adjustment,
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reduced psychological distress, and overall psychological adjustment.
The authors suggest that family relationships may act as a protective
factor against the impact of major stressors.

Bloom and Spiegel (1984) investigated how dimensions of social sup-
port, specifically, emotional support and social activity, affect psycholog-
ical well-being in women with metastatic breast cancer. Emotional
support provided by the family (assessed by the FES [Moos & Moos,
1986]) predicted patient outlook in life, and social activity predicted both
patient outlook and social functioning. This provides support for the
position that the impact of stressful events is reduced by the quality of
emotional support from the family. Social activity also increases social
interactions and the opportunity for supportive exchanges. Therefore,
different aspects of social support provide different functions in mental
well-being.

Alferi, Carver, Antoni, Weiss, and Duran (2001) focused on the impact
of early stage breast cancer in low-income Hispanic women and the
importance of perceived social support, including emotional and instru-
mental support (assessed by an author-created measure) from spouse
and female family members, other family members, and friends. The
division of family support was based on the cultural importance of
female family support. Shifts in support occurred from pre- to postsur-
gery. Instrumental support increased from spouses and women in the
family, while emotional support increased from women in the family and
other family members over the same time period. Elevated distress pre-
surgery predicted less instrumental support from female family mem-
bers; postsurgery, it indicated an “erosion” of support. The authors
concluded that social support provides an emotional benefit since instru-
mental support from spouse presurgery predicted less distress postsur-
gery even after controlling for initial distress level. The authors present
an important methodological implication that cultural differences in
social support, or any construct, may influence outcome.

Social support and HIV/AIDS research has focused on the impact of
support in areas of quality of life and adjustment. HIV-infected patients
who adjusted poorly to their condition compared to those who adjusted
well, defined by the Brief Symptom Inventory (Derogatis & Spencer,
1982), reported significantly less global social support than the latter
group (Grassi, Righi, Sighinolfi, Makoui, & Ghinelli, 1998).

Nott and colleagues (1995) investigated social support networks in
HIV positive men for 6 months. In this study, 91 gay men (mean age 38
years) evaluated actual, ideal, and discrepancy levels of emotional and
practical support from a partner, mother, father, closest sibling, impor-
tant relative, best friend, and others (via the SOS [Power & Champion,
1991]). Highest levels of actual support were received from a partner and
best friend, while the lowest levels were received from a father. The
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authors collapsed support into one variable in subsequent analyses.
Higher levels of emotional and practical support correlated with
increased emotional well-being. Higher levels of discrepancy between
desired and received support predicted greater emotional distress, pro-
viding support for the optimal matching hypothesis (Cutrona & Russell,
1990).

Swindells and colleagues (1999) examined whether quality of life in
patients with HIV was affected by availability, satisfaction, and sources
of social support and coping. Predominantly male HIV-infected adult
patients assessed tangible, information, and emotional support from fam-
ily or partner (via the SSQ [Sarason, Levine, Basham, & Sarson, 1983]).
Satisfaction with tangible, information, and emotional support, reg-
ardless of source, was related to better quality of life. Dissatisfaction with
support at 6 months revealed a trend toward decreased quality of life.
Higher levels of tangible, information, and emotional family support
were related to significantly more problem-focused coping.

Family support and child adjustment. Over 10 million adults in the
parenting ages 18 to 44 have a chronic health condition, yet few empirical
studies have investigated how this affects child and adolescent develop-
ment (Champion & Roberts, 2001). Few studies have focused on child
and adolescent adjustment to parental chronic illness or major stressors
despite evidence that parental stressors have negative psychological out-
comes (see Champion & Roberts, 2001 for a review). Children who wit-
nessed violent  behaviors  direc ted toward their  mothers  for
approximately 6 years developed notably more posttraumatic symptoms
compared to children exposed to minor stressors, but not more than chil-
dren exposed to a dog attack (Rossman et al., 1997). Future studies of
child and adolescent trauma victims require an emphasis on self-report
measures of social support and adjustment. Although investigations
have examined the impact of parental trauma on an adolescent’s well-
being, little is known about the role of social support during these times.

Since adolescents are more cognizant and emotionally mature than
children, they not only can understand more about the stressor but can
also be more realistic about the outcome. Research on adolescent adjust-
ment to parental illness has been focused on adult cancer populations.
Compas and colleagues (1994) have concentrated their investigations on
the psychosocial impact of a parental cancer diagnosis on young adults,
adolescent, and preadolescent children. Adolescent girls with an ill
mother reported more anxiety and depression than any other combina-
tion of adolescent and patient gender (Compas et al., 1994; Grant & Com-
pas, 1995; Welch, Wadsworth, & Compas, 1996); however, parents did
not report that their children were distressed (Welch et al., 1996). Welch
et al. (1996) found that adolescent girls reported a reduction in anxiety
and depression over a 4-month period, yet it is virtually unknown how
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adolescents are adjusting at or beyond 6 months postdiagnosis. Although
Compas and colleagues have established that children and adolescents
are distressed by parental illness, social support networks in this popula-
tion are virtually unknown.

Champion and Roberts (2001) suggest that parental illness can affect
children’s view of their family environment. They hypothesize that
increased conflict and lower levels of family cohesion disrupt family
member adjustment. Similarly, such factors could also affect enacted and
perceived social support within the family unit. Future studies should
incorporate the FES (Moos & Moos, 1986) and the FACES-II (Olson et al.,
1982) to directly address these hypotheses.

Life-Threatening Illness in a Child

The advent of a serious illness in a child can have a substantially dif-
ferent impact on the family.

Family support and child adjustment. Few studies have evaluated the role
of family support in how children or adolescents adjust to their own life-
threatening illness. A great deal of information is assumed when
researchers make conclusions based on studies utilizing parental percep-
tions of familial support. One of the few studies to employ self-reports of
support was by Kazak and Meadows (1989) who investigated support
networks of adolescent cancer survivors. In this study, familial relation-
ships (via the FACES-II [Olson et al., 1982]) and social support from fam-
ily, friends, and school/other adults (via the Social Support Rating Scale
[Cauce, 1986]) was assessed at baseline and 6 months into the school year
among 35 childhood cancer survivors (mean age 12 years) disease-free
for at least 5 years. At Time 2, survivors reported they received signifi-
cantly less emotional support and caring from their families, friends,
teachers, and nonfamily adults, than at Time 1. The child’s perceived
family adaptability and age at diagnosis predicted satisfaction with emo-
tional support.

Burlew and colleagues (2000) assessed factors that influenced adapta-
tion of African American adolescents (14 to 19 years) with sickle cell dis-
ease. Lower self-reported state and trait anxiety was related to the use of
social support as a coping strategy and the perception of a more support-
ive family environment (via the FES [Moos & Moos, 1986]). Lower self-
reported depression scores were related to the use of social support as a
coping strategy and better family relations.

Family support and parent adjustment. The diagnosis of a chronic illness
in a child affects each parent and the marital relationship. Barbarin and
colleagues (1985) interviewed married couples with a child cancer patient
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(age 4 to 21 years). Most parents reported that the quality of their mar-
riage and the cohesion of their family had improved since the diagnosis.
Spouses were also identified as the most important sources of social sup-
port. The wife’s perception of support was related to her husband’s
involvement in the care of their child, while the husband’s perception of
support was related to the wife’s availability in the home.

Manne and colleagues (2002) studied mothers of children (9 months to
20 years) undergoing bone marrow transplantation and found several
predictors of PTSD, including exposure, distress, fear network, enacted
support, and perceived negative behaviors. The perceived negative behav-
iors construct was indirectly predictive in that unsupportive responses by
a partner and family, reported at transplantation, predicted PTSD symp-
tom severity at 6 months posttransplant. Enacted support was reported
by the Cancer Support Inventory (Manne & Schnoll, 2001) separately for
both family and friends. However, enacted social support was not associ-
ated with PTSD symptoms. The authors note that although this finding is
inconsistent with previous social support literature, the type of social
support (perceived versus enacted) assessed is an important distinction.

Divorce

Divorce is a universally disruptive experience, always stressful and at
times traumatic. Few studies have investigated familial support net-
works utilized by postdivorce families and, specifically, assessing child
perceptions of support.

Family support and parent adjustment. Leslie and Grady (1985) found
that recently divorced women reported that their support networks were
composed of close relationships consisting primarily of kin and work
friends who provided emotional and instrumental support. After 1 year,
networks became more homogeneous and denser, and consisted of sig-
nificantly more kin.

Bretherton and colleagues (1996) assessed 50 divorced mothers with
preschool children for social support. These women reported (via the
Sources of Help Questionnaire (Wan, Jaccard, & Ramey, in 1996) their
parents as the most helpful in companionship and less so in tangible
help, emotional support, or parenting advice. Close friends were rated
the highest in providing emotional support. Relatives were turned to
more than coworkers for tangible help, companionship, emotional sup-
port, or parenting advice. Finally, divorced mothers were least satisfied
with their fathers’ support and fathers were perceived as the least helpful
to them in all areas. The women did rate fathers as “mildly” helpful in
terms of tangible support and parenting advice.
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Family support and child adjustment. Wolchik and colleagues (1989)
investigated the social support networks and adjustment of 104 children
(8 to 15 years) approximately 14 months after divorce. Children with
high levels of stress and high parental support self-reported (via the Chil-
dren’s Inventory of Social Support [Wolchik, Sandler, & Braver, 1987])
fewer adjustment problems than children with low support. Support
from siblings was not significantly associated with adjustment, measured
from either the parent’s or child’s perspective.

There has been little research on the role of grandparents in child
adjustment following divorce. However, intergenerational relationships
can be an important source of support during family transitions or major
stressors. Lussier, Deater-Deckard, Dunn, and Davies (2002) assessed
child contact and closeness with grandparents in different family struc-
tures following divorce (assessed via an author-created measure). Less
child contact was found for grandparents related to the child’s nonresi-
dent parent. Children living with stepparents reported less contact with
grandparents than those living with single parents. Therefore, the
authors suggest that the difference is in whether the parent has re-part-
nered. Children from virtually all combinations of family structures
reported similar rates of contact suggesting that grandparents are impor-
tant factors in children’s lives. Children from intact families reported
feeling closer to their grandparents compared to children living with sin-
gle mothers. The authors also found that, in general, closeness with
grandparents was related to better adjustment in children following
divorce, even after controlling for other risk factors; closeness of maternal
grandparents was associated with better adjustment in biological
mother–stepfather families. These data indicate that grandparents are
important sources of support in children’s lives, even after their parents’
divorce. Future studies should include grandparents when evaluating
child social support networks.

Family Violence

Physical or emotional violence within a family considerably affects the
family unit, family relationships, and the psychological and physiological
well-being of family members. Family violence includes physical abuse,
sexual assault, or witnessing violence. Mothers’ and children’s reports
about family violence have been found to be greatly correlated (McClos-
key, Figueredo, & Koss, 1995). Although family violence is, unfortu-
nately, prevalent worldwide, few studies have examined how support
from family members affects individual or family outcome.
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Family support and child and parent adjustment. McCloskey and col-
leagues (1995) examined whether close ties within the family (to the
mother or sibling) buffered children in violent homes. Interviews about
abuse at home, and support and closeness within the nuclear family were
conducted with 365 mothers and one child of each mother (6 to 12 years).
Because both mother and child assessments were included, there was a
more thorough understanding of the situation. Children rated parental
warmth and support via the Parent Perception Inventory (Hazzard,
Christensen, & Margolin, 1983). In contrast to a comparison group, 69.5%
of mothers reported being beaten. More children witnessed violence by
their fathers than experienced it, but most of the children in the total sam-
ple reported being slapped; more than a third were hit with an object at
least once. Violent families displayed less sibling and parental warmth
than a comparison group. When family support did occur, it failed to
buffer the children from adverse psychological effects.

Childhood Trauma

Child trauma has pervasive effects on the psychological well-being of
both the child and other family members. The difficulty with child
trauma and social support research is the lack of studies utilizing self-
report. Although there are concerns relating to the reliability of self-
reports (Cauce et al., 1990), researchers must be conservative when gen-
eralizing findings reported by parents. In addition, much research on
child trauma has focused on parental impact and adjustment rather than
child or sibling adjustment. 

Family support and child adjustment. Children (4 to 9 years) exposed to a
single dog attack displayed significantly more posttraumatic stress
symptoms than children exposed to repeated parental violence and chil-
dren with minor stressors (Rossman et al., 1997). Greater maternal sup-
port predicted fewer child internalizing and externalizing problems
(assessed via the Child Behavior Checklist [Achenbach & Edelbrock,
1983]). Mothers’ posttraumatic stress symptoms predicted children’s
stress symptoms. The authors propose that children may observe and
model maternal reactions to stress.

Von Weiss and colleagues (2002) assessed psychosocial adjustment in
pediatric rheumatic disease patients (ages 8 to 17 years) via self-report
measures of daily hassles, distress, social support (via the Social Support
Scale for Children [Harter, 1985]), and behavior problems. Greater paren-
tal support was related to lower levels of depression, state anxiety, trait
anxiety, and externalizing behavior problems. The authors found evi-
dence for a main effects model of support indicating that support was
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beneficial regardless of the level of self-reported stress. In pediatric rheu-
matic disease patients, parent and classmate support were the best pre-
dictors of adjustment as compared to other sources of support.

Family support and parent adjustment. The loss of a child is a devastating
event affecting both the spousal relationship and the parents individu-
ally. Lehman and colleagues (1989) investigated the impact of sudden
bereavement from death of a child on marital relationships. Spousal rela-
tionships were likely to either strengthen or end in divorce following a
child’s death. In response to a question about their individual relation-
ship with their other children, 32% reported that their relationship had
improved, while 13% reported that the relationship had weakened.
Although parents use each other as sources of support, we are not aware
of any additional studies focusing on the spousal relationship.

Trauma in Adolescence

Although adolescent and parental relationships are characterized by
conflict, parents are significant providers of support to adolescents
(Cauce et al., 1990). From a developmental perspective, a child’s and ado-
lescent’s sense of parental support may be directly or indirectly influ-
enced by parents’ perception of the child and their behavior toward the
child. Sarason, Pierce, Bannerman, and Sarason (1993) concluded that
adolescents’ current perceptions of availability of parent support are
related to the way parents view them and are associated with the proba-
bility of a supportive behavior. Current adolescent and sibling trauma
and social support literature has utilized self-report measures from mul-
tiple perspectives, thus creating a more thorough view of this multifac-
eted area of research.

Johnson and Kenkel (1991) assessed psychological adjustment and
family support in female teenaged incest victims, a majority of whom
were molested by a father figure. Greater perceived maternal support
was a significant predictor of adolescent self-reported distress level at the
time of disclosure of the abuse to her mother.

Manne and Miller (1998) examined social support networks, conflict,
and adjustment among adolescents (12 to 20 years) diagnosed with can-
cer. In this study, enacted support from mother, father, sibling, and best
friend (via the NRI [Furman & Buhrmester, 1985]) was assessed among
50 adolescents approximately 6 months after diagnosis. Compared to
healthy adolescents, no differences were found with regard to family or
peer support variables; however, adolescents with cancer reported much
more conflict with their mothers and fathers. Social support did not pre-
dict psychological distress in adolescents with cancer, but conflict with
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mothers was a major predictor of distress even after controlling for phys-
ical impairment. This study illustrates how these adolescents report
receiving similar amounts of social support compared to healthy teens.
The authors suggest that maternal conflict may be due to the increased
time an adolescent and mother spend together, combined with an adoles-
cent’s struggle with independence despite the need for assistance.

Death of Parent or Family Members

Children who lose a family member are not only losing a key compo-
nent of their familial support network but are also faced with a signifi-
cant source of stress. This literature base has focused mainly on the loss
of a parent, but additional studies have investigated loss of siblings and
extended family members. Parents reported that 73% of their children
suffered negative effects of the death of a parent or sibling; specifically,
47% of parent responses were coded as “extremely negative effects”
including depression, drug abuse, and suicide (Lehman et al., 1989).
Adolescents have contributed most of the information in this field due to
their cognitive development and emotional maturity.

Gray (1987) examined adolescent response to sudden versus expected
parental death. Adolescents with low global social support (assessed by
the Informal Social Support Scale; author-created measure from
semistructured interview that include questions about perceived and
enacted support) and poor relations with the healthy parent following
parental death reported considerably higher levels of depression. The
combination of sudden loss (less than 3 months) with poor prior relations
was related to a marked increase in major depression.

Few studies have provided longitudinal adjustment of adolescents
over the course of parental illness, and even less empirical research is
available on adolescent’s psychological adjustment to the loss of the par-
ent. Siegel and colleagues (1992) found that preadolescent children and
adolescents with a terminally ill parent self-reported significantly higher
levels of depressive symptomatology and anxiety than community con-
trols; however, by 7 to 12 months after parental death, no differences
were found (Siegel, Karus, & Raveis, 1996).

Bachar and colleagues (1997) investigated social support networks,
psychological well-being, and psychiatric symptoms among Israeli ado-
lescents who lost relatives (parents, brothers, grandfathers, uncles, and
cousins) nearly 10 years prior in war or road accidents, compared to
healthy adolescents. War-bereaved adolescents did not differ in amount
of social and family support compared to accident-bereaved adolescents
and nonbereaved adolescents (assessed via the PSSS [Procidano & Heller,
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1983]). War-bereaved adolescents reported significantly higher psycho-
logical well-being and lower psychiatric symptoms than accident-
bereaved adolescents. The authors propose that the resiliency of war-
bereaved adolescents may be due to the highly valued effect of death in
battle, while road accidents are perceived to be a purposeless event.

Trauma to Sibling

Support provided by siblings has been documented throughout devel-
opment. Studies have indicated that siblings provide a key source of sup-
port from childhood (Dunn & Munn, 1986) through adolescence (Tucker,
McHale, & Crouter, 2001) and into adulthood (Avioli, 1989). Children as
young as 2 years old are capable of sharing, helping, and comforting a
distressed sibling (Dunn & Munn, 1986). Despite evidence from develop-
mental psychology, the impact of sibling trauma on the healthy sibling
has been virtually unknown. Studies of the impact of child or adolescent
trauma on the family have generally focused on parental outcome vari-
ables and support as a global measure of the family (Bachanas et al., 2001;
Kazak et al., 1998). Recent developments have focused on healthy sibling
psychological outcome variables and utilization of supportive relation-
ships in sibling trauma.

A sibling’s role can be that of a mentor, as in the parent–child relation-
ship, or that of a peer. Adolescent siblings more often assume reciprocal
roles with regard to familial issues and complementary roles as peers in
the areas of social life, schoolwork, and risky behavior Tucker, McHale, &
Crouter, 2001). Tucker and colleagues (2001) conclude that adolescents
remain important sources of support into late adolescence.

Chronic illness in a sibling is a persistent stressor for the healthy sib-
ling (Drotar & Crawford, 1985; Gardner, 1998). The cognitive appraisals
of young siblings of children with a chronic illness were categorized as
negative thoughts relating either to self or others (Gardner, 1998).

Cohen, Friedrich, Jaworski, Copeland, and Pendergrass (1994) exam-
ined variables predicting adjustment for siblings (4 to 16 years) of pediat-
ric cancer patients (8 months to 17 years). In this study, 129 parents (97%
mothers) completed a measure of family adaptability and cohesion no
more than 4 years postdiagnosis (FACES-II [Olson et al., 1982]). A highly
cohesive family was related to better sibling adjustment.

Children with juvenile rheumatoid arthritis and healthy siblings at
least 10 years old completed a family resources index measuring cohe-
sion, expressiveness, and conflict among family members (via the FES
[Moos & Moos, 1986]) (Timko, Stovel, Moos, & Miller, 1992). Moderate
and severe patients engaged in fewer activities with their families, and
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perceived their families as having fewer resources than mild patients and
siblings; however, no differences were found in family activities 1 year
later.

Trauma in Early Adulthood

Trauma to a spouse has pervasive effects on the marital relationship
and the psychological and physical well-being of the healthy parent. Cut-
rona (1996) has identified four mechanisms through which spousal sup-
port can contribute to marital quality: (a) Support can prevent emotional
withdrawal and isolation. (b) The belief that one is part of a team may
prevent isolation during bereavement and subsequent marital damage.
(c) Spousal support can prevent the onset of clinically significant depres-
sion and prevent conflicts from escalating to destructive levels. (d) Emo-
tional intimacy strengthens the marital bond and can protect against
damaging coping behaviors. All these mechanisms can be applied to
marriages placed under extreme stress. Men and women who encounter
stress are more likely to receive spousal support if they are satisfied with
the marital relationship (Cutrona & Suhr, 1994).

The diagnosis of a chronic illness in a spouse affects the family unit
and the marital relationship; however, little research addresses the role of
spousal support in patient or spouse outcome variables. An extensive
review of cancer literature by Manne (1998) indicates that only a small
group of patients and spouses are at risk for adjustment problems. For
diseases that are highly curable, distress will lessen with time, but dis-
eases with a poor prognosis are related to escalating levels of distress.
Younger partners and females (patients and wives) are at higher risk for
distress. Spouses tend to be utilized differently depending on gender of
patient and phase of treatment. It is still unclear whether these factors are
cancer-specific or can be generalized to other illnesses and stressors.

Losing a spouse has devastating effects on both the healthy spouse
and family network. The spouse has lost a key component of his or her
social support network and is faced with new stressors related to family,
social, and work domains. Spouses who suddenly lost their partner
reported feeling more tense, upset, and emotionally worn out when
thinking about their current position as a parent (Lehman et al., 1989).
More than half of the parents reported that the relationship with their
remaining children had either improved or stayed the same. The experi-
ence of losing one’s spouse can lead to increases in incidence of depres-
sion, mental illness, physical illness, mortality, and suicide related to
bereavement (Stroebe & Stroebe, 1983). Specifically, men appear to suffer
more than women in response to spousal death (Stroebe & Stroebe, 1983).
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Trauma in Late Adulthood

Two major areas of research in caregiver literature are studies that
explore the impact of social relationships on caregiver outcome and those
that examine the effect of caregiving on social relationships (Pillemer &
Suitor, 1996). Female caregivers of an elderly parent with at least mild
memory difficulties report negative effects on mental health, physical
health, and lifestyles (including not spending enough time with spouse
and children) (Abel, 1989; Brody, Hoffman, Kleban, & Schoonover, 1989).

The area of support in older adulthood most researched is in caregiv-
ers of family members with Alzheimer’s disease or a related dementia.
When caregiving is provided to a parent who was once a source of sup-
port for the adult child, there is a loss of reciprocity of support for the
caregiving child. This loss is particularly felt by children caring for par-
ents with dementia. As the disease progresses, there are increases in
upsetting behaviors such as incontinence, wandering, aggression, and
loss of recognition of family members (Pillemer & Suitor, 1996). Pillemer
and Suitor (1996) examined the social support network of married female
caregivers of a parent with dementia. Friends provided the most emo-
tional support followed by spouses and siblings; siblings provided the
most instrumental support. Siblings of parent caregivers have been
shown to be both sources of support and conflict (Brody et al., 1989;
Suitor & Pillemer, 1993; Pillemer & Suitor, 1996).

Haley and colleagues (1996) found that female caregivers dominate
the caregiver role in black and white families caring for adults with
Alzheimer’s disease. There were no differences in number of social sup-
ports, total satisfaction with social support, or total number of visits with
relatives and friends (assessed via the SSQSR [Sarason, Sarason, Shearin,
& Pierce, 1987). Black caregivers had lower appraisals of caregiving stres-
sors (e.g., memory and behavioral problems) and lower levels of depres-
sion than white caregivers. The authors suggest that these differences
may be due to cultural differences in values and beliefs, such as expect-
ing to be a caregiver for a parent.

Creasey, Myers, Epperson, and Taylor (1990) investigated relation-
ships in families with and without elderly parents with Alzheimer’s
disease. Assessment of family relationships (via the NRI [Furman &
Buhrmester, 1985]) revealed that female adults (daughters and daugh-
ters-in-law) from the Alzheimer’s group perceived a lack of support from
the elderly parent and their own husbands when compared to the control
group. Adult men (sons and sons-in-laws) in the Alzheimer’s group also
reported a perceived lack of support from the elderly parent compared to
the control group. Reports of wife burden were correlated with negative
interactions with both the husband and parent, while husband burden is
specifically related to whether the patient is a parent and female. In
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contrast to the authors’ hypothesis that the data would fit with a family
systems approach, families with an Alzheimer’s patient did not perceive
disruptions among all relationships.

SUMMARY

Social support from family members can facilitate adjustment in chil-
dren (La Greca et al., 1996; Wolchik, Ruehlman, Braver, & Sandler, 1989),
adolescents (Burlew, Tefair, Colangelo, & Wright, 2000; Manne & Miller,
1998), adults (Bloom & Spiegel, 1984; Nott et al., 1995), and the elderly
(Creasey et al., 1990; Haley et al., 1996) after exposure to traumas through
a variety of mediums that affect the whole family unit or individual fam-
ily members. Regardless of who experiences the trauma, the entire family
network is affected. Although previous findings suggest that social sup-
port is generally beneficial, little is known about the impact of trauma on
family functioning and subsequent family processes. Family functioning
variables, for example, cohesion and adaptability, are potential modera-
tors of the relationship between trauma and psychosocial outcome.

Research has shown the most effective type of support is one that
matches the needs of the stressor. Cutrona and Russell (1990) outlined an
optimal matching model of stress and social support where optimal
adjustment is achieved when the support received is appropriately
matched to stressor characteristics. Defining preference variables pro-
vides insight into the complex relationship of the matching between
stressors and social support. Therefore, it is essential to understand how
and what is considered supportive in order to construct effective inter-
ventions to empower families faced with trauma.

METHODOLOGICAL ISSUES

Although literature on the role of social support in trauma has grown
considerably in the last 10 years, the focus on family support comprises a
relatively small portion of this work. A review of the literature shows
that family members are important components of support networks;
however, more work is needed in the areas of methodology and mea-
surement.

Acitelli (1996) emphasizes three methodological considerations for
social support research of marital relationships; these points are also
applicable to all areas of social support research. First, studies of support
need to focus on relationship-specific social support instead of global
measures. Second, both providers and recipients of support need to be
included, especially when assessing reciprocity of support; if only one
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member of the dyad reports, then the investigation is really studying an
individual’s perception of reciprocity. Third, an emphasis on social sup-
port and outcome variables will provide more meaningful context to the
impact of relationships. Each point will be elaborated upon within the
context of the familial relationship.

Only a few social support measurements allow for the evaluation of
support from different family members. Support measures need to be
designed to assess relationship-specific social support in order to tease
out types of support provided by specific family members in specific con-
texts. Some recent examples of these measures are the Partner Support
Inventory for Cancer (Manne & Schnoll, 2001) and the Adolescent Diabe-
tes-Specific Support From Family Members Measure (La Greca & Bear-
man, 2002).

A second issue regards how enacted support is evaluated. Enacted sup-
port typically captures support from the recipients’ point of view rather
than what the providers view as what they provide to the recipient. Stud-
ies should incorporate perspectives of both the recipient and the provider
of support (Kessler, 1991). This approach to assessing support will con-
tribute to a more thorough understanding of why some well-intended
support is perceived negatively, as well as a greater understanding of so-
called “invisible” support that is provided but not recognized by the
recipient (Bolger, Zuckerman, & Kessler, 2000).

Another construct that might be incorporated into studies of family
support in the aftermath of trauma is reciprocal support. Support in
familial relationships is a dynamic process where there may be less clear
boundaries between who gives and who receives support because of the
communal nature of family relationships. Assessments taking into
account the reciprocal nature of support would be particularly helpful in
the family context and have been very rarely used in this research. For
example, instead of assessing support from both the provider and the
recipient perspective, researchers only assess perceptions of support
from one person, as in spousal relationships and parent–child dyads.
Antonucci and Jackson (1990) emphasize the importance of reciprocity in
social support research as a means to facilitate understanding of support
exchanges across the life span. This is especially pertinent to parent–child
dyads. Most parental reports are completed by the mother, and none of
the studies presently reviewed consisted of parent reports by the father.
This missing component of family relationships is important to include in
future research design.

Assessing child or adolescent social support by the family includes
behavioral observation, parent reports, and self-reports. Although there
are advantages and disadvantages to each method, self-report allows
direct evaluation of a child’s support network (Cauce et al., 1990). Future
research on social support networks in children and adolescents should
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take into account measures from both members of the desired relation-
ship, for example, both parent and adolescent views of social support.

Outcome measures should be included in evaluations of family rela-
tionships in times of trauma. Not only is it important to determine who is
providing the support in response to traumatic events but also psycho-
logical and physical outcome for the support recipient. In studies target-
ing children and adolescents, self-report should be utilized, when
possible, in order to create the most accurate picture of the impact of
stressful event and support relationships.

Finally, nearly all studies reviewed are cross-sectional designs, which
significantly limit the generalizability of findings. Longitudinal designs
will allow a more thorough understanding of support in families regard-
ing how families utilize support to adjust to trauma immediately and
over time.
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Research Assessing Couple and 
Family Therapies for 
Posttraumatic Stress Disorder

 

JAY LEBOW AND KATHLEEN NEWCOMB REKART

 

Couple and family therapies offer ways of responding to posttrau-
matic stress disorders (PTSD) that ecologically resonate with the problem
in focus. Traumas do not just affect individuals; they also affect those
who share the lives of the traumatized person, whether the trauma is
recent or in the distant past. Often, the traumatic events themselves are
shared by families. But there is precious little research assessing the out-
comes of the numerous innovative couple and family approaches to the
treatment of PTSD and no research at all assessing what matters in the
process of these treatments.

What are we to make of this state of affairs? Should we take this to
mean that couple and family approaches to treating PTSD sound interest-
ing but fail to affect the problem? The answer to this question is almost
certainly a resounding “no.” A large body of work assessing the connec-
tion between PTSD and family points to the existence of powerful effects
of PTSD on family members and equally powerful effects of family mem-
ber ’s responses to PTSD. Clearly, families affect and are affected by
PTSD. Furthermore, the much larger literature assessing the impact of
couple and family therapy on other related disorders suggests the likeli-
hood that research will show that couple and family therapies do have a
significant impact on PTSD. Consistent with this expectation, the small
number of existent studies assessing the effect of couple and family ther-
apies on PTSD has found a positive impact of these treatments.
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So what then explains the paucity of research assessing the effective-
ness of couple and family therapies on PTSD? Although calling for some
speculation, the answer to this question appears straightforward. PTSD
typically has been thought of as an individual disorder, following the tra-
ditional psychiatric view of this disorder. Although there is a widespread
recognition among clinicians and researchers regarding the impact of
PTSD on families, the first generation of research on the treatment of
PTSD has taken the simplest pathway, focusing exclusively on the indi-
vidual with the disorder and building treatments for those individuals
treated alone. The small number of researchers involved in this treatment
research and the additional pragmatic complexity brought about by
involving family members in treatment have added to the problem. Con-
sequently, no major studies of couple and family therapies for PTSD have
yet been conducted that are comparable to those that have been con-
ducted on couple and family therapies for such problems as alcohol and
substance abuse, major mental illness, or depression.

Given this background, we have extended this chapter beyond a mere
review of the few studies assessing couple and family therapy for PTSD. We
present the logical case for why it is likely that these treatments can be
expected to have a positive effect on PTSD and on family members, based
on the broader research that has probed the relationships between PTSD
and family factors and the research assessing couple and family therapy. We
will first review the research assessing the impact of PTSD on the family,
then the research assessing the family’s impact on PTSD and also some of
the findings of research assessing the impact of couple and family therapy
on other specific disorders. We will conclude with a summary of the small
body of work assessing the impact of couple and family therapies on PTSD.

 

RESEARCH LINKING PTSD AND THE COUPLE/FAMILY

 

When one family member is suffering from any 

 

DSM

 

 Axis I disorder
(e.g., substance abuse disorder, depression, or panic disorder), the whole
family is likely to feel the effects. Of particular concern for clinicians and
researchers is how such psychopathology affects and confers increased
risk to others in the family system. In general, research suggests that if
one member of a couple has a disorder, there is often increased tension
and discord and decreased relationship satisfaction (Benazon, 2000;
Collins, Maccoby, Steinberg, Hetherington, & Bornstein, 2000; Connell &
Goodman, 2002). If a parent has a disorder, parenting abilities are often
compromised, and when a child has a disorder, family life may become
consumed by the child’s difficulties (Benazon, 2000; Collins, Maccoby,
Steinberg, Hetherington, & Bornstein, 2000; Connell & Goodman, 2002).

In many ways, PTSD affects the family much like any other disorder,
yet in addition to dealing with a symptomatic family member, the family
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often must regroup in the wake of a trauma. Additionally, the 

 

Diagnostic
and Statistical Manual of Mental Disorders

 

 (American Psychological Associ-
ation, 1994) treats witnessing or learning about a tragic or life-threatening
event that happened to a close friend or relative as tantamount to experi-
encing the event and qualifying for the diagnosis of PTSD. Thus, the line
between the affected individual and the rest of the family can be much
less distinct than with other disorders.

 

Impact of PTSD on the Couple/Family

 

The National Comorbidity Survey (Kessler, Sonnega, & Bromet, 1995)
found a 7.8% lifetime prevalence of PTSD across all types of traumatic
experiences. Moreover, the study reveals that the condition persists over
many years for about one third of all PTSD cases, irrespective of treat-
ment (Kessler et al., 1995). PTSD has been studied in a variety of popula-
tions (Brewin, Andrews, & Valentine, 2000). The largest group studied is
composed of male combat veterans, while in civilian samples a major
focus has been female assault victims (Nishith, Mechanic, & Resick,
2000). Some research indicates that family members of the person who
directly experiences the trauma can themselves develop a PTSD. For
example, mothers and fathers of childhood cancer survivors showed sig-
nificantly higher levels of posttraumatic stress symptoms than compari-
son parents (Barakat et al., 1997; Kazak et al., 1997) Similar research
indicates that PTSD may be among the most prevalent psychological
comorbidities in families of children with spinal cord injury (Boyer,
Knolls, Kafkalas, Tollen, & Swartz, 2000).

Figley (1988) has suggested four ways in which families are likely to
be affected by trauma. 

 

Simultaneous effects

 

 refers to an event that happens
to the whole family at the same time (i.e., a car accident, hurricane, or tor-
nado). In this case, everyone who experiences the event faces a potential
posttraumatic reaction. 

 

Vicarious effects

 

 describes the situation when an
event happens to one family member who is out of contact with the rest
of the family (i.e., at war or taken hostage). 

 

Intrafamilial trauma 

 

conveys
the situation when one family member might have caused the trauma for
another member (i.e., child abuse, incest, or domestic violence). And
finally, 

 

chiasmal effects 

 

conveys what occurs when an event happens to
one member but the subsequent stress affects the whole system.

 

1

 

 Each of

 

1. 

 

Editor’s note

 

: Figley’s earlier use of the term chiasmal effects has evolved into
the more specific term secondary traumatic stress (STS) which he defines as “the
experience of tension and distress directly related to the demands of living with
and caring for someone who displays the symptoms of PTSD.” He notes that STS
can be “associated not only with the demands of a family member with PTSD but
with a feeling of empathy for the traumatic experiences of the loved one” (Figley,
1998, p. 7).
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these types of effects has implications for conceptualizing the
ramifications of the disorder. It is conceivable that several of the effects
might be operating within the same family. For example, if a mother and
daughter were in a serious motor vehicle accident, the family might expe-
rience both simultaneous effects (i.e., mother and daughter) and chiasmal
effects (son and father). While the kinds of family effects might depend
on the traumatic event, the PTSD syndrome is a common denominator.

The symptoms of PTSD, as with the symptoms of other clinical disor-
ders, can be very disruptive to family life. The three PTSD symptom clus-
ters have implications for interpersonal relationships. Reexperiencing
symptoms can affect the extent to which the affected individual can be a
functioning member of the family. Reexperiencing symptoms underscores
the fact that much of what the individual with PTSD is going through is a
private, 

 

internal 

 

battle with the past. This can disrupt daily functioning,
yet leave families without an understanding of the individual’s behavior.
This lack of understanding of the person’s internal experience may create
embarrassment, frustration, and alienation for the individuals and for
their loved ones (Harkness & Zador, 2001; Johnson, 2002).

The emotional numbing and avoidance may cause the individual to
appear cold or unfeeling toward family members. While to the individ-
ual this blunted affect is apparently uncontrollable, family and friends
suffer the loss of the individual as an active participant in a mutually
reinforcing and satisfying interpersonal relationship (see Harness &
Zador, 2001; Johnson, 2002). In the absence of corrective information
about why their loved one is behaving in such a cold manner, family
members may make judgments and attributions that perpetuate family
distress (Halford & Bouma, 1997; Johnson & Sims, 2000).

The hyperarousal symptoms have been related to arousal components
of other anxiety disorders (Foa, Zinbarg, & Rothbaum, 1992), but they
also include irritability, difficulty managing anger, sleep problems, and
hypervigilance. Family members may have difficulty understanding the
individual’s anxiety and anger, and may bear the brunt of volatile tem-
pers and angry outbursts. Additionally, volatile parental outbursts might
both disrupt effective parenting and model aggression as a way of deal-
ing with frustrations, contributing to child behavior problems (Connell &
Goodman, 2002).

Thus, in insidious ways, PTSD may isolate sufferers from those who
love them and create more problems for couples and families. It is not
surprising that research suggests that PTSD is related to the intensity of
marital discord (Johnson & Williams-Keeler, 1998), disrupted family func-
tioning (Jordan et al.,

 

 

 

1992; Solomon, Mikulincer, Freid, & Wosner, 1987),
and child behavior problems (Jordan et al., 1992). For example, Jordan and
colleagues (1992) examined interviews conducted in a nationally repre-
sentative sample of 1,200 male Vietnam veterans and the spouses or
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partners of 376 of these veterans. Compared with families of male veter-
ans without current PTSD, families of male veterans with current PTSD
showed significantly more problems in marital and family adjustment, in
parenting skills, and in violent behavior.

Spouses or partners may experience the burden of caring for the indi-
vidual with PTSD (Beckham, Roodman, Barefoot, & Haney, 1996; Figley,
1998) and may develop psychiatric symptoms themselves (Jordan et al.,
1992; Solomon, Gerrity, & Muff, 1992). For example, Verbosky and Ryan
(1988) studied 23 female partners of Vietnam veterans receiving treat-
ment for PTSD and discovered a significant relationship between PTSD
symptoms and the female partner’s poor self-esteem, limited coping
skills, and ineffective overcompensation to deal with the problem. Addi-
tionally, the children of the veterans with PTSD appeared to be more at
risk of developing behavior or psychiatric problems, or to be more likely
to have behavioral problems than children of veterans without PTSD
(Davidson, Smith, & Kudler, 1989; Jordan et al., 1992; Rosenheck &
Nathan, 1985). There is considerable empirical evidence that families are
affected by PTSD.

 

Family Impact on PTSD

 

Not all individuals exposed to a trauma develop PTSD. The social–cog-
nitive processing theories of adaptation to traumatic life events (Horow-
itz, 1986; Janoff-Bulman, 1992; Pennebaker, 1989) suggest that traumatic
life events challenge individuals’ assumptions about themselves and their
environment (e.g., their beliefs in a just world or personal vulnerability
[Horowitz, 1986]), and having someone to talk to often helps individuals
come to terms with, and move on from, traumatic experiences. Indeed, a
meta-analysis of 85 data sets and 14 pretrauma and posttrauma risk fac-
tors revealed that a lack of social supports was one of three variables con-
veying the strongest risk of PTSD (Brewin, Andrews & Valentine, 2000).
The effect size of social support on PTSD in this analysis was moderate (r
= .40) in Cohen’s (1988)

 

 

 

 

 

terms

 

 

 

suggesting a clear and important impact
(far stronger than, for example, the effect size of smoking on developing
cancer). Thus, social support, often defined as close confiding relation-
ships with others, is a predictor of adjustment to trauma and of who
develops the PTSD. Yet, characteristics of the family might influence
whether or not the family is a valuable source of social support.

Figley (1998) suggests that family members are in a unique position to
promote recovery of individuals from trauma. Helpful family members
might be more apt to detect the presence of traumatic stress and to mobi-
lize resources to deal with the stress, including getting the person profes-
sional help. Supportive family members can help the individual confront,
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revisit, and reinterpret the incident in a more adaptive manner (e.g.,
involving less negative self-judgment). A large body of research indicates
that being able to count on others for social support helps individuals
cope better with life stress and promotes psychological well-being
(Cohen & Syme, 1985; Pierce, Sarason, & Sarason, 1996; Sarason, Sarason,
& Gurung, 1997; Vaux, 1988a, 1988b). For example, Lavee, McCubbin,
and Olson (1987) examined the effects of stressful life events on family
relationships in a survey of 1,140 families and discovered that marital
adjustment counteracted the effect of stressful experiences. Emotional
support provided by spouses has been shown to be associated with better
psychological adjustment when dealing with life-threatening illnesses
like cancer (Manne & Glassman, 2000; Manne, Taylor, Dougherty, &
Kemeny, 1997; Primomo, Yates, & Woods, 1990).

Protective factors identified in the research on children and adoles-
cents exposed to violence include support from parents (Hill & Madhere,
1996; Kliewer, Lepore, Oskin, & Johnson, 1998), a high-quality
parent–child relationship (Boney-McCoy & Finkelhor, 1996), and family
cohesion (DuRant, Cadenhead, Pendergrast, Slavens, & Linder,

 

 

 

1994) are
all important in adjustment. For example, data from the National Youth
Victimization Prevention Study indicate that Victimization and poor
parent-child relationships predicted PTSD symptoms, but that the latter
appeared to be the more influential risk factor (Boney-McCoy & Finkel-
hor, 1996). Similarly, Kliewer and colleagues (1998) found that inner-city
youths who had witnessed or experienced violence were less likely to
report intrusive thoughts about the violence if they had high levels of
support from their parents or felt they could talk to their parents about
the violence they had experienced.

Yet, supporting a family member through a trauma may not be an easy
task. In the wake of a traumatic event, family members may engage in (a)
overtly unsupportive behaviors (e.g., excessive criticism of the individ-
ual), (b) intentionally helpful behaviors perceived as unsupportive (e.g.,
giving unsolicited advice), or (c) unintentionally unhelpful behaviors
(e.g., avoiding the individual or conveying discomfort when he or she
tries to talk about the traumatic experience) which may affect the avail-
ability of support (Dakof & Taylor, 1990; de Ruiter, de Haes, & Tempelaar,
1993; Manne & Glassman, 2000; Manne et al., 1997). The negative effects
of these unsupportive behaviors have been found in individuals facing
cancer (de Ruiter et al., 1993; Manne et al., 1997), coping with other seri-
ous illnesses (Manne & Zautra, 1989), and dealing with other stressful life
events (Rook, 1984; Vinokur & Van Ryn, 1993).

Why are families unsupportive? One reason may be that individuals
have difficulty managing their own responses to the trauma sequelae.
Work by several researchers (Dunkel-Schetter, 1984; Wortman & Conway,
1985; Wortman & Dunkel-Schetter, 1987) with individuals coping with

 

RT7545_C12.fm  Page 266  Wednesday, June 9, 2004  1:13 PM



 

Research Assessing Couple and Family Therapies for Posttraumatic Stress Disorder

 

267

 

life-threatening illness suggests that family members may have negative
emotional reactions which conflict with how they feel they should act
around the individual (i.e., cheerful, optimistic); hence, they may (a)
physically avoid the individual (b) avoid talking about the event with the
individual or (c) minimize the severity of the individual’s circumstances
(see Dakoff & Taylor, 1990). Such responses may prevent the individual
from being able to process the trauma openly with them. For example,
the tendency toward minimization of the trauma has been demonstrated
as extremely unhelpful in individuals diagnosed with cancer (Dakof &
Taylor, 1990). It appears that the more family members can manage their
own reactions to the trauma and understand what will be helpful, the
more they will be able to provide the vital social support that can help
ameliorate PTSD.

This brings the discussion full circle. The reactions of the traumatized
individual and the other family members become connected in a circular
process. The extent to which the family can support the individual is
related to how well the family members manage their own reactions to
the trauma, while specific features of the trauma and the affected mem-
ber’s symptom presentation affect the impact of the trauma on the family.

 

THE EFFECTIVENESS OF COUPLE AND FAMILY THERAPY

 

Research spanning 3 decades has documented the effectiveness of cou-
ple and family therapy. Numerous reviews (Alexander & Barton, 1995;
Christensen & Heavey, 1999; Lebow & Gurman, 1995; Sandberg et al.
1997) and meta-analyses of the existent research (Stanton & Shadish,
1997) have shown couple and family therapy to have considerable effects.
In the meta-analyses, the power of these effects is at least as strong as
those for individual therapy. Couple and family therapies produce effect
sizes in meta-analyses of about .65 in comparison with no treatment con-
trols (Shadish & Baldwin, 2002). Typically, research shows two of three
cases to have positive outcomes.

More specifically, couple and family therapies are the only therapies
that have been shown to produce a significant impact on relational disor-
ders. Numerous studies have shown couple therapy, in particular, to
influence couple-relationship difficulties (Hahlweg & Markman, 1988;
Johnson & Lebow, 2000). Indeed, a number of quite different conjoint
couple therapies have been shown to be effective in reducing levels of
marital distress (Sprenkle, 2002).

 

Conjoint Therapies for Individual Problems

 

These positive findings are also reflected in the research assessing
the impact of couple and family therapy on specific Axis I disorders
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(

 

DSM-IV

 

). Couple and family therapies have been found to be effective
treatments for adult depression, anxiety, alcohol use disorder, sub-
stance use disorder, and major mental illness, and for child and adoles-
cent conduct disorder, delinquency, substance use disorder, alcohol use
disorder, anxiety, and depression (Sprenkle, 2002). Couple and family
therapies appear to have quite extraordinary effects on several disor-
ders, leading these therapies to emerge as treatments of choice for
major mental illness, adolescent delinquency and substance abuse, and
adult substance abuse, as well as in treating distressed couple relation-
ships (Sprenkle, 2002; Gurman & Lebow, in press).

There now are numerous couple and family therapies that have suffi-
cient research support to qualify as empirically supported therapies
(ESTs). ESTs have been gaining increasing recognition among govern-
ment, third-party payer, and care delivery systems as therapies that
have been established as being effective in the treatment of specific dis-
orders and difficulties. Couple and family therapies have emerged as
ESTs for treating distressed marriages; for adolescent substance abuse
and delinquency; for adult alcoholism, depression, and severe mental
illness; for childhood conduct disorder, attention deficit disorder, anxi-
ety, and depression; and for a number of problems involving physical
health.

The inclusion of partners or spouses has become a very important
aspect of the treatment of several disorders including depression, alcohol
use disorder, substance use disorder, and anxiety (Sprenkle, 2002). Simi-
larly, the involvement of family has a well-established effect in the treat-
ment of virtually all child and adolescent disorders (Sprenkle, 2002).
Research shows couple and family therapies to be especially helpful in
those situations where the person who has the disorder does not recog-
nize the difficulty or is reluctant to seek treatment, such as in substance
abuse. In these situations, couple and family therapies can promote
engagement and completion of treatment in many who would not other-
wise engage in treatment ( O’Farrell & Fals-Stewart 2002; O’Farrell &
Fals-Stewart, 2000). Better engagement in treatment thereby becomes a
route to greater levels of improvement.

 

The Advent of Integrative Approaches

 

It should be noted that the therapies involved in the great majority
of research assessing the impact of couple and family therapy on spe-
cific disorders are of a particular kind. Although meta-analyses do not
find differences between broad categorizations of couple and family
therapy (as behavioral, structural, humanistic, etc.) in their effective-
ness (Shadish & Baldwin, 2002),

 

 

 

the great majority of studies that have
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been conducted assessing the impact of couple and family therapies
involve integrative therapies (Lebow, 1997; Lebow, 1984). These thera-
pies often include individual sessions with clients as well as sessions
with the whole family. Confrontation in these therapies may be present
but is rare, and paradoxical interventions are nowhere to be seen.
Instead, what emerges is a kinder, gentler family therapy, grounded in
the building of change over time rather than in single eventful
moments. Most of the approaches which have acquired evidence for
their effectiveness carefully nurture the building of alliances with fam-
ily members. In marked contrast to the older vision of family therapies,
most of these therapies freely mix individual, couple, family, and
group session formats. In this context, family therapy becomes a sys-
temic cabinet that includes many specific containers. The notion of see-
ing families all at once is replaced by the cobbling together of the most
effective mix of session formats. Intervention strategies similarly com-
bine structural, strategic, cognitive, behavioral, and systemic notions.
What once was largely ideology has been replaced by a pragmatism
centered on what works.

 

Limitations

 

Several caveats need to be added to this optimistic picture of the
impact of couple and family therapy. The problems typically addressed
with these therapies are quite difficult and it would be inappropriate to
oversell the effects of these treatments. The small amount of research
assessing the impact of couple and family therapy on relationships over
long periods of follow-up indicates that the changes occurring may not
be lasting when outcomes are considered over many years (Jacobson &
Addis, 1993; Lebow & Gurman, 1995). It appears that such relationship
difficulties are more appropriately thought of as often-recurring prob-
lems that require continued attention over time. Another limitation is
that, while improvement can be expected in couple and family therapy, it
is also quite difficult to move relationship difficulties in those receiving
therapy to the levels in those who are not identified as troubled (Jacobson
& Follette, 1985; Kazdin, 1999).

We should also note that many of the best known couple and family
therapies have not been subject to research evaluation. There is almost no
evidence for the effectiveness of a number of the most widely circulated
couple and family therapies, including Bowen therapy, strategic therapy,
narrative therapy, symbolic-experiential therapy, solution-focused ther-
apy, Imago therapy, object relations therapy, psychodynamic therapies,
intergenerational therapies, and a plethora of others that claim special
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effectiveness with specific groups of clients.

 

2

 

 While this may have been a
tolerable state of affairs in 1975, after 30 years of outcome research on
couple and family therapies, it no longer remains acceptable. Finally, the
large 

 

Consumer Reports

 

 study (Seligman, 1995) of

 

 

 

psychotherapy indicates
that for many, couple and family therapy may be a less acceptable form
of therapy than individual therapy. A group of clients may not want to
participate in couple or family therapy, or value it once in it, particularly
in the absence of therapists with special training in these therapy formats.

 

RESEARCH ON THE IMPACT OF FAMILY AND COUPLE THERAPIES ON PTSD

 

While some early writing on family therapy for PTSD suggested that
the family might be the desired context of treatment (Figley & Sprenkle,
1978; Stanton & Figley, 1978), there has been relatively little research
focused on couple/family treatment of PTSD. However, the studies that
have been conducted offer hope that this modality can be effective in
ameliorating the effects of PTSD for both individuals and families.

As noted above, the distinction between individual treatments and
couple/family treatments in the treatment of individual disorders is
becoming increasingly blurry. In a review of couple and family therapies
targeted at individual disorders, Baucom and colleagues (1998) classified
these therapies into one of three broad types.

1. In the first type, couple or family therapy is used with the intent of
assisting the treatment of an individual’s disorder based on the prin-
ciple that “the functioning of the couple or family contributes to the
development or maintenance of individual symptoms” (Baucom,
Shoham, Mueser, Daiuto, & Stickle, 1998).

2. In the second type, disorder-specific couple or family interventions
“target the couple’s or family’s relationships, but only as they
appear to directly influence either the disorder or its treatment”
(Baucom et al. 1998, p.63).

3. In the third type, partner-assisted or family-assisted interventions
(PFAIs) refer to interventions that involve the partner or family in a
coaching role, assisting the identified patient in conducting therapy
assignments outside the therapy session. In PFAIs, the couple or
family relationships are “used to support the treatment plan, but
these relationships are not a focus of the intervention” (Baucom
et al., 1998, p. 63).

 

2

 

. Editor’s note: 

 

Many of these well-known approaches are presented in this vol-
ume. While we lack research support for their efficacy, there is still value in
understanding the theoretical basis and application of these therapeutic models.
It is hoped that this volume will spur further research in these areas.
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Within this framework, existent research on couple/family treatments
of PTSD has only included examples thus far of the first two kinds of
intervention.

 

Emotionally Focused Therapy

 

In terms of ameliorating distress in the couple’s relationship that
might affect the development or maintenance of PTSD symptoms, pio-
neering research has been conducted utilizing Emotionally Focused Ther-
apy (EFT; Greenberg & Johnson, 1988; Johnson & Greenberg, 1994, 1995).
EFT is a short-term, structured approach aimed at repairing distressed
relationships based on the rebuilding of attachment and the experiencing
and processing of emotion. EFT helps partners examine and process their
emotional responses to each other and change their interaction patterns
to foster better interpersonal attachment and relationship functioning
(Johnson & Williams-Keeler, 1998). EFT has a well-established record as a
treatment for marital discord (Johnson & Lebow, 2000; Johnson, Hunsley,
Greenberg, & Schindler, 1999; Baucom et al., 1998).

This approach has been successfully used in treating relationship dis-
tress that co-occurs with extreme stress due to chronic illness, sexual
abuse, physical abuse, violent crime, natural disasters, and posttraumatic
stress disorder (Johnson, 1989; Johnson & Williams-Keeler, 1998; Walker,
Johnson, Manion, & Cloutier, 1996). For example, Walker, Johnson, Man-
ion, and Cloutier (1996) conducted a randomized control trial assessing
the efficacy of EFT in decreasing marital distress for 32 couples with
chronically ill children. Couples were randomly assigned to EFT or to a
wait-list control group. Results indicate that the 16 EFT couples demon-
strated significant decreases in marital distress at posttreatment in com-
parison to the 16 control couples. These effects were statistically and
clinically significant and were maintained at a 5-month follow-up.
Improvements in marital functioning following EFT were also demon-
strated (Walker et al., 1996).

 

Behavioral Family Therapy

 

In terms of couple or family interventions designed to improve the
ways in which a couple or family interacts or addresses situations related
to the individual’s disorder, which might contribute to the maintenance
or exacerbation of the disorder, at least one study has attempted to assess
such family training in conjunction with individual treatment for PTSD.
Behavioral family therapy (BFT; Falloon et al.,

 

 

 

1985; Mueser & Glynn,
1995) adopts a skills-training approach in teaching families to best cope
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with individual disorders. BFT, although not widely researched for
PTSD, has been found to reduce relapse rates and symtpoms in schizo-
phrenia and other disorders (Falloon et al., 1982; Randolph, et al.,

 

 

 

1994) in
which the family’s ability to manage the individual’s symptoms appears
to play a role in affecting the disorder.

With this rationale, Glynn and colleagues (1999) conducted the first
randomized clinical trial of BFT in chronic combat-related PTSD. The
treatment included (a) psychoeducation focusing on legitimizing the dis-
order; (b) problem-solving skills training, (c) anger-negative affect man-
agement instruction; and (d) a clear, well-articulated structure designed
to support the adoption of modest expectations for change (Glynn et al.,
1999). Results of this study indicate that BFT, when added to directed
exposure to traumatic stimuli, did not produce additional symptom
reduction beyond that offered by the exposure treatment, yet whether
BFT alone might have been helpful was not tested (Glynn et al., 1999).
Glynn and colleagues posit that the limited BFT effects may reflect an
insufficient dosage to confront the profound difficulties faced by the fam-
ilies in their sample. They suggest that, in cases of more acute PTSD, in
cases charactrized by high anxiety, and in cases where motivation to
resume prior higher levels of functioning is strong, BFT might have a
more powerful therapeutic role.

To sum up the general findings from the few studies researching cou-
ple and family therapies for PTSD, there is some indication that involving
partners and families may help but there is very little research from
which to draw. The study by Glynn et al. (1999) suggests that despite the
strong indications that couple/family therapies have a natural fit with
PTSD, we cannot simply assume that involving partners or family will
contribute to positive outcomes beyond the impact of individual therapy
for clients with PTSD. Much more research is needed to further elucidate
the potential impact of couple/family therapy on PTSD. Of particular
import may be treatments for PTSD designed to involve PFAIs that
appear to be effective in other anxiety disorders. Research should also
examine the effects of these treatments on partners and family as well as
on the person with PTSD.

 

Impact on Other Anxiety Disorders

 

There is more research examining the impact of couple/family thera-
pies on other anxiety disorders than there is on PTSD. The involvement of
the partner or other family member in the treatment of agoraphobia has
been evaluated as a means of improving treatment outcomes (see Baucom
et al., 1998). In family-assisted treatment for agoraphobia, the family
member helps to plan, carry out, and reinforce all exposure attempts
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(Barlow & Waddell, 1985; Mathews, Teasdale, Munby, Johnston, & Shaw
et al., 1977). Partner-assisted exposure therapy has been shown to be
equivalent to comparison therapies (Baucom et al., 1998). Other studies
indicate that viewing interpersonal relationships in an environmental con-
text that may maintain phobic symptoms (Barlow & Waddell, 1985) and
adding a communication skills training component (Arnow, Taylor,
Agras, & Telch 1985) can improve on the effectiveness of exposure thera-
pies (see Baucom et al., 1998).

The effect of involvement of the partner or other family member in the
treatment of obsessive–compulsive disorder (OCD) has also been evalu-
ated (see Baucom et al. 1998). A few studies suggest that including a fam-
ily member in exposure treatment is no more or less effective in treating
OCD, but helps in cases in which reinforcement by a significant other is
likely to help the patient follow through with exposures to feared stimuli
and compliance with treatment protocols (Emmelkamp, de Haan, &
Hoogduin, 1990; Emmelkamp & de Lange, 1983; Mehta, 1990). There also
is extensive evidence that family-based cognitive–behavioral therapies
substantially affect anxiety disorders in children (Sprenkle, 2002).

 

CONCLUSION AND RECOMMENDATIONS

 

Couple and family therapies have an established track record of hav-
ing considerable effects, both when viewed as a whole and in relation to a
number of 

 

DSM

 

 Axis I disorders. Although there is little research directly
assessing the impact of couple and family therapies on PTSD, the body of
research on PTSD suggests that couple and family therapies are likely to
have a unique and powerful role in the treatment of this disorder. It is
clear that families are greatly affected by PTSD and to some extent share
in the trauma. Family reactions to PTSD also have powerful effects on the
person with the disorder. Research assessing the circular impact of PTSD
and family factors strongly suggests the value of the development of cou-
ple and family therapies for PTSD and the likelihood that such treat-
ments would positively affect both the individual with PTSD and the
family system. Not surprisingly, several of the few available studies
assessing couple and family therapies in relation to PTSD have found
positive results.

 

Promising interventions

 

. What kinds of intervention might be most
promising, given what we know from the research on other disorders?
Family psychoeducation about PTSD offers one obvious pathway. PTSD
is a confusing disorder for family members. With other disorders that are
confusing for family members, such as schizophrenia, bipolar disorder,
and depression, an improved understanding about the disorder has
proved very helpful (McFarlane, et al.,

 

 

 

1995). Therapies that tap into
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emotion and the management of emotion also have proven very helpful
in the context of work on marital distress and appear well suited to these
difficulties (Johnson, 1996). So, too, do those therapies that accentuate the
communication and acceptance of feeling states (Christensen & Jacobson,
2000). When individuals with PTSD are not able to see their own diffi-
culty or seek treatment, the kinds of couple and family engagement pro-
cedures developed in the context of alcohol and substance use disorders
also seem likely to be helpful (O’Farrell, 1996). It is important to note that
it has been, primarily, engagement of spouses and family members in
efforts to understand the problem, differentiate from it, and promote
engagement in treatment that has been effective and not dramatic con-
frontation of the person with the disorder (O’Farrell & Fals-Stewart,
2002).

We should not take these limited findings to mean that couple and
family therapies’ impact on PTSD has been established. Determining the
effectiveness of various couple and family therapies for PTSD awaits test-
ing.

 

Future research

 

. There are many crucial questions that need to be
answered in future research involving couple and family treatments for
PTSD. First, there are the questions concerned with establishing these
treatments as effective. Can one or more family therapies be established
to have a significant impact on PTSD? There also are questions about
whether these approaches can produce unique outcomes. Do these thera-
pies add unique benefits beyond individual therapy for PTSD? What is
the impact of these therapies beyond their influence on the traumatized
individual’s impact on family members?

Additional questions center on treatment acceptability. How does cli-
ent willingness to participate in these treatments compare with that in the
individual-oriented approaches? Can the involvement of partners and
family of those with PTSD help reluctant clients enter treatment and have
successful outcomes? Still other questions center on the possible impacts
of these treatments on others in the family beyond the individual with
PTSD. Do couple and family approaches produce unique effects on cou-
ple and family relationships beyond the impact on the individual with
PTSD (as they are in depression)?

Once treatments are established as effective, there remain questions
concerning which components are most potent. What are the crucial com-
ponents of interventions that drive the positive effects? What techniques
and approaches with couples and families have the most impact? Then
there are questions concerned with individual differences in response to
treatments. Does the nature of the trauma make a difference in outcomes?
Does it make a difference if the trauma has been shared by the family or
not? Does the gender or culture of family members make a difference?
All these questions remain to be examined.
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Couple and family therapy show great promise as treatments for
PTSD. We await the next few decades of research that will fill in our
knowledge about the effects of these treatments on this set of difficulties.

 

SUMMARY

 

A large body of work assessing the connection between PTSD and
family points to the existence of powerful effects from PTSD on family
members and of the equally powerful effects of family members’
responses to PTSD. The literature assessing the impact of couple and
family therapy on other related disorders suggests the likelihood that
when research is conducted assessing couple and family therapies for
PTSD, the impact will be positive. The few existent studies that assess the
effect of couple and family therapies on PTSD offer hope that systemic
treatment modalities will prove effective in ameliorating the symptoms
and effects of PTSD for the individual and for the family.
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Assessment and Treatment of 
Trauma From a Bowen Family 
Systems Theory Perspective

STEVEN M. HARRIS AND GLADE L. TOPHAM

Writing on a Bowen Family Systems (BFS) approach to the assessment
and treatment of traumatized families is a task that presents some inter-
esting challenges. Little has been written in terms of problem-specific
applications of Bowen theory, although some notable publications do
exist (see Titelman, 1998). In his own writings, Murray Bowen expressed
concern over the tendency for theory to become secondary to technique.
He worried that, for some, a focus on technique could become more
important than fidelity to theory. He also stressed that the most impor-
tant component of successful therapy was the therapist’s own under-
standing of the theory and the therapist’s willingness to apply the
theoretical concepts to self. For these reasons, Bowen devoted his atten-
tion primarily to theory and spent little time on specific applications.

BFS theory posits a general paradigm, or overarching theory, for
understanding and treating human problems. Regardless of the nature of
the traumatic event experienced by the family or current symptomatol-
ogy with which the family presents to treatment, there is little variability
in the approach to assessment and treatment in a BFS framework. Instead
of the location or form of the symptom as a primary concern, more atten-
tion is placed on emotional process. For this reason there is little value
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within this approach for specialization according to presenting problems
or symptoms (Friedman, 1991).

Bowen theory’s contribution to the assessment and treatment of
trauma is primarily to help the mental health professional understand
how family emotional process influences one’s experience of trauma. It
emphasizes the core treatment issue as differentiation of self and, while
acknowledging the impact of traumatic events, chooses not to make them
the sole focus of treatment. A crisis-intervention stage of treatment
focuses on immediate needs of stabilization and safety planning, but the
longer-term goals often associated with psychotherapy are somewhat
analogous to what Bowen referred to as a process of emotional differenti-
ation.

NATURAL SYSTEMS ENCOMPASS ALL LIFE

BFS theory focuses on natural systems or systems embedded in nature,
attempting to solidify a number of unifying principles that might explain
a range of systemic phenomena discovered in cells, ant colonies, and
human families. Bowen contended that these systemic processes could be
as easily observed in human families as they could at a cellular (or any
other) level found in nature (Kerr, 1981). With such a strong emphasis on
nature, Bowen spoke clearly about humans’ connection to other types of
life forms, specifically:

Bowen’s assumption was that family relationship processes had been
created from an evolutionary mold and their importance to the relationship
between living things was probably well-established long before the emer-
gence of the homo sapiens. (Kerr & Bowen, 1988, p. 10)

One of the key features that appears to distinguish humans from other
species is the separation of functioning found in a human brain. Fried-
man (1991) notes that there is a crucial distinction between the human’s
neocortex and the limbic system of the brain. In humans there seems to
exist an almost never-ending tension between evolution and reactivity
(from the limbic system of the brain) and higher levels of operating
(those which develop in the neocortex). The limbic system has as its main
function all aspects related to survival. This system’s primary functions
include the origins of pain, pleasure, sexual feelings, anger, rage, fear, etc.
Some have called this particular part of the brain the emotional brain. The
neo-cortex, however, has primary responsibility for cognitive functioning
and can override the impulses of the limbic system. Without intervention
of the neo-cortex, actions will be based solely on emotional reactivity.
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Two Life Forces

Bowen theory contends that two life forces continually influence all
human interactions, a force toward autonomy and a force toward inclu-
sion. Other names such as individuality and togetherness, individuation
and community, or separation and connection also describe these forces.
These terms have been used to describe maternal–infant bonding
(Ainsworth, Blehar, Waters, & Wall, 1978; Bowlby, 1969, 1973), family
life-cycle trends (Carter & McGoldrick, 1980), individual adult develop-
ment (Kegan, 1982) and interfamilial processes (Roberto, 1991; Kerr &
Bowen, 1988; Neil & Kniskern, 1982; Whitaker & Keith, 1981). Bowen
suggested that these two life forces influence every living system. Kerr
(1981) offers examples from cellular biology, entomology, and human
behavior to illustrate that these forces seem to know no boundaries and
seem to operate in a universal manner.

BFS theory is concerned with family emotional process and the vari-
ables that influence it. The degree to which an individual is influenced
more by one force than the other (i.e., fusion or cutoff) has implications
for how an individual experiences relationships. BFS theory suggests that
these forces influence all behaviors within family systems and that an
individual’s mental and emotional health and a family’s emotional cli-
mate depend on an individual’s ability to negotiate these life forces via a
process of differentiation.

ASSESSMENT

BFS theory identifies emotional process within a family as the primary
mediator for all traumatic or stressful events, whether internal or external
to the family and regardless of the severity of the trauma. Family emo-
tional process is the primary influence in determining the impact of trau-
matic and stressful events on members of a family. Therefore, the primary
focus of assessment is placed not on the nature of the traumatic event but
on distinguishing and understanding family emotional process as it influ-
ences the family’s experience of the trauma (Harris & Busby, 1997).

Five Central Concepts

The central concepts of BFS theory are differentiation, chronic anxiety,
emotional triangles, nuclear family emotional systems, and multigenera-
tional emotional process. These five concepts are interdependent—an
understanding of one of the concepts is incomplete without understand-
ing the other four and their interrelatedness (Friedman, 1991). A thorough
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family evaluation requires attention to all five concepts. The first two
concepts, differentiation and chronic anxiety, are the keystones of BFS the-
ory and are the primary focus of assessment and treatment. The other
three concepts describe how a person’s level of differentiation and chronic
anxiety influence, or are influenced by, the emotional process of his or her
family.

Differentiation The most basic of the five concepts is the concept of differ-
entiation. An individual’s level of differentiation is defined by his or her
ability to distinguish between the feeling process and the intellectual pro-
cess and to choose which will guide his or her behavior (Kerr & Bowen,
1988). Differentiation is the ability to make self-directed choices and to be
aware of and act according to one’s own values and goals, rather than
reacting to the emotional climate of relationships or to conditions exter-
nal to the individual. The lower the level of an individual’s differentia-
tion, the more likely the individual is to fuse into relationships and to
depend on the relationship to provide him or her with a sense of identity
and self-worth. Those with low levels of differentiation are tightly con-
nected to, and highly reactive to, emotional process in relationships. They
may take responsibility for others’ emotional reactions and set aside indi-
vidual feelings and wishes to preserve harmony in relational systems
(Brown, 1999). Or they may take no responsibility for others’ emotional
reactions, put their autonomy ahead of relational concerns and fail to rec-
ognize that their choices are still restricted and they are still controlled by
relationships (like the willful adolescent who is compelled to do the
opposite of what he is told). In contrast, those with higher levels of differ-
entiation are more self-directed and less reactive. Instead of being driven
by automatic reactions, their responses will largely be objectively
thought through and self-determined (Kerr & Bowen, 1988). Those with
high levels of differentiation are able to maintain emotional contact with
the system without having to attack others or defend themselves. These
people have clear boundaries and take responsibility for their own emo-
tional well-being instead of blaming others or circumstance for their
problems (Friedman, 1991).

Assessment of an individual’s level of differentiation is challenging
because the level of differentiation that is manifest by an individual—func-
tional differentiation—is not necessarily representative of an individual’s
core level of differentiation—basic differentiation. Functional differentia-
tion changes according to relationship processes and is dependent upon
many factors including level of stress, amount of social support, how the
system adapts to reduce anxiety, and what role the individual plays in that
process. As any or all of these factors change, the functional level also
changes.
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In contrast, basic differentiation is stable and relatively unchanging.
Basic differentiation is influenced by the degree of emotional separation
an individual achieves from his or her family of origin and is fairly well
established by the time a child reaches adolescence (Kerr & Bowen, 1988).
Positive change in one’s basic level of differentiation requires focused
and systematic effort. It is basic differentiation that is of most interest to
BFS therapists because basic differentiation is an indication of an individ-
ual’s adaptiveness to external conditions. Functional differentiation, on
the other hand, is more reflective of the conditions in which the individ-
ual exists and is not necessarily an enduring characteristic of the individ-
ual. Positive changes in basic differentiation make the individual more
adaptive to stress. Changes in functional differentiation (i.e., changes in
conditions or circumstances) may reduce anxiety in the present but leave
the individual just as vulnerable to later stress and trauma.

Kerr and Bowen (1988) suggest that basic differentiation can be assessed
by “evaluating both a person’s average level of functioning over a lifetime
and the average level of functioning of those closely involved with him”
(p. 100). They state that notable differences in level of functional differenti-
ation among individuals in a relationship system suggest that members of
the system may be “borrowing” self from others in the system; thus, aver-
aging functional levels both across individuals in the system and across
time helps to uncover basic levels of differentiation.

Chronic Anxiety In order to understand the impact of traumatic events
on family systems it is important to distinguish between two very differ-
ent forms of anxiety: acute anxiety and chronic anxiety. Acute anxiety
occurs in response to stressors which are real and typically time-limited.
These stressors can range from minor, frequently experienced stress to
intense trauma. Chronic anxiety is generally an automatic (unmediated
by the cerebral cortex) response to an imagined threat (e.g., the fear that
openly discussing a family death will be destructive to family members)
and is not time-limited. It is fear of what might be instead of what is (Kerr
& Bowen, 1988).

A child tends to develop a level of chronic anxiety similar to the aver-
age level of chronic anxiety of the family in which he or she grew up. The
amount of chronic anxiety that is developed, however, might differ
among children depending on how involved the children are in the family
emotional process. The more involved a particular child is in the emo-
tional process of the family, the more dependent the child becomes on
family relationships and the more anxiety he or she develops (Kerr &
Bowen, 1988).

The concepts of chronic anxiety and differentiation are interdependent.
The amount of chronic anxiety experienced is largely dependent upon
level of differentiation—the lower an individual’s level of differentiation,
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the higher the individual’s average level of chronic anxiety over time.
Individuals with a low level of differentiation depend upon others for val-
idation and a sense of worth and well-being. This dependence causes the
individual to be highly sensitive and vulnerable to emotional process in
relationships. An individual with a low level of differentiation tends to
absorb and amplify the stress and anxiety that is experienced within these
relationships. The individual reacts not just to what is occurring in the
relationship but to what he or she imagines or fears will occur. This emo-
tional reactivity is the essence of chronic anxiety. For a person with a high
level of chronic anxiety or emotional reactivity, a small breeze in the emo-
tional climate may be experienced as a full-scale tornado.

Individuals with relatively high levels of differentiation take responsi-
bility for their own well-being and act in self-directed ways. They tend to
experience low levels of chronic anxiety and may achieve a relative calm
even in the face of a mild storm in the relationship system. The higher
one’s level of differentiation, the less he or she will be affected by and
drawn into emotional reactivity in relationships and the less chronic anx-
iety he or she will experience.

This pattern determines how reactive people are to environmental
stress and trauma as well. The higher an individual’s level of differentia-
tion and the lower the level of chronic anxiety, the more adaptive and
flexible a person will be to the acute anxiety experienced as a result of
stressors. The ability to act according to the intellectual system (neocor-
tex) instead of the emotional system (limbic system) allows self-directed
choice even when levels of acute anxiety become high.

It is important to note that no one is perfectly differentiated or com-
pletely without chronic anxiety. Everyone, given a large enough amount
of stress, will reach a point at which tolerance for anxiety will be
exceeded. The intellectual and emotional systems become fused and the
emotional system begins to dominate functioning (Kerr & Bowen, 1988).
As the emotional system overrides thinking, the individual loses the abil-
ity to adapt to the stress or trauma. Instead of carefully seeking out a
long-term solution, his or her behavior becomes increasingly automatic
(it usually operates outside of conscious awareness) and becomes more
focused on immediate relief of discomfort. This becomes problematic
because efforts for immediate relief frequently lead to greater long-term
difficulties and discomfort (Papero, 1990).

Many of these long-term problems are a function of how an individ-
ual’s emotional reactivity affects and is affected by the family emotional
system. As the family emotional process intensifies, the individual expe-
riences a greater need for emotional closeness (as well as a reaction to
emotional closeness) and tends to become more dependent on others’
emotionality (Kerr, 1981). Depending on the intensity of fusion in the
family, the increased emotional reactivity or chronic anxiety of one
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individual may reverberate throughout the system generating an
increase in emotional reactivity and chronic anxiety in the other members
of the family as well. The increase of chronic anxiety creates disequilib-
rium within the family emotional system, and family members react
immediately (and often automatically) by beginning efforts to regain
emotional stability. These efforts result in the development of new or
more intense patterns of interaction within the family system. These pat-
terns may temporarily reduce anxiety, but will likely make the family
more vulnerable and less adaptive to future stressors.

According to BFS theory the only long-term solution to the effects of
trauma is an increase in the basic level of differentiation of family mem-
bers. The presence of social support, however, can offer a degree of pro-
tection to a family against the effects of stress and trauma. When an
individual is able to maintain emotionally significant relationships with
others, the relationships act as a buffer for the individual against anxiety.
Ironically, it is the very people who need these relationships the
most—those with a low level of differentiation and a high level of chronic
anxiety—who generally lack emotionally supportive relationships. Indi-
viduals with low levels of differentiation are likely to be overly depen-
dent on supportive relationships, and the relationships tend to become
strained. Instead of support, these strained relationships may generate
more anxiety (Kerr & Bowen, 1988).

In sum, level of differentiation and chronic anxiety are the primary
factors in determining how family members will react or respond to
trauma and what effect the trauma will have on immediate and long-
term family functioning. The remaining three BFS theory concepts
describe family emotional processes that influence or are influenced by
level of differentiation and intensity of chronic anxiety.

Emotional Triangles Bowen suggested that regardless of where people
fall on the continuum of differentiation, they are likely to experience a
certain level of anxiety in any two-person relationship. As long as the
relationship is calm, it remains relatively stable, but when anxiety enters
the system (and Bowen suggests it invariably does), the relationship
becomes unstable. Initially the members of the dyad will utilize mecha-
nisms for managing anxiety and restoring equilibrium such as conflict,
distance, and adapting to preserve harmony (Kerr & Bowen, 1988). Typi-
cally, one member of the dyad will exert more effort than the other and,
as a result, will experience a greater amount of discomfort. When the
discomfort reaches a certain level, this member may seek to resolve the
tension by involving a third person. The result is a relationship triangle.

Varying levels of anxiety will change the emotional process and struc-
ture of triangles. When anxiety is low, family members’ functioning may
appear autonomous and triangles may be relatively inactive. Increasing
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anxiety, however, increases the activity of triangles just as increasing heat
will accelerate the movement of molecules (Kerr, 1981). If the anxiety
becomes intense or if the tension becomes fixated on one relationship in
the triangle, a simple triangle may not effectively diffuse the anxiety and
a member of the original dyad will likely bring a fourth person into the
relationship (Papero, 1990). The addition of the fourth person expands
the triangle to a system of interlocking triangles. As anxiety increases in
the system, more people are added and the web of triangles expands and
becomes more complex.

The structure of triangles and the pattern of the activity of triangles
varies widely. The third member of the triangle might include any num-
ber of people: a friend to whom one of the partners complains about the
relationship, a partner in an extramarital affair, or a child on whom a par-
ent begins to focus. Although it is frequently a third person brought into
a two-person relationship, the third point of the triangle could be any-
thing that takes the focus and anxiety away from the relationship: intense
dedication to career, devotion to a particular cause, intense involvement
in a particular hobby or interest, or addictive and compulsive behavior.
Alcohol, drugs, gambling, pornography, and excessive eating are all
examples of behavior that might be used as an effort to reduce anxiety in
relationships.

Triangles are not always harmful; they can be healing. An important
assumption of BFS theory is that “tension in a two-person relationship
will resolve itself automatically when contained within a three-person
system, one of whom is emotionally detached” (Kerr & Bowen, 1988, p.
145). When one member of the three-person system is able to maintain
emotional contact with the other two while remaining autonomous or
emotionally separate, responsibility for the problem is placed back on the
members of the original dyad. When these people are able to take respon-
sibility for the problem and are motivated to work it out in their relation-
ship, they begin to function more objectively and less emotionally. Since
emotional contact with a well-differentiated third person helps a dyad
become more differentiated, one reasonably well-differentiated family
member can nudge the other members toward greater differentiation.

Nuclear Family Emotional System The nuclear family emotional system is
a concept used to describe the emotional process families engage in to
absorb or manage anxiety. It is anxiety that drives nuclear family emo-
tional process as mediated by the level of differentiation of the marital
partners. Each partner comes to the marital relationship with a particular
level of differentiation and developed patterns of emotional functioning.
Both are products of the emotional functioning of previous generations.
BFS theory suggests that individuals typically select a mate who has a
similar level of differentiation to their own and whose emotional func-
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tioning is complementary to their own. A relationship is then created
which has the potential to replicate relationship processes from the part-
ners’ original families. As the partners experience tension, either external
or internal to the relationship, they begin to experience an increase in
emotional reactivity and chronic anxiety. The partners respond by using
any of four different mechanisms to preserve stability. The four mecha-
nisms are: emotional distance, marital conflict, giving up self to preserve
harmony, and focus on a child. Families may use a combination of all or
any of these mechanisms at different times. If a family overuses any of
the mechanisms, the anxiety can become focused on one person and can
lead to that individual becoming chronically impaired (Kerr & Bowen,
1988).

Emotional Cutoff The concept of emotional cutoff identifies the process of
partners insulating themselves from their own emotional reactivity to
each other (Kerr, 1981). Emotional cutoff takes many different forms. It
may take the form of spouses spending little time together because of
long work hours, intense community involvement, or excessive involve-
ment with extended family or friends. Spouses may make an extended
effort to avoid being alone together by ensuring that others will be
present when they are together (Papero, 1990). The distance may also
take more subtle forms like avoidance of particular emotionally charged
subjects, not speaking to each other for extended periods of time (Kerr,
1981), or keeping conversations on a superficial level. All are forms of
insulating oneself emotionally.

In the case of trauma, the emotion may be so intense and intolerable to
family members that in addition to distancing themselves from other
family members’ emotional reactions, they may cut off from their own.
This prevents family members from working through traumatic experi-
ences. Energy becomes focused on avoiding the experience of the trauma
rather than adapting to it. If, instead, family members can tolerate anxi-
ety and learn to experience the tension, anxiety, discomfort, and pain of
the trauma, they can learn to adapt and become stronger and more flexi-
ble and ultimately more differentiated.

Marital Conflict Although it seems less logical, marital conflict also func-
tions to manage anxiety and provide stability in the marital relationship.
In marital conflict, each spouse focuses his or her emotional reactivity on
the other spouse, a process that provides a release of anxiety. This is dif-
ferent from some of the other mechanisms for diffusing anxiety in that no
one individual is the target for anxiety. Each spouse is convinced that the
other spouse is the problem and each spouse is generally unaware of the
part he or she plays in the conflict. The partners are heavily focused on
each other in their search for flaws and evidence of wrongdoing. It is not
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unusual for there to be periods of calm in the conflict and even periods of
warm closeness. These periods, however, are fleeting. As tension builds,
the relationship quickly becomes engulfed again in conflict (Papero,
1990). The content of the marital conflict is unimportant; it is not the issue
that drives the conflict but each partner’s reactivity to the other. In addi-
tion to the benefit of projecting reactivity onto the other spouse, marital
conflict may provide spouses with a way to maintain emotional contact
with each other (albeit negative) or, just the opposite, it may provide jus-
tification for spouses to maintain a certain distance from each other (Kerr
& Bowen, 1988).

Giving up Self to Preserve Harmony The third mechanism used to man-
age anxiety is the process of one spouse giving up self to preserve har-
mony in the relationship. People with low levels of differentiation have
unrealistic expectations. They expect either too much or too little from
themselves and from others (Kerr, 1981). This is manifest in the domi-
nant–submissive pattern that is common in marital relationships. Sub-
missive spouses typically learn to take responsibility for maintaining
harmony in their families of origin. As a result, it is natural for them to
expect too much of themselves and to assume too much responsibility
within the marital relationship. Similarly, dominant spouses likely
learned their role in their families of origin and naturally assume too lit-
tle responsibility. Both spouses tend to put pressure on the other to play
their respective roles. This reciprocal relationship can be calming for both
spouses (Kerr & Bowen, 1988) and typically remains a functional pattern
as long as the process can manage the stress on the system. However, if
anxiety becomes intense and sustained, the patterns of interaction
become more and more exaggerated and progressively impair the func-
tioning of one of the spouses. Typically, this is the one who made the
most compromises to preserve harmony in the system (Kerr, 1981).

Focus on a Child The fourth mechanism used by families to manage anx-
iety is parental focus on a child, in which spouses seek to reduce tension
in the marital relationship by moving the focus away from their relation-
ship to a particular child. This focus may be either positive or negative.
The positive focus may come in the form of excessive parental coddling
of the child. The parent may view the child as fragile and in need of extra
care or protection. Few, if any, rules may be set for the child and the par-
ent may anxiously hover over the child to make sure his or her comfort is
in no way threatened. Negative focus on a child, in contrast, may come in
the form of a parent becoming preoccupied with a real or imagined
weakness in a child. The parent may become consumed with pointing
out and correcting this weakness.
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Frequently, the characteristic or behavior of the child is imagined or is
something the parent fears will happen in the future instead of some-
thing that is actually occurring. In the course of the parent–child interac-
tion, however, the child often develops the imagined characteristic or
weakness (Kerr, 1981). The child becomes highly sensitive to the emo-
tions of the parent and learns to fill the expected role. As the pattern
develops, the parent and child begin to function in an emotional compli-
mentarity in which both the parent and the child expect and evoke cer-
tain responses from the other. Although both the parent and the child act
to perpetuate this reciprocal interaction, it is important to remember that
it is not the characteristic or weakness of the child that began the process
but the emotional reactivity of the parent.

As tension in the marital relationship escalates, parent involvement
becomes more focused and more pronounced with a particular child. In
some families, the focus may shift over time from one child to another.
This spreads parental anxiety out across children and has less of a
destructive effect on one particular child. If parental attention becomes
fixed exclusively on one child, the child tends to absorb parental emo-
tionality. If the focus of parental anxiety on the child is prolonged, the
child may fail to develop a level of differentiation equal to that of his or
her parents. At the same time, his or her siblings may escape the negative
effects of parental anxiety and may develop higher levels of basic differ-
entiation than their parents (Kerr, 1981).

If spouses experience an intense, sustained level of anxiety, as in the
case of a severe traumatic experience, more than one child may become
the focus of prolonged parental attention and may experience the accom-
panying negative effects. A high level of differentiation in the spouses,
however, may provide some protection for the children from the effects
of the traumatic event. The functioning of the children may be less com-
promised if the parents use other methods for managing their anxiety
(e.g., emotional distance or marital conflict).

In summary, when anxiety in the marital relationship exceeds tolerance
levels, spouses will use all or any combination of the four mechanisms
described above for managing anxiety. The mechanism or combination of
mechanisms a family uses to diffuse or manage anxiety is, in large mea-
sure, dependent upon the patterns of emotional functioning of the
spouses’ families of origin. A well-differentiated family may function
quite well for long periods of time without requiring the use of any of the
four mechanisms to maintain stability. A severe traumatic event, however,
can cause even fairly well differentiated families to become emotionally
reactive and to activate anxiety-managing mechanisms in an effort to
return the family to its regular state of emotional equilibrium. The nature
of the traumatic event and the specific family members who were most
directly affected may also have an influence on which mechanism is used.
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For example, in the case of a child who was sexually abused by a nonfam-
ily member, the child may be a natural focus of parental anxiety and emo-
tionality. This may play itself out in the parents’ anxious attempts to try to
protect the child from the pain of the abuse or to help the child get over
the abuse. As the child absorbs parental anxiety, his or her ability to adapt
to the trauma is compromised. In a reactive state, the parents are unable to
provide emotional support and are unable to be a calming influence for
their child. Instead, the parents unwittingly increase the child’s anxiety
and, if the child remains the focus of parental attention long enough, the
child’s emotional functioning may be severely compromised. This can
result in the child developing social, physical, or emotional dysfunction
and the family becoming less adaptive to stress.

Multigenerational Emotional Process The previous discussion of nuclear
family emotional systems described parental undifferentiation, paired
with external stress, as setting the pattern for emotional functioning in
the nuclear family. However, both the emotional functioning of parents
and the patterns that become established in the nuclear family system
can only be understood in the context of the emotional process in the
generations that preceded them. Level of differentiation and the func-
tioning position people occupy in the nuclear family system are largely
products of many generations of emotional process.

The primary mechanism through which undifferentiation is transmit-
ted across generations is referred to as “family projection process” (Kerr,
1981). This occurs when spouses divert tension and anxiety from their
marital relationship to the relationship with a particular child. It is
important to mention that parents don’t cause their children to develop
certain levels of differentiation; they are simply the connection between
the child and a family process that spans generations (Kerr & Bowen,
1988). Depending on the functioning position of children in a family, they
may develop levels of differentiation higher or lower than their parents.
Because of this, there are branches of the family tree progressing through
time toward greater differentiation and branches moving toward greater
undifferentiation (Kerr, 1981).

This is a slow process that typically requires several generations before
marked changes in levels of differentiation develop (Kerr & Bowen,
1988). The process can be slowed down or sped up, depending upon how
anxiety is managed in each generation and depending upon life circum-
stance (Papero, 1990). The transmission of undifferentiation across gener-
ations can be slowed down if marital anxiety is absorbed through marital
conflict or emotional distance. In contrast, if anxiety is managed for sev-
eral successive generations through projection, the transmission of undif-
ferentiation can be dramatically sped up. Life circumstances can either
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provide a calming influence and slow down this process or can add anxi-
ety to the system and speed up the process.

Knowledge of all five of the concepts described above provides a solid
theoretical foundation from which to assess the functioning and adap-
tiveness of individuals and family systems. We now move to a discussion
of the process of family assessment.

Process of Assessment

Because family emotional process is so pronounced after traumatic
events, it may be an opportune time to identify and help family members
become aware of family emotional process. Conducting family evalua-
tion after a traumatic event may, however, present some additional chal-
lenges: family members’ levels of anxiety may be so high that it may be
difficult for them to begin to view family process objectively. Helping
family members view family process objectively is the primary purpose
of evaluation in BFS therapy.

“Therapy based on systems theory is guided by the assumption that it is
not necessary for the therapist to diagnose the family’s problem. If the ther-
apist is reasonably successful at maintaining a systemic orientation, the
family will begin to diagnose its own problems and to develop its own
direction for change. It is important for the therapist to make his own
assessment of the nature of the family’s problem, but he does this primarily
to maintain his bearings in the family and to plan productive areas of
inquiry.” (Kerr & Bowen, 1988, p. 293).

The therapist asks questions to know what questions to ask next in an
effort to help family members create an objective picture of family func-
tioning. The very process of asking systemic questions can help family
members begin to think differently about the family and self in the fam-
ily. Through this process family members begin to identify their roles in
the family emotional process and how they can begin to function outside
of the emotional pull of the system.

A thorough family evaluation includes a discussion of the presenting
problem, an evaluation of the nuclear family history, and an evaluation
of the partners’ extended families. In all three areas of assessment the
focus is placed on developing a clear understanding of family function-
ing, specifically family emotional process across generations. This is
important because it is frequently the emotional reaction of the family
and not the precipitating stress that exacerbates family problems. Kerr
and Bowen (1988) state that, “The emotionally driven chain reactions that
can be set in motion in a family relationship system in response to an
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event are often a much greater source of stress to a family than the event
itself” (p. 319).

PRESENTING PROBLEM

In the case of trauma or loss, a discussion of the presenting problem
includes an examination of the nature of the traumatic event, an assess-
ment of family members’ reaction to the trauma, and an exploration of
the current symptoms experienced in the family. This discussion allows
family members the chance to tell their story and also provides clues into
the emotional functioning of the family.

In assessing the nature of the recently experienced traumatic event, the
therapist seeks to understand the severity of the stressor. This includes
an examination of the intensity and duration of the traumatic experience,
whether the onset of the event was sudden, whether the event was or is
prolonged (e.g., continuing threat or enduring stress), the number of con-
current stressful events, which family members were directly affected by
the event, how the family members make sense of the experience, and the
level of social support a family receives. The presence of an emotional
support system is important because it helps a family stabilize emotional
functioning and diffuse the tensions associated with loss. Understanding
the nature of the stress or trauma and the resources available to the fam-
ily helps the therapist put the emotional reactivity of the family in con-
text. Treating family trauma or loss on the basis of its perceived severity
and without regard to family emotional process would be misguided.

In addition to the nature of the traumatic event, the therapist is inter-
ested in how the family has reacted to the stress and what symptoms
have developed. An exploration of symptomatology in the family can
provide information about how the family reacts to stress and manages
anxiety. The therapist is interested specifically in how and when the
symptoms developed, which family member or relationships are symp-
tomatic, and the effect of the symptoms on other family members. Exact
dates of symptom development may help make a connection between the
symptoms and the traumatic event. Symptoms are not examined to
develop knowledge of how to treat the symptoms themselves, but to pro-
vide a picture of the family’s emotional process and the mechanisms
used to manage anxiety.

Knowledge about the nature of the traumatic event and how the fam-
ily experiences it and adapts or reacts to the stress helps the therapist
begin to develop a picture of the emotional functioning of the system. To
develop a thorough understanding of the adaptiveness of a family, how-
ever, it is important to evaluate the entire history of the nuclear family
and not just reaction to the recent trauma. To create this picture the ther-
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apist evaluates the history of the nuclear family from its beginning (the
spouses’ marriage) to the present.

NUCLEAR FAMILY HISTORY

An evaluation of the nuclear family history is focused on the patterns
and intensity of family emotional process over time. Kerr and Bowen
(1988) suggest that evaluation of the nuclear family history should
include (a) the stress the family has experienced, (b) the level of chronic
anxiety or reactivity in the system, and (c) the family’s level of adaptive-
ness. These three areas may be evaluated simultaneously as the history of
the family is reviewed.

Stress. Stress tends to activate emotional reactivity in families. Stress
refers to the actual events that disturb the emotional equilibrium of a
family; it does not refer to the family reaction to the events. An evalua-
tion of stress in a family’s history is a review of those nodal events that
increased acute anxiety in the family. Some examples of these events are
moves to a new area, job loss, divorce, death, and serious illness. A dis-
cussion of previous trauma and loss in the family is central to this evalu-
ation. Level of stress is determined by evaluating the number of stressors,
the time between stressors, and the severity of the stressors. A family
chronology or timeline of major stress events can be a useful tool for the
therapist in developing a picture of family stress across time (McGold-
rick, 1991). The timeline should include dates of important stressors and
any important family changes. It should include dates of births, deaths,
divorces, marriages, moves, job changes, financial hardships, traumatic
experiences, loss experiences, and development of physical or psycholog-
ical symptoms and their duration.

Chronic anxiety. Kerr and Bowen (1988) outline the important elements
in the evaluation of chronic anxiety as “… the number of symptoms in
the family, the degree of functional impairment associated with those
symptoms, the amount of distance and/or conflict in relationships, and
the amount of anxiety and reactivity family members appear to have” (p.
320). All of these elements reflect the presence of chronic anxiety and,
when examined together, create a picture of family reactivity. It is impor-
tant to not only examine symptoms but to objectively examine the place
of symptoms in family process. When focus is placed on the interactive
nature of components of the emotional system, family members can
begin to understand and view family functioning objectively (Kerr, 1981).

Questions are asked about family process and the functioning of indi-
vidual family members throughout the family’s history. This includes an
evaluation of family members’ physical health as well as their psycholog-
ical and social functioning. In addition, educational and occupational his-
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tories are discussed. Particular attention is given to individual and family
functioning around anxiety-generating events in the family history.

In these discussions, the therapist is interested in determining how
family members manage anxiety, i.e., which mechanisms the family uses
to establish and maintain emotional equilibrium. This is key to under-
standing the emotional functioning of the family because a family’s reac-
tivity may not be outwardly evident. A family with a high level of chronic
anxiety may seem relatively calm and nonreactive depending on the way
anxiety in the system is managed. For example, if one of the spouses gives
up self to maintain harmony in the system, the family may go years
before symptoms develop. When the symptoms do develop, however,
they are likely to be intense. An understanding of the mechanisms the
family uses to manage anxiety makes it easier for the therapist to identify
family emotional reactivity.

Adaptiveness. The adaptiveness of a family (i.e., level of differentiation)
can be assessed by making a connection between the level of stress and
the amount of chronic anxiety in that family. Through an evaluation of
the relationship between these two variables, the therapist can begin to
understand if the reactivity of a family is primarily a result of an intense
level of stress or if it is reflective of a low level of adaptiveness (Kerr,
1981). Kerr and Bowen (1988) describe the relationship between stress
and emotional reactivity this way:

“A high level of emotional reactivity in response to a low level of stress is
consistent with a low level of adaptiveness. A low level of emotional reac-
tivity in response to a high level of stress is consistent with a high level of
adaptiveness.” (p. 321)

Family members may be unaware of the connection between stressors
and family emotional reactivity and the development of symptoms. The
therapist, however, can help the family make this connection during the
process of recording exact dates of stressors, symptom development, and
changes in family functioning.

Learning about a family’s adaptiveness across its history helps the
therapist understand the prognosis of the family as the family deals with
the recent traumatic experience. If family members have a high level of
adaptiveness, it is likely that they will recover relatively quickly and that
the traumatic event will not have a lasting negative impact on family
functioning. In contrast, if the family has a low level of adaptiveness, a
severe traumatic experience has the potential to cause increased emo-
tional reactivity to reverberate throughout the system for many years and
possibly across generations.
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NATURE OF EXTENDED FAMILY SYSTEMS

The information gathered about spouses’ extended families is similar
to the information gathered about the nuclear family, only less detailed.
Kerr and Bowen (1988) suggest it is important to assess both the stability
and the intactness of the extended family. They define stability as “the
average level of functioning of the members of an extended family” (p.
323) and intactness as the number of people alive and available to the
nuclear family being evaluated. An evaluation of the history of spouses’
extended families provides an objective picture of extended family emo-
tional functioning across time.

This evaluation reveals a great deal about the differentiation of each
spouse and the functional role he or she played in the family of origin’s
attempts to manage anxiety. As these patterns are discovered and dis-
cussed, each partner begins to develop an objective picture of his or her
position and role in this process. This helps provide a clearer understand-
ing of their current functioning in nuclear family emotional process and
guides them in understanding necessary differentiating moves in the
family of origin.

An evaluation of the stability and intactness of the extended families
of the spouses is also important because it identifies whether the family is
an emotional support and resource to the nuclear family in their efforts to
adapt to stress or if, instead, the extended family is a source of tension.
The more stable and intact the extended family, the more likely it will be
an emotional support to the nuclear family. In evaluating the supportive-
ness of the extended family it is also important to evaluate the level of
spouses’ emotional cutoff from extended families because emotional cut-
off isolates the nuclear family from potential sources of support.

“The person who is less cut off has a more reliable emotional support sys-
tem than the person who is more cut off. In times of stress, therefore, the
more cutoff person is more vulnerable for developing symptoms or for
trading for yet another relationship.” (Kerr & Bowen, 1988, p. 325)

The result of the nuclear family’s isolation from extended families is
more intense emotional reactivity and more intense efforts to manage
anxiety; both of these tend to decrease family adaptiveness and create
long-term problems for families.

Assessing the quality of emotional contact between spouses and their
extended families is critical but difficult to perform because people are
often misleading about the level of closeness in their relationship to their
extended families. Assessment of where the family has lived in reference
to extended family and if family moves have taken the family closer to or
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further away from extended family may provide some clues into the
degree of cutoff (Kerr, 1981).

TOOLS OF EVALUATION

Performing a thorough assessment in the three areas described above
can produce an unwieldy amount of information that can be challenging
to combine and understand, making the use of family diagrams or geno-
grams an indispensable part of the evaluation process. It is a method for
collecting and organizing information about the family in a way that cre-
ates a picture of the underlying emotional process in the family. It reflects
“the ebb and flow of emotional process through the generations” (Kerr &
Bowen, 1988, p. 306). The family diagram should include dates of births,
deaths, separations, divorces, and marriages. It should include levels of
education, occupation, cause of death for those who have died, and any
health problems experienced for each member of the family. The diagram
should also reflect the level of contact or connection between family
members, their relationship to one another, and the family’s methods for
managing anxiety. (For more information on family diagrams and the
symbols used to communicate the information, see Kerr & Bowen, 1988,
or McGoldrick, Gerson, & Shellenberger, 1999). A time line or family
chronology is also a useful tool in the process of evaluation (McGoldrick,
1991).

It is through the discussion and mapping of family emotional process
that family members begin to develop an objective understanding of the
process and their functioning position in it. Kerr and Bowen (1988) state,
“Learning enough about the multigenerational emotional history of one’s
family to change the way one thinks about the family and about oneself
probably contributes more to the effort to ‘grow up’ than anything else a
person can do” (p. 309). When those affected by trauma obtain an objec-
tive knowledge of the pattern of their own and their family’s emotional
reactions to anxiety, they place themselves in a position to act differ-
ently—to change patterns of reaction. They are more able to restrain their
automatic reactions to the trauma and tolerate the stress and anxiety of
the experience. Instead of attempting to escape the anxiety and pain they
are able to face it, adapt to it, and grow from it.

TREATMENT

Treatment models for individuals and families who have experienced
trauma can be classified into two groups: crisis intervention for immedi-
ate symptom relief, and long-term treatment to help heal the lingering
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effects of trauma. Crisis intervention treatment primarily involves a sup-
portive therapeutic stance, externalizing blame for the crisis event, and
creating safety plans. It may also include forensic data collection and
interviewing techniques for use in future legal proceedings. Long-term
psychotherapy for the effects of trauma may include enacting and main-
taining safety plans, deconstruction and reprocessing of the traumatic
event, and possibly confrontation of the offender or offending entity. All
of these have the goal of achieving an acceptable level of, or a return to,
normal functioning for the individual or family.

In BFS therapy the focus is on differentiation of self. It is likely there-
fore, that only one member of the family system would become the client
in this type of therapy, although a spouse may be peripherally involved.
BFS therapists often refer to the family member with the most motivation
to change as the one who provides the therapist a portal or point of entry
into the entire family system. It may seem strange to think that the mem-
ber of the system in treatment may not be the particular individual who
was personally traumatized. However, all members of the system are
emotionally connected, therefore a change in one member would affect a
change in the entire system. As an example, consider the case of a young
child who is sexually molested by someone outside the family. In BFS
therapy the most appropriate client for treatment would rarely be the
child. A more appropriate person for treatment (of the entire system)
might be a motivated parent or adult caregiver who must have the skills
to move from highly emotional states of reactivity to moments of clear
thinking so that family resources and relationships can be managed
wisely. To use a metaphor, the well-differentiated individual becomes
the domino that does not fall despite the pressure of all the other domi-
noes pressing against it. This is the individual that does not give in to the
emotional pressures of the system but retains a choice in how he or she
handles situations associated with the traumatic event.

THERAPIST STANCE

Titelman (1987) suggests that “a central goal in learning Bowen family
systems theory is to develop the ability to see the theory as it relates to
self” (p. 3). He outlines three key components to therapist development:
(a) The therapist must develop an understanding of the theory, (b) the
therapist must see how his or her own family might be conceptualized
through this theoretical lens, and (c) the therapist must have his or her
clinical work supervised. Friedman (1991) suggests that it would be
impossible for a therapist to help a client through the process of differen-
tiation unless the therapist has had an experience of differentiation
within his or her own family of origin. It is this personal process of
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becoming more emotionally differentiated in one’s own family (presum-
ably the most emotionally charged system for any individual) that helps
the therapist empathize with the client during their efforts at differentiat-
ing. Interestingly enough, these same three components outline the pro-
cess that any client must undertake in successful BFS therapy. They must
learn the theory, begin a process of differentiation in their family of
origin, and receive coaching or supervision from their therapist on the
differentiation process.

BFS theory differs somewhat from other psychotherapy theories in
that it calls for a major portion of the time at the beginning of therapy to
be dedicated to teaching the client the theory. Clients must be familiar
with concepts such as differentiation, reactivity, anxiety, triangulation,
etc. Once clients know the theory and are equipped with language tools
sufficient to describe the emotional process in their relationships, they
are able to begin applying the concepts to their own families and other
interpersonal relationships. A Bowen therapist will ask clients to strive to
understand their own anxiety and their own reactivity. Once clients
understand the relationship between anxiety and their own personal
reactivity, they can begin to make more informed choices regarding their
behavior in relationships, specifically in highly emotional situations.
After this happens, the therapist’s role shifts somewhat from theory edu-
cator to coach. In this stage the therapist listens to the client describe
complex interactions and encourages the client to react differently, espe-
cially in highly emotional interactions. The client is then asked to notice
how his or her different reaction has changed a specific interaction (and
ultimately the relationship) with the other person.

At some point in the treatment the motivated client realizes that his or
her own behavior is the only variable over which he or she has control. It
is the individual who makes a choice to be reactive (move toward fusion
or cutoff), to take the next drink of alcohol, buy something that is not
needed, engage in risky sexual behavior, etc. These problematic behav-
iors (symptoms) then become the domain and responsibility of the client.
The therapist cannot make the client stop doing anything. Any attempts
to do so would represent a manifestation of the therapist’s own anxiety.
The client must realize that his or her behaviors are not serving him or
her well and that these behaviors are influenced by his or her own feel-
ings of emptiness or chronic anxiety. Bowen contended that this chronic
anxiety never leaves us. He further suggested that when we respond dif-
ferently to our chronic anxiety by not reacting to our feelings of empti-
ness, change occurs throughout the family system.

A brief example can illustrate this point. Consider the man who is feel-
ing emotionally reactive to his employment situation. Perhaps he is
angry at his boss. As he returns home from work his anxiety about his
situation weighs heavily on him. He knows that if he goes to a bar, a
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couple of drinks will take the emotional edge off and he will not be as
aware of his situation at work, at least for the time being. In fact, stopping
at the bar in the past has helped with a number of particularly challeng-
ing days. Over time, and as the situation at work does not improve, this
individual sets himself up to develop problems related to his drinking.
From a Bowen perspective, this man uses alcohol in a reactive manner.
He uses it to separate himself from his experience of the emotional cli-
mate at work. A different response to this anxiety might be to simply
acknowledge the temptation to go to the bar for drinks and then not act
on it. By not acting on the desire he begins to be more in touch with his
feelings of anxiety and his own reactivity. Over time this man will more
readily recognize his own anxiety and enhance his ability to sit with the
anxiety, as opposed to reacting to it.

The presence and stance of the therapist is the single most important
variable in BFS theory. Therapists must be well differentiated and know
how they are tempted to be reactive. Often therapists’ reactivity is related
to being helpful. There is a bit of a paradox when Bowen therapists learn
that they are most helpful when they don’t try to help. The perceived
need to take care of one’s clients exemplifies an undifferentiated stance
on the part of the therapist. The two life forces of togetherness and sepa-
rateness weigh upon the therapist in relation to the client. Too much sep-
arateness from the client may be interpreted as distancing or rejecting.
Too much closeness or over involvement would also be detrimental to
the client. After all, it is the client that supposedly needs the skills to emo-
tionally fend for him or herself. Therefore, Bowen advocated a neutral
stance in the therapeutic relationship.

The ability to be a nonanxious presence helps to stabilize emotionally
turbulent relationships. In couples therapy, for example, a Bowen thera-
pist who sides with one client over the other has lost the ability to be neu-
tral. This loss will likely result in the loss of one or both clients. Achieving
neutrality is difficult; clients want someone to side with them. Clients
often present with the desire to have the therapist change the other per-
son in the dyad and thereby try to ally themselves with the therapist
(Jacobsen & Christensen, 1996). In reaction to trauma, a client may want
the therapist to join in on the family’s outrage toward the perpetrator or
pity for the direct victim(s). However, getting the therapist to be out-
raged or sorrowful for the family’s trauma does little to help the family
negotiate a path toward recovery, healing, and protection.

Bowen theory has been criticized for supposedly valuing an intellec-
tual, as opposed to an emotional, response to relational problems. We
contend, however, that the process of differentiation of self helps create a
balance between excessive connection in relationships on one hand and
excessive distancing on the other. Family crisis literature highlights the
findings that disengaged families, when exposed to a traumatic event,

RT7545_C13.fm  Page 303  Thursday, May 13, 2004  5:38 PM



304 The Handbook of Stress, Trauma and the Family

become more disengaged (separate) while those that are enmeshed
become even more clingy in response to crisis events (fusion).

“Enhancing choice within relationships is the key concept and goal and not
the valuing of separation over connection or viceversa. Enhancing choice
allows a person to be self-directed in significant relationships instead of
constantly reacting to one’s anxiety and the anxiety of others. It is assumed
that as a person differentiates, s/he is less susceptible to the chronic anxiety
and reactivity in the family emotional system and can make strides toward
greater mental health.” (Harris, 1996, p. 44)

This type of intervention promotes clarity of choice and differentiation
between thinking and feeling states associated with the trauma.

CONCLUSION

For treating families who have been exposed to trauma, Bowen theory
presents a bit of a dilemma. The theory would not necessarily dictate the
inclusion of an entire family, or even a particular individual exposed to
the traumatic event, in a family therapy session. In all cases, true BFS
therapy looks different from therapy conducted from a traditional psy-
chotherapy perspective. We believe this may represent a stumbling block
for clinicians to accept a BFS theoretical conceptualization of trauma and
its treatment. Bowen theory calls for the clinician to be more true to the
theory than to the client. This may sound heartless to those of us who
were trained to treat our clients with unconditional positive regard.
However, a BFS theorist would suggest that by having an allegiance pri-
marily to the theory, the clinician serves the client best because each and
every individual’s life can be viewed from a BFS theoretical perspective
and increasing differentiation is ultimately what benefits our clients the
most. Equipped with a higher level of differentiation, clients have more
choices with regard to how they will respond in the face of any current
trauma, its aftershocks, and any future traumatic experiences to which
the individual or the family are exposed.

REFERENCES

Ainsworth, M. D. S., Behar, M., Waters, E., & Wall, S. (1978). Patterns of attachment. Hills-
dale, NJ: Erlbaum.

Bowen, M. (1978). Family therapy in clinical practice. New York: Jason Aronson.
Bowlby, J. (1969). Attachment and loss: Vol 1. Attachment. London: Hogarth.
Bowlby, J. (1973). Attachment and loss: Vol 2. Separation. London: Hogarth.
Brown, J. (1999). Bowen family systems theory and practice: Illustration and critique.

Australia and New Zealand Journal of Family Therapy, 20, 94–103.

RT7545_C13.fm  Page 304  Thursday, May 13, 2004  5:38 PM



Assessment and Treatment of Trauma From a Bowen Family Systems Theory Perspective 305

Carter, E., & McGoldrick, M. (Eds.). (1980). The family life cycle: A framework for family therapy.
New York: Garner.

Friedman, E. H. (1991). Bowen theory and therapy. In A. S. Gurman & D. P. Kniskern (Eds.),
Handbook of family therapy (Vol. 2, pp. 134–170). New York: Brunner/Mazel.

Harris, S. M. (1996). Bowen and symbolic experiential family therapy theories: Strange bed-
fellows or isomorphs of life? Journal of Family Psychotherapy, 7, 39–60.

Harris, S. M., & Busby, D. M. (1997). Pant-legs and pathology: The marriage of individual
and family assessment. Contemporary Family Therapy, 19, 507–521.

Jacobson, N. S, & Christensen, A. (1996). Acceptance and change in couple therapy: A therapist’s
guide to transforming relationships. New York: Norton.

Kegan, R. (1982). The evolving self: Problem and process in human development. Cambridge, MA:
Harvard University Press.

Kerr, M. E. (1981). Family systems theory and therapy. In A. S. Gurman & D. P. Kniskern
(Eds.), Handbook of family therapy (Vol. 1., pp. 226–264). New York: Brunner/Mazel.

Kerr, M. E., & Bowen, M. (1988). Family evaluation. New York: Norton.
McGoldrick, M. (1991). Echoes from the past: Helping families mourn their losses. In

F. Walsh & M. McGoldrick (Eds.), Living beyond loss: Death in the family. New York:
Norton.

McGoldrick, M., Gerson, R., & Shellenberger, S. (1999). Genograms: Assessment and Interven-
tion. New York: Norton.

Neil, J. R., & Kniskern, D. P. (1982). From psyche to system: The evolving therapy of Carl
Whitaker. New York: Guilford.

Papero, D. V. (1990). Bowen family systems theory. Boston: Allyn & Bacon.
Roberto, L. G. (1991). Symbolic–experiential family therapy. In A. S. Gurman & D. P. Kni-

skern (Eds.), Handbook of family therapy (Vol. 2., pp. 444–476). New York: Brunner/Mazel.
Skowron, E. A., & Friedlander, M. L. (1998). The differentiation of self inventory: develop-

ment and initial validation. Journal of Counseling Psychology, 45, 235–246.
Titelman, P. (1998). Clinical applications of Bowen family systems theory. New York: Hawthorn.
Titelman, P. (1987). The therapist’s own family. In P. Titelman (Ed.), The therapist’s own fam-

ily: Toward the differentiation of self. New York: Jason Aronson.
Whitaker, C. A., & Keith, D V. (1981). Symbolic–experiential family therapy. In A. S. Gur-

man & D. P. Kinskern (Eds.), Handbook of family therapy (Vol. 1., pp. 187–225). New York:
Brunner/Mazel.

RT7545_C13.fm  Page 305  Thursday, May 13, 2004  5:38 PM



RT7545_C13.fm  Page 306  Thursday, May 13, 2004  5:38 PM



 

307

 

14

 

A Strengths-Based Approach to 
Child and Family Assessment

 

JANE F. GILGUN

 

Within the last decade, the demands of managed health care and
evidence-based approaches have put heavy pressure on the practice of
psychotherapy. Not only are clinical practitioners enjoined to use best
research evidence, but they must do their work in as short a time as pos-
sible to hold down costs. At the same time, they must demonstrate the
effectiveness of their interventions, preferably with quantified outcomes
(Gray, 2002; Sackett, Straus, Richardson, Rosenberg, & Haynes, 2000).
Demands for efficiency, efficacy, cost containment, and best research evi-
dence are part of the context in which contemporary clinical practice
takes place.

Another recent development is the understanding of the importance of
identifying and building upon client strengths in order to foster clients’
capacities for dealing with their risks (Fraser, 1997; Saleebey, 2002; Smith
& Carlson, 1997; van Eys & Dodge,1999). Solution-focused therapy, nar-
rative therapy, and competency-based practices are examples of this
trend. Many of these approaches are also brief treatments that focus on
capacity building. Developmental psychopathology, a branch of develop-
mental psychology that studies high risks groups in order to identify fac-
tors that lead to positive and negative outcomes, provides many useful
concepts to therapists interested in identifying and building on client
capacities (Gilgun, 1996b; Gilgun, Keskinen, Marti, and Rice, 1999; Gilgun,
Klein, & Pranis, 2000; van Eys & Dodge, 1999).
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The clinical assessment tools that I have developed over the past
several years are designed to respond to the contemporary demands that
clinicians experience. They are based on best research evidence and give
equal consideration to client strengths and deficits. They guide clinicians
to focus on aspects of client functioning that research and theory have
identified as fundamental to emotional and psychological well-being.
These instruments potentially can contribute to efficiency in assessment
and treatment planning and thus reduce the time clients spend in treat-
ment. In addition, the tools were developed for practice with children
and families in which children have experienced trauma and other adver-
sities and have developed behaviors that bring them to the attention of
clinical practitioners. These behaviors include conduct disorders, self-
harming behaviors, and inappropriate sexual behaviors resulting from
sexual abuse. The assessment tools are short, easy to use, can be scored so
as to give quantified outcomes, and are based on research evidence and
clinical expertise.

 

1

 

 The tools are:

• Clinical Assessment Package for Client Risks and Strengths (CAS-
PARS), tested on children and their families where the children are
ages 5 to 13

• 4-D, strengths-based tools for youth in out-of-home care, tested on
youth ages 12 to 19 and their families

• Risk Assessment in Child Welfare, useful to public child welfare
practice and untested

These tools were constructed according to the tenets of evidence-based
practice, which has developed from evidence-based medicine (EBM).
EBM is composed of three dimensions: best research evidence, clinical
expertise, and patients’ wants and preferences. Proponents of EBM state
that practice has several components, including diagnosis, treatment, and
outcome. Each of these phases of practice requires the application of best
research evidence (Evidence-Based Medicine Working Group, 1992; Sack-
ett et al., 2000; Straus & McAlister, 2000). These components of medical
practice are similar to the practice of psychotherapy.

The CASPARS, the 4-D, and the child welfare tools are not only based
on best research evidence but they incorporate the professional experi-
ences of clinical psychologists and social workers. In addition, the CAS-
PARS and the 4-D have been piloted so as to see how clients respond to
the concepts that the instruments incorporate. They are designed to help
in assessment and treatment planning, to monitor the course of treatment,

 

1

 

. 

 

Editor’s note:

 

 These tools and other strength-based instruments are available
on the Web at 

 

ssw.che.umn.edu/faculty/jgilgun.htm.
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and to provide outcome scores. Thus, the tools are consistent with major
tenets of evidence-based practice.

Psychometric testing has been performed on the five tools that com-
pose the CASPARS and the four tools that make up the 4-D. The
strengths-based child welfare tools are untested. The coefficient alphas
for the CASPARS and the 4-D are 0.9 and above. Nunnnaly (1978) stated
that alphas of 0.9 are required for instruments that are meant to be used
with individuals. These nine instruments have reached this high stan-
dard. In addition, the CASPARS instruments have high inter-rater reli-
abilities and good construct validity (Gilgun, 1999a).

The purpose of this chapter is to demonstrate the features of one set of
strengths-based tools—the CASPARS—and, in doing this, to provide a
model for the development of other strengths-based instruments that
could be customized to a variety of settings, populations, and theoretical
frameworks. Clinical practitioners could use some of the ideas in this
chapter and develop their own instruments. If there are items in the
instruments that might be useful, then clinicians are encouraged to use
them, with attribution, and to add them to their own custom-fit tools.
Taynor, Nelson, and Daugherty (l990) provide another account of how
practitioners worked with a university-based researcher to develop and
test family assessment and outcome measures.

The 4-D for youth in out-of-home care is an example of how the ideas
of the CASPARS can be used in the construction of other instruments. The
conceptual base of the 4-D is the Circle of Courage, an American Indian
Medicine Wheel that incorporates contemporary theories of human devel-
opment (Brendtro, Brokenleg, & van Brocken, 1990; Gilgun, in press). This
is not the conceptual base of the CASPARS, although the CASPARS are
based on some of the same theories as the Circle of Courage. In addition,
the 4-D are structured similarly to the CASPARS in that they give equal
consideration to client strengths and risks and provide two scores: a risk
score and a strengths score. Like the CASPARS, the 4-D are intended to be
useful for assessment, intervention planning, predicting outcome of inter-
ventions, and the evaluation of the effects of treatment.

 

THE CASPARS

 

The CASPARS instruments are based on research and theory from
developmental psychopathology, in-depth case study interviews, and the
practice experience of social work clinicians and clinical psychologists.
The five instruments composing the CASPARS are (a) emotional expres-
siveness, (b) family relationships, (c) family’s embeddedness in the
community, (d) peer relationships, and (e) sexuality.
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As clinical rating scales (scales that are to be filled out by practitioners
and not by clients), the instruments are designed to fit and add to prac-
tice. The instruments tap into risks and strengths that reside in individu-
als, families, peer groups, and the community. The measurement of
individual functioning alone would neglect the multiple ecologies with
which individuals interact (Beck, 1997; van Eys & Dodge, 1999). The
CASPARS were tested for practice in such settings as child mental health
and child welfare, including foster care, in-home services, and residential
treatment.

 

Sources of CASPARS Items

 

The CASPARS instruments are composed of concrete indicators of
assets and risks. The items were developed through 11 years of in-depth
case study research conducted with adults who had experienced a range
of childhood and adolescent risks. In the course of conducting case stud-
ies, it became clear that a variety of pathways lead to multiple develop-
mental outcomes, some of which were quite adaptive and others
maladaptive (Gilgun, 2000, June).

The factors that consistently differentiated good and poor outcomes
were grouped under the domains that the five instruments composing
the CASPARS, listed above, represent (Gilgun, in press, 2002, 1999a,
1999b, 1996a, 1996b, 1992, 1991, 1990; Gilgun, Klein, & Pranis, 2000;

 

 

 

Gil-
gun, Keskinen, Martin, & Rice, 1999). The identification and conceptual-
ization of the domains and the development of items were facilitated by
research and theory on developmental psychopathology (Masten &
Wright, 1998; Mahoney & Bergman, 2002; van Eys & Dodge, 1999; Werner
& Smith, 1992) and social work’s ecological, strengths-based perspectives
(Baker & Steiner, 1995; DeJong & Miller, 1996; Goldstein, 1990; Greene,
Jensen, & Jones, 1996; Saleebey, 2002; Tracy, Whittaker, Pugh, Kapp, &
Overstreet, 1994).

Other related research provided added direction for the development
of the CASPARS instruments, such as research in child development that
recognizes appropriate emotional expressiveness as linked to academic
and social success and good mental health across the life span, from child-
hood to old age (Boyum & Parke, 1995; Cassidy & Asher, 1992; Halberstadt,
Cassidy, Stifter, Parke, & Fox, 1995; Parke & Ladd, 1992; Parker & Asher,
1987; Roberts & Strayer, 1996).

Finally, the practice knowledge of social work clinicians and clinical psy-
chologists with long-term experience with children who had experienced
adversities and with their families contributed to the development of the
instruments. These clinicians critiqued drafts of the instruments, sug-
gested additions and deletions, and participated in the piloting.
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Key Concepts

 

The CASPARS instruments, as well as the other strengths-based mea-
sures, are built around several key concepts, including risks, assets,
emotional expressiveness, family relationships, family embeddedness in
the community, and peer relationships.

 

Risks. 

 

A probabilistic concept, risks predict that a portion of an at-risk
group will have an associated outcome, but they cannot predict that any
one individual will have the outcome (Masten, 1994; Masten, Best, &
Garmezy, 1991; Rutter, 1987). Examples of risks include family separa-
tions and losses, a history of childhood and adolescent maltreatment,
unsafe neighborhoods, family isolation, structurally based disadvantage
and discrimination, exposure to persons who model violent behaviors,
inability to access internal states such as emotions and wants, and genetic
risks predisposing individuals to particular types of physiological reac-
tivity (Cicchetti, 1987; Rende & Plomin, 1993; Richters & Martinez, 1993;
Werner & Smith, 1992).

 

Assets.

 

 Assets, too, can be considered probabilistic concepts and are
factors associated with adaptive outcomes. They predict that a propor-
tion of groups with assets will have good outcomes, but they are not
deterministic on the individual level. Some persons with assets have
unsatisfactory outcomes and behaviors because they are not able to use
whatever assets they have to moderate risks, or because the risks
overwhelm assets (Masten, 1994; Masten et al., 1991; Rutter, 1987). Assets
include factors such as high IQ, physical attractiveness, verbal facility,
caring parents, safe neighborhoods, adequate family income, and well-
functioning schools (Cicchetti, 1987; Garmezy & Masten, 1994; Masten et
al., 1991; Richters & Martinez, 1993; Rutter, 1987; Werner & Smith, 1992).
Assets become protective factors when they can be shown to have facili-
tated the overcoming of risks (Gilgun, 1996a; Masten, 1994).

 

Emotional expressiveness.

 

 When at-risk individuals have opportunities
to express their emotions in constructive ways—both positive and pain-
ful emotional experiences—they are at lowered risk for adverse outcomes
(Erickson, Korfmacher, & Egeland, l992; Fraiberg, Adelson, & Shapiro,
l975). Conversely, at-risk persons who distance themselves from their
emotions and do not experience or express them are at high risk for
developing adverse outcomes (Cicchetti, Rogosch, Lynch, & Holt, 1993;
Garmezy & Masten, 1994; Gilgun, in press, 1999b, 1996a, 1996b, 1991,
1990; Masten, 1994; Rutter, 1987; Werner & Smith, 1992).

Emotional expressiveness is embedded in a web of positive human
relationships within and outside families (Boyum & Parke, 1995; Gilgun,
1996b; Cassidy et al., 1995; Roberts & Strayer, 1996). Among the benefits
of emotional expressiveness is its facilitation of the sorting through of
conflicting thoughts, feelings, and values and a consequent cognitive
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restructuring that can include many new understandings. These include
(a) the reduction of the sense of self as defective, (b) a renewed sense of
the self as connected to other persons, and (c) an affirmation of positive
goals and values.

 

Family relationships. 

 

Consistent with attachment research and research
on risk, assets, and protective factors, emotional expressiveness probably
develops from secure attachments to parents or parental figures or both
during infancy, early childhood, and across the life span (Bowlby, 1973;
Cicchetti, 1987; Egeland, Carlson, & Sroufe, 1993; Masten & Garmezy,
1985). Emotional expressiveness is associated with long-term positive
relationships with others.

Individuals who have a capacity for emotional expressiveness grow
up in circumstances that afford them some assets, such as parental fig-
ures who maintain harmonious relationships with each other, family
members who show sensitivity to children’s feelings and wants, and fam-
ily members who recognize children’s accomplishments. Positive adapta-
tion is problematic if individuals experienced disharmony, insensitivity,
and maltreatment within families of origin.

 

Family embeddedness in the community

 

. Families who are positively
connected to extended family members and to other persons in the wider
community have access to material and emotional resources. Such access
bodes well for the adequacy of family functioning (Gilgun, in press,
1999b, 1996b; Werner & Smith, 1992). Involvement in community
activities, work that is meaningful, and the availability of safe play-
grounds, libraries, and other community-based resources are some of the
characteristics of families who are embedded in their communities. The
converse is resource-poor communities and disconnection from persons
and institutions that might offer emotional and material support.

 

Peer relationships.

 

 Positive family relationships and a capacity for
emotional expressiveness also are correlated with positive relationships
with peers (Boyum & Parke, 1995; Gilgun, 1996b; Cassidy et al., 1995;
Roberts & Strayer, 1996). Assets related to peer groups are friendships
that endure over time, friends who behave in pro-social ways and who
do well in school, friends who express a range of emotions and who
respect the feelings of others, and the capacity to feel part of a peer
group. Persons with problematic outcomes have relationships with peers
who feel alienated from school and most other persons, who perform
antisocial acts, and who inhibit their own expression of painful and pri-
vate feelings and denigrate those of others.

 

Sexuality. 

 

Individuals whose sexual development and behaviors are
adequate have exposure to healthy sexual attitudes and appropriate
information about sexuality whether in families of origin or elsewhere.
They experience sexuality as a natural part of being human. If they had
experienced sexual abuse, they had opportunities to cope with or over-
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come the effects of the abuse. Persons who exhibit problematic sexual
behaviors rarely had such positive experiences. Risks for poor sexual
functioning include a history of child sexual abuse, exposure to distorted
and partial information about sexuality, exposure to sexual boundary
violations, and lack of opportunity to discuss sexual maltreatment and to
obtain accurate information about sexuality (Gil & Johnson, 1993; Gilgun,
1996a, 1996b; Friedrich et al., 1992; Salter, 1988). Children, adolescents,
and adults who have a history of sexual abuse or a history of exposure to
distorted, sexist attitudes toward sexuality and have not experienced
moderators of such experiences are at risk to develop sexual issues of
various sorts.

 

Piloting

 

The five CASPARS instruments were developed on the basis of the
research and theory discussed in the preceding text.

Reliability and validity studies were conducted with a sample of 146
girls and boys and their biological and foster families. (See Gilgun, 1999a,
for details on sampling, testing, reliability, and validity.) The children had
a variety of therapeutic issues, neuropsychological conditions, and
behavioral difficulties, as well as several types of maltreatment, including
physical abuse (38%), psychological maltreatment (41%), sexual abuse
(58%), and witnessing physical or sexual abuse or both (47%). More than
half the sample had been in out-home care at least once in their lives. A
large group had been in therapeutic foster homes and in individual,
group, and family therapy. Professionals such as social workers, child
care workers, therapeutic foster parents, and psychologists filled out the
instruments on the children.

 

DESCRIPTION OF THE CASPARS

 

As clinical rating scales, the CASPARS are designed to guide practitioners
to identify and work with strengths and deficits in children and families
where the children have a range of adjustment issues. The overall goal of
treatment is to increase strengths and reduce deficits. The number of items
range from 13 to 20. Table 14.1 describes the instruments and their coeffi-
cient alphas and inter-rater reliabilities.

The CASPARS are strong psychometrically. Coefficient alphas, which
are an index of reliability, ranged from .90 to .97, highly satisfactory for
clinical instruments. Item-total correlations were high, suggesting a unity
among the items. Construct validity with instruments thought to mea-
sure similar concepts ranged from .46 to .81, which are in the highly
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acceptable range. The instruments have good face validity, as four experi-
enced clinicians contributed to their development.

 

Scoring.

 

 The instruments yield two scores: a risk score and an asset
score. Two scores often puzzle clinicians who are accustomed to instru-
ments that provide only one. Since the goal of treatment is to increase
assets and decrease risks, both assets and risks need to be identified and
their relative strengths assessed. Furthermore, conceptually, risks and
assets are not the same. The CASPARS are designed with the assumption
that individuals can have positive and negative aspects of a single broad
attribute. As Erikson (1950/1963) demonstrated in his theory of psycho-
social development, the notion of nuclear conflict posits that aspects of
the same quality coexist within individuals, such as capacities for trust
and mistrust. In addition, semantic differentials are composed of bipolar
items, but these instruments provide one score.

For the CASPARS, each item has two sides, and each side contains a 3-
point scale. Practitioners rate clients as high (3), medium (2), or low (1) on
assets, or as high (3), medium (2), or low (1) on risks in the same item cat-
egory. Practitioners choose the number that best represents the child’s sit-
uation. A score of 3 on an asset, for example, means that the child has a
strong and stable strength factor. A score of 3 on the risk side of the item
means that the child has a strong and stable risk factor. A score of 0
means that practitioners have not yet investigated this aspect of client
functioning and therefore cannot provide a rating. Scores are the sums of
the numerical ratings of each column. Figure 14.1 shows some of the
items that form the Emotional Expressiveness Scale.

The items are described in broad terms in order to tap into the kinds of
knowledge that practitioners have of clients and their situations. Thus,
scoring requires clinical judgment. Clinicians draw upon their multiple
sources of knowledge about the children and their families, such as (a)
direct contact, (b) contact with collaterals such as teachers, social work-
ers, and medical practitioners, and (c) record reviews. After thinking
about their knowledge of clients, clinicians then decide upon a score.

 

TABLE 14.1

 

  

 

Coefficient Alphas and Inter-Rater Reliabilities for the 
CASPARS Instruments

 

Scales
N of 
Items Alpha IRR

 

Emotional expressiveness 14 0.94 0.92
Family relationships 20 0.97 0.93
Family embeddedness 13 0.96 0.92
Peer relationships 16 0.90 0.93

Sexuality 13 0.90 0.95

 

Note

 

: From CASPARS: New tools for assessing client risks and strengths, by J. F. Gilgun, 1999, 

 

Families in
Society

 

,

 

 

 

80

 

, p. 450.
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It is true that there is a certain amount of subjectivity involved when
scoring such broadly stated attributes. However, the evidence that clini-
cians bring to bear in making their judgments is based on several sources,
as pointed out in the earlier discussion of evidence-based practice. These
include what clients bring to the situations, knowledge of clients, clinical
experience, personal experience, and research and theory. Biases may be
present in making judgments, but good clinical practice dictates that

 

FIGURE 14.1. Sample items from the Emotional Expressiveness instrument.

3                           2                            1                   0                    1                         2                     3

3                           2                            1                   0                    1                         2                     3

3                           2                            1                   0                    1                         2                     3

3                           2                            1                   0                    1                         2                     3

not known/

not observed/

high                                                    low                       absent                   low                                           high

1.  Child shows a range of feelings;

     not only a few, such as happiness, anger,

     sadness

Child does not show a range of feelings;

but shows only a few, such as happiness, or

anger or sadness

2. Child puts own feelings into words Child does not put own feelings into words

3.  Child’s expression of feelings

     is appropriate to situations

Child’s expression of feelings is not

appropriate to situations

4. Child’s feelings and reactions

     are linked to the events that precipitated them

Child’s feelings and reactions are not linked

to the events that precipitated them
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clinicians purposefully seek information that contradicts, and thus can
modify, their emerging thinking.

 

THE INSTRUMENTS AS A METHOD OF TRIAGE

 

With two scores, children can be classified according to their mix of
assets and risks as shown in Figure 14.2. Children will fall into one of
four groups, described in asset–risk terms. The ideal is to move children
into a high asset–low risk classification. The two scores help clinicians
and clients identify and work with both assets and risks. This classifica-
tion can help with triage, aiding clinicians to make decisions about the
appropriate types and duration of treatment. The following describes the
four groups.

 

High–low children

 

. Children who are high on assets and low on risks
require, along with their families, some psychoeducation, supportive
counseling, and limit-setting, but not intense, long-term interventions.
These children and their families will be fairly “easy” to deal with in
treatment and are likely to do well over the long term.

 

High–high children

 

. Children and families high on assets and high on
risks require intense and long-term intervention and psychoeducation to
decrease risks and to maintain and increase assets. Sometimes families

 

FIGURE 14.2. A classification by assets and risks.

 

 

 

From “Clinical applications of the
CASPARS instruments: Boys who act out sexually,” by J. F. Gilgun, S. Keskinen, D. J.
Marti, & K. Rice, 1999, 

 

Families in Society

 

, 

 

80

 

 p. 629.

Low Risks High Risks

high-low� high-high�

low-low� low-high�

High Assets

Low Assets
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are functioning fairly well but the social environment is full of risks. Con-
versely, families might be struggling with substantial issues but reside in
a resource-rich community and have strong positive relationships with
extended family, community groups, and work. Children from families
that have difficult issues may have important supports outside the fam-
ily. These children and their families will be challenging and interesting
in clinical intervention settings, and they are likely to do well in treat-
ment.

 

Low–low children.

 

 Children and families who are low on assets and low
on risks require psychoeducation and long-term intervention to increase
assets and to deal with risk factors. Interventions are needed to increase
their links to supportive systems outside their families and to increase sup-
portive interactions within their families. These children and families may
be difficult to “reach” in clinical intervention and may appear to be unin-
terested and unmotivated for change. If they do well as a result of clinical
intervention, that will probably mean that clinicians were able to “hook”
them in such ways that their interest in themselves and in changing their
situations are engaged.

 

Low–high children

 

. Children and families who are classified as low on
assets and high on risks require intensive, long-term interventions focused
not only on strengthening connections and interactions among family
members but also in developing supportive connections with individuals
and social institutions outside their families. Psychoeducation can also be
helpful. Some low–high children will not have the support of their biologi-
cal families and may be in foster or residential care. Chemical abuse and
dependency issues, chronic neglect, and severe disorganization often are
found in families of low–high children.

The goal of treatment is to move children to the high assets–low risks
category. At the end of treatment, the hope is that children enter environ-
ments that are high assets–low risks. If a high assets–low risk child goes
into a low assets–high risks environment, then the effects of treatment are
unlikely to last. If a high assets–high risks child goes into a high
assets–low risks environment, the child is likely to do well.

The results of administering the CASPARS over the course of treat-
ment can be graphed. Most clients begin treatment high in risks and low
in assets, at least on the issues that brought them into treatment in the
first place. As discussed, the goal of treatment is to reduce risks and
increase assets. Figure 14.3 shows the graph of a successful course of
treatment when clients began as low–high and ended as high–low. In
those cases, the asset line intersects with the risks line.

Using graphs to assess the effects of treatment has many benefits. They
are a visual representation of progress or lack of progress in treatment.
Clients can see for themselves how they are responding to treatment.
Such easy-to-interpret information can spark discussions and insights
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about what is working and not working in treatment in a variety of set-
tings. That is, clinicians can talk to clients directly about their progress
and can discuss the case in group and peer supervision. Finally, having
scores and graphs documents the effectiveness of treatment. Such docu-
mentation is important to third-party funders and to the general public,
as well as to clinicians, clients, and their agencies.

 

Summary

 

The design of the instruments has several advantages. First, assets are
clearly spelled out. Practitioners are guided to give equal consideration
to client assets and risks and thus are more likely to incorporate them
into interventions. Given the overemphasis on risks in clinical practice
(Berlin & Marsh 1993; Cowger, 1994; Saleebey, 2002; van Eys & Dodge,
1999), it is easy to overlook assets. Second, when assets and risks are both
assessed, clients are much more likely to experience intervention as
affirming and empowering. As Compton and Galaway (1999) asked their
readers, “How would you feel if other people only paid attention to your
deficits?”

 

DISCUSSION

 

The Clinical Assessment Package for Assessing Client Strengths and
Risks (CASPARS) was developed for children who have a variety of
adjustment issues related to long-term stress and trauma, such as
sexually inappropriate behaviors, oppositional disorders, and anxiety

 

FIGURE 14.3.  Hypothetical client classification change for low–high to high–low.
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disorders. They were constructed and tested for use in such settings as
child and family mental health, family therapy, and child welfare, includ-
ing foster care, in-home services, and residential treatment.

The CASPARS is composed of five instruments: family relationships,
emotional expressiveness, peer relationships, sexuality, and family’s
embeddedness in the community. They assess for strengths and deficits
within domains that influence child and family functioning and thus take
social contexts into consideration. They identify the deficits to be
decreased and the strengths to be increased through intervention.

Based on case study research, research and theory on risk and resil-
ience, and consultations with social workers and psychologists, the CAS-
PARS instruments were tested on a sample of 146 children and their
families, where the children had a range of adversities and were at risk
for poor outcomes. The CASPARS instruments have high reliabilities and
validities. The instruments yield an asset score and a risk score. The items
are written so they can account for changes over time. Thus they can be
used for assessment, evaluation of the effects of intervention, and out-
come.

As clinical rating scales, the instruments are filled out by practitioners
and not by clients. Based on research, theory, and practice experience, the
instruments can serve as a useful adjunct to treatment and help practitio-
ners articulate how they see clients and how clients change over time.
The two scores allow for a loose classification of children and families in
terms of their relative risks and assets. Clients usually begin treatment as
high on risks and low on assets and the goal of treatment is to reduce
risks and increase assets.

The CASPARS instruments have a commonsense structure that guides
clinicians to identify both strengths and risks. In addition, within the cur-
rent climate, there is a great need to document the effects of practice.
Instruments that are both grounded in clients’ experiences and yet draw
upon the insights that practitioners develop over time meet not only
clinicians’ demands for relevance but also third party funders’ demands
for documentation of the effects of treatment.

As Kwang and Cowger (1998) found, practitioners want to work with
client strengths. Some view strengths as more important than risks, but they
lack the tools that support their strengths-based perspectives. The structure
of the CASPARS and the idea of giving equal consideration to assets and
risks can be used to create other strengths-based instruments that are cus-
tomized to other practice theories, settings, and populations.

Groups of practitioners can brainstorm items that might be useful for
composing tools for their own settings and with their own clients. They
can structure and score their instruments in ways similar to that of the
CASPARS instruments and can pilot and modify their instruments until
they are satisfied with them. Precedence for practitioner-developed,
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customized instruments are found in Taynor et al. (1990) and in discus-
sions of individualized rating scales (Bloom, Fischer, & Orme, 1999).
Examples of other instruments based on ideas similar to those that are
foundational for the CASPARS include the 4-D, strengths-based instru-
ments for youth in out-of-home care, and Risk Assessment in Child Wel-
fare, discussed earlier.

 

CONCLUDING STATEMENTS

 

The current testing of the CASPARS instruments is preliminary. Test-
ing with other samples and other raters will provide further information
on reliability and validity. Future research would include exploring the
properties of the CASPARS instruments with other populations of fami-
lies and children, including comparisons of clinical with nonclinical sam-
ples.

The strategies used to develop the CASPARS respond to contemporary
demands on clinical practice. In terms of evidence-based practice, they
are built upon best research evidence, clinical expertise, and client situa-
tions. They direct attention to areas of client functioning that clinical and
research knowledge identify as significant. Thus, they can decrease time
needed for relevant assessments and increase the potential for brief treat-
ment and cost containment. They provide scores that can be graphed
both for estimates of progress in treatment and quantification of outcome.
They also are strengths-based, another contemporary trend in clinical
practice. Finally, they are short, easy to use, and, above all, useful to prac-
tice.
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15
Multisystem Assessment of 
Stress and Health (MASH) 
Model

DAVID H. OLSON

Achieving a comprehensive assessment of the impact of stress and
trauma on a family is a complicated task. Individuals and their families
function on a variety of levels; individuals may fare better or worse than
the couple or family relationships in which they participate. Also, they
may function better in their work life than in their personal life, or vice
versa. Stressors come from all areas of life and coping resources can also
come from all areas of life. Consequently, what is needed is a comprehen-
sive stress and coping model that includes all significant areas of a person’s
life. This chapter will describe a multisystem model of stress and coping
that focuses on the four major areas of life (individual, work, couple, and
family).

THE MASH MODEL

The multisystem assessment of stress and health (MASH) model is a
biopsychosocial model that is multidimensional and is designed to bridge
research, theory, and practice. The model builds on the circumplex of
marital and family systems (Olson, Russell, & Sprenkle, 1989; Olson, 2000)
which focuses on three major family system dimensions—cohesion,
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flexibility, and communication. The MASH model extends these to
include the personal and work systems.

COPING AND STRESS PROFILES

The Coping and Stress Profile (CSP), built on the MASH model, is a
comprehensive assessment tool which has been developed and validated.
The CSP contains four profiles, one for each area of life: personal, work,
couple, and family. Each profile contains six scales which assess (a) stress
and the coping resources in (b) problem solving, (c) communication, (d)
cohesion, (e) flexibility, and (f) satisfaction for each area of life. The CSP
thus contains 24 scales with 6 scales for each of the four areas of life. All
the CSP scales have high reliability, content validity, and construct valid-
ity. The CSP is designed for research, individual assessment and counsel-
ing, and programs for people in a variety of settings (work, couples,
families, and religious groups).

Studies using the CSP in the United States (Stewart, 1988; Tasci, 1995),
Germany (Schneewind, Weiss, & Olson, 1995), Norway (Piper, 1995), and
Iran (Daneshpour, 1996) have demonstrated that the CSP scales are
reliable and valid. It also demonstrates that the MASH model is useful in
expanding our understanding of stress and coping and the interconnection
of various aspects of life both in the United States and internationally.

The ultimate goal of the MASH model and the CSP is that they be used
in a variety of work and counseling settings. The CSP is designed to help
individuals and groups develop resources to more effectively manage
stress. Stress can come from all aspects of life, and it is not necessary that
coping resources come from the same area as that of the stress. Coping
resources from one area of life can be effectively used to help a person
manage stress from other areas of life. For example, a supportive spouse
can help a partner in dealing better with a stress at work. The CSP is cur-
rently being used for counseling and in helping work groups become
more effective and productive.

GLOBAL PERSPECTIVE ON FAMILY STRESS

The attack on the World Trade Center in New York City and the
Pentagon in Washington, D.C., on September 11, 2001, demonstrated that
stress can have a devastating impact on individuals, couples, families,
and society. Ultimately, it is the family that is the major resource for help-
ing people manage the stress in their life.

Family stress is something that families in all cultural groups have in
common, though the cause of the stress and the ways of coping with the
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stress may differ greatly. Some observations about the commonalties
about family stress across cultures will be briefly presented. However, it
is also important to examine differences; an understanding of cultural
differences can increase our appreciation of diversity and enhance our
learning from these other cultures.

1. All stress either begins, or ends up, in the family. Whether the stressful
issues come from outside the family system or are created inside the
family system, most stressful issues end up affecting the family sys-
tem at some point in time.

2. Families from all cultures experience family stress. While the specific
causes of family stress and the specific types of issues that are most
stressful may vary by culture, all families seem to experience and
understand the concept of family stress.

3. All families must find resources (internal or external or both) to help them
manage the stress in their lives. Families from various cultures may
differ in the specific resources that they use to manage the stress in
their family. However, family resources are often the first and
most important way in which families manage their stressful life
issues.

4. Families first tend to use internal resources (inside the family system)
before using external resources (outside the family system) to manage their
family stress. The definition of the family system used here is
broad, and it includes both the nuclear and extended family sys-
tems. In many cultures, the extended family system plays a more
significant role in managing family stress than the nuclear family
system.

5. Families from various cultures use a variety of different approaches or
strategies to successfully manage their family stress. While some work
has been done to understand successful coping strategies in various
cultures, there appears to be little work focused on identifying the
range and variety of coping resources used by different cultural
groups. This type of information could greatly enhance our under-
standing of stress and coping across cultures.

6. All families have some internal strengths that they use for managing stress
in their family system. Many studies of various ethnic groups have
assumed a deficit model of family functioning, often based on a
Eurocentric model. Cross cultural studies of families have seldom
sought to identify family strengths within a cultural group, but
have tended to focus on the problems in families from different
cultures. By building on a family strengths model, it is possible to
more clearly identify useful coping strategies across cultures.
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Multisystem Assessment of Stress and Health (MASH) Model

This chapter will provide an overview of a theoretical model that
combines elements of previous family and individual stress research
into an integrated MASH model. The MASH model has three major
components: stress, coping resources, and adaptation. These major compo-
nents are assessed at four system levels: individual, couple, family, and
work. Measures of stress at each of the four levels focus on specific
dynamic issues rather than life events. Coping resources focuses on the
four generic relationship resources of problem solving, communication,
cohesion, and flexibility. Adaptation focuses on physical health, psycho-
logical measures of adaptation, and satisfaction at each of the four sys-
tem levels.

The goals of the MASH model are to build upon and extend the
previous work on family stress and to develop a multidimensional and
biopsychosocial model. Assessment scales built on the MASH model are
included in a self-report questionnaire called the Coping and Stress
Profile (CSP). The CSP is a self-report assessment of the stress, coping,
and adaptational dimensions at four system levels. For research and clin-
ical assessment, the CSP can provide a comprehensive and practical
assessment for the family professional.

HISTORICAL REVIEW OF FAMILY STRESS MODELS

The ABCX model. Stress research in the social sciences has resulted in
extensive investigations of either the family or the individual. Reuben
Hill’s (1958) pioneering work on family stress grew out of his study of
war separation and reunion and was later modified to include a set of
variables that have been the foundation for further work on family stress.
Hill’s theory had four components: A—the stressor event, which inter-
acts with B—the family’s crisis-meeting resources, which interacts with
C—the definition the family makes of the event, producing X—the crisis.
The resources (B) and family’s definition of the event (C) come from
within the family, while the event and the hardships associated with the
event (A), come from outside the family.

The double ABCX model. Building initially on Hill’s classic ABCX
model, McCubbin and colleagues (McCubbin, Thompson, Thompson, &
Fromer, 1998) developed the double ABCX model by adding post-crisis
adaptation in families. In the double ABCX model, the C factor was
expanded to include the family’s perception of the original stressor and
the pileup of stressor and strains (the A factor). In addition, the concept
of coping was added to the model and it included both cognitive and
behavioral strategies.
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The SOC model. A sense of coherence was added to the double ABCX
model based on Antonovsky’s work (1994) that focused on the family’s
ability to know when to take charge and when to trust in the power of
others. Antonovsky developed the Sense of Coherence (SOC) model that
emphasizes the personal feeling of confidence which is composed of
three dimensions: comprehensibility, manageability, and meaningful-
ness. Comprehensibility assumes that life is structured, predictable, and
explicable. Manageability assumes a person has the resources to meet the
current demands. Meaningfulness provides the context that the challenges
are worthy of investment. Antonovsky (1994) reports extensive research
validating the Sense of Coherence scale and model.

Boss’ model. Boss (1999) has helped to expand the ABCX model to
make it more systemic by adding several new concepts. Boss introduced
the concept of boundary ambiguity, which focuses on whether a person is
defined as being in or out of the family system. High boundary ambigu-
ity occurs when there is physical presence and psychological absence or
vice versa. A major premise is that families are most highly stressed
when the losses are ambiguous.

Boss (2002) has also clarified the difference between coping as a family
resource and coping as a process. Boss provides a variety of reasons why
the concept of managing is more useful than coping for describing the pro-
cess of dealing with stress. Describing the family as managing stress is
more accurate than saying that the family is coping with stress. The fam-
ily’s coping resources are, therefore, considered strengths of the family
members, but having these strengths does not mean that the family will
use them.

Burr and Klein’s systemic model. Burr and Klein (1994) provide a useful
contribution to the field of family stress by providing a systemic model of
family stress, that is in contrast to ABCX model which is considered more
linear and deterministic. They focused on nine salient dimensions of fam-
ily life (i.e., cohesion, marital satisfaction, communication, daily routines,
contention, family development, leadership, family rituals, and emotional
climate) and interviewed 46 families that experienced one of the following
six stressors (bankruptcy, trouble teens, displaced homemaker, handi-
capped child, muscular dystropic child, or infertility). They assessed how
the family’s response to the stressor affected the family system function-
ing. Their descriptive analysis demonstrated the diversity of resources
families use and the varied impact on family functioning over time.

Burr and Klein (1994) also provide an excellent summary evaluation of
the coping strategies which past studies have found to be the most useful
for families. They identified seven general strategies which contain a
total of 20 more specific coping strategies. Their review demonstrated the
salience of these coping strategies for a range of family stressors.
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Table 15.1 provides a summary of the coping strategies summarized
by Burr and Klein (1994) and the major coping strategies integrated into
the Coping and Stress Profile (CSP). This analysis clearly demonstrates
the comprehensive nature of the CSP as it attempts to include a diverse
variety of the most significant coping strategies.

COGNITIVE APPRAISAL MODEL OF STRESS AND COPING

Lazarus and Folkman (1984) have developed a theory of stress and
coping based on individual, cognitive psychology. It is being included
here because of the parallels it has to the double ABCX model and
because of the unique contributions Lazarus has made to reconceptualiz-
ing stressor events and proposing a multilevel model of coping and
adaptation.

Lazarus (1980) regards stress as a complex rubric, like emotion,
motivation, or cognition rather than a simple variable. Influenced by
neobehaviorist doctrines, Lazarus conceptualizes appraisal and coping as
processes mediating between antecedent variables and outcomes, with
appraisal processes and coping responses determining the long-term
adaptational outcomes.

In the conceptual model of Lazarus and Folkman (1984), the person
and environmental antecedent variables interact in such a way to
produce a range of appraisals that regard the encounter as irrelevant,
benign, or stressful (similar to Hill’s C factor). If the encounter is
appraised as stressful, the person engages various coping responses. In
the process of appraisal, the variables of values and commitments the
person has are integrated with environmental conditions that are faced,
producing a variety of responses. Thus, appraisal affects the coping

TABLE 15.1 
Coping Resources by Burr and Klein and in Coping and Stress Profile (CSP)

General Resources Specific Resources Resources in CSP

Cognitive Gain knowledge Problem solving at four levels

Emotional Express feelings
Resolve negative feeling

Communication at four levels

Relationships Increase cohesion
Increase adaptability

Cohesion at four levels
Flexibility at four levels

Individual Develop autonomy
Independence

Personal style scales

Note: The data in columns 1 and 2 are from Reexamining Family Stress (p. 133), by W. E. Burr
and S. R. Klein, 1994, Thousand Oaks, CA: Sage.
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process, which in turn has an impact on the immediate outcome of the
encounter and the long-term adaptational outcomes.

Lazarus and Folkman (1984) emphasize that no single variable
accounts for stress in a multivariate, multiprocess system model. Stress
occurs when the demands exceed the person’s resources and the person
perceives the demands as important. Lazarus and Folkman (1984) argue
that research in stress, coping, and adaptation should be multilevel and
interdisciplinary.

The central tenet of Hobfall’s (1988) Conservation of Resources (COR)
Theory is that individuals and systems strive to maximize resource gain
and minimize resource loss.1 Four types of resources are described: object
resources (home), condition resources (good marriage), personal
resources (self-esteem, mastery), and energy resources (money). Simi-
larly, Boss (1999) maintains that resources are derived from all aspects of
life: psychological, economic, sociological, and physical. Hobfall and
Spielberger (1992) reviewed the research on family stress models and
noted the importance of resources across all models.

MASH MODEL: A BIOPSYCHOSOCIAL APPROACH

The MASH model has three major components: stress, coping, and
adaptation. Each of these components have four levels or systems of
analysis: the individual, couple, family, and work systems. Each of the
four systems contains stressors and strains, coping behaviors and coping
resources, and adaptation. The coping resources and system types are
mediating variables between stress and adaptation. The MASH model
focuses on stress at four levels, coping resources at the four levels, and
adaptation at the four levels. Each of the resources interact to produce a
level of adaptation at the individual, couple, family, or work level.

The MASH model captures aspects of such a biopsychosocial model
by providing a more integrative and eco-systemic approach to conceptu-
alizing the recursive relationships between stress, coping, system
variables, and adaptation at all four different system levels. The model
can provide a within-systems analysis that would examine, for example,
aspects of couple stress, the variety of couple coping behaviors and
styles, and the degree of couple satisfaction (adaptation). This could be
done separately for any of the four levels—individual, couple, family, or
work levels. The model can also provide a between-systems analysis that
would examine stress across the four levels, resources at all four levels

1. Editor’s note: See chapter 2 for an in-depth description of Hobfall’s conserva-
tion of resources model.
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that might mediate the stress, and the final adaptation at one or all four
levels (see Figure 15.1).

The need to include more than one system to the diagnosis and treat-
ment of physical illness was raised by Dym (1987) utilizing cybernetic
concepts. The clinical application of the biopsychosocial approach and its
advantages were clearly presented by McDaniel, Campbell, and Seaburn
(1989). A unified biopsychosocial field supersedes previous designations
of illness as being merely physical or psychological. Illness can be located
in the ongoing interaction of biochemical, psychological, and social expe-
rience. Dym argues that designating an illness as physical is an arbitrary
punctuation of the larger field. Assuming a biopsychosocial model
moves beyond such limitations and allows for diagnosis and treatment in
a more holistic framework.

A cybernetic model presupposes both stable patterns and regular
patterns of adjustment or change that are known as recursive cycles.
Such recursive cycles can describe the relationship among various system
levels: the biological, psychological, and interpersonal levels. These three
system levels coevolve in continuous recursive cycles. This recursive
cycle then becomes the basic level of analysis or diagnosis. Such an anal-
ysis would allow one to see that the processes in one level trigger
processes in another level which are triggered by processes at yet another
system level.

FIGURE 15.1.  The multisystem assessment of stress and health (MASH) model.
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Dym’s proposed biopsychosocial model, Lazarus and Folkman’s
(1984) proposed interdisciplinary model for studying stress, and the
MASH model are all attempts to move beyond previous linear models.
All assume that multisystem cybernetic models will show heuristic value
in future theory and research on the family and health behavior.

STRESS ASSESSMENT: SHIFT FROM LIFE EVENTS TO STRAINS

The MASH model includes the component of stress at the individual,
couple, family, and work levels. Stress is defined as a state in which indi-
viduals are challenged by situations so that it overtakes the personal and
collective (work, couple, family) resources and threatens the well-being
of the person. Stress is conceptualized as life strains or daily hassles.
Strains are used as issues for the assessment of stress at the personal, cou-
ple, family, and work levels. New stress scales have been developed for
the four areas of life using strains rather than events.

Even though major life events have been the standard for assessing
stress, research by Lazarus (1980) has shown that minor life strains, or
daily hassles, are better predictors of subsequent psychological symp-
toms. Previously, the magnitude of life-event predictions of dysfunction
in various retrospective and prospective studies has typically been low.
Kanner et al. (1981) conducted a study of 100 middle-aged adults over
nine months using measures that assessed daily hassles and uplifts,
major life events, and psychological symptoms. Hassles were found to be
better predictors of both concurrent and subsequent psychological symp-
toms than scores of major life events.

The use of strains to assess couple, family, and work stress was also a
focus of Pearlin and Schooler (1978). These role strains related to social
roles of people in their daily lives, as they go about fulfilling their per-
sonal, family, and occupational roles. Pearlin and his colleagues do not
eschew the use of life events in their research, instead they examine how
these events may give way to persistent role strains. Similar findings
were also made with families by Lavee, McCubbin, and Olson (1986),
which created a shift away from assessing events as a measure of stress
to using strains.

COPING RESOURCES BASED ON THE CIRCUMPLEX MODEL

In their review of family stress theory and research, Hobfoll and Spiel-
berger (1992) discovered certain variables were especially important in
helping people manage stress: (a) flexibility or adaptability versus rigid-
ity; (b) cohesion versus separateness; (c) communication versus privacy;
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(d) boundary ambiguity versus boundary clarity; and (e) order and mas-
tery versus chaos and helplessness.

The MASH model includes many of the variables identified by
Hobfoll and Spielberger (1992) and it is primarily built upon the circum-
plex model of marital and family systems developed by Olson et al.
(1989). The circumplex model has been widely used in couple and family
research on both healthy and dysfunctional families (Olson, 2000). The
model was formulated when Olson and his colleagues synthesized a
number of family therapy and research concepts into three dimensions of
family cohesion, family flexibility, and family communication. These three
dimensions are hypothesized to function in a linear manner so that higher
levels of cohesion and flexibility are seen as more functional for dealing
with stress. Using the linear assessment model, it is hypothesized that
systems which are higher in cohesion, flexibility, and communication
will function more adequately and have higher levels of well-being than
systems which are low (unbalanced) on these dimensions.

Previous research has primarily focused on the use of the circumplex
model in assessing couple and family systems (Olson, 2000). The system
dynamics in the MASH model include all four system levels: couple,
family, personal, and work systems. The personal level is assessed
through measures of a person’s style in terms of closeness, flexibility,
problem solving, and communication. How one communicates with
others and the link between unexpressed emotions and adverse health
outcomes have been well documented (McCubbin et al., 1998). The work
system focuses on cohesion, flexibility, communication, and problem
solving in the work setting.

In summary, a linear relationship is hypothesized to operate with cohe-
sion, flexibility, communication, and problem solving at all four system
levels and overall adaptation (satisfaction) as illustrated in Figure 15.2.

ADAPTATION: FROM PATHOGENIC TO SALUTOGENIC MODELS

In early stress research on the family (Hill, 1958), the outcome was the
degree of crisis in the family system following a stressor event; that is, the
degree to which the family system became disrupted and incapacitated
and could not restore its stability. Such disruptions, however, are not
always negative. Sometimes the family might even welcome the changes
and see them as opportunities to restructure itself in a more positive
manner.

Adaptation models. Lazarus and Folkman (1984) see adaptation on a
continuum. In their interdisciplinary, multilevel model, they describe
physical, psychological, and social health outcomes. These levels are
related to three major long-term adaptational outcomes: (a) somatic
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health and the physiological changes generated by stressful encounters;
(b) morale and the negative or positive affect a person may have both
during and after stressful encounters; and (c) social functioning, or a
range of effectiveness with which demands from stressful encounters are
managed.

McCubbin et al. (1998) describe a continuum from bonadaptation to
maladaptation to describe the postcrisis adjustment of the family.
Bonadaptation is attained when the demand-capability balance between
both the individual to family and the family to community is achieved.
Family integrity is either maintained or strengthened, family indepen-
dence is maintained, and family members can further grow and develop.
Maladaptation, on the other hand, is characterized by unbalanced family
functioning, deterioration in family integrity, decline in family indepen-
dence, and deterioration in the personal health and well-being of the
family unit.

The MASH model attempts to incorporate adaptation as a continuum
by providing a measure of physical health and mental health at the
individual level and separate measures of satisfaction at the individual,
couple, family, and work system levels. By doing so, one can examine the
presence or range of stress-related physical symptoms or both, as well as
the extent of depression and anxiety that might exist at the physiological
and psychological level within the individual. On the psychosocial level,
the degree of personal, couple, family, or work satisfaction is also assessed.

Wellness models. The value of shifting from pathogenic models, which
have psychopathology or illness as an outcome, to salutogenic models,

FIGURE 15.2. Linear assessment of coping resources.
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which have wellness as an outcome, has been suggested by Antonovsky
(1987). He argues that we cannot assume that stressors are intrinsically
bad. While some stressors indeed might be, there are others that might be
neutral and others that might even be salutary for the individual, as well
as others that might have both negative and positive outcomes for the
individual.

Lavee et al. (1986) found that family strains were associated with a
more positive appraisal of the stressful situation. When marital adjust-
ment was held constant, the sense of coherence (the general orientation
that things will work out well) increased along with family strain. The
experience of overcoming their difficulties may have a salutary effect on
families by bolstering their sense of competence and confidence.

What is needed in stress research, according to Antonovosky, are more
studies of families that do well and even prosper in the face of stress.
Instead of studying the symptoms of disease, we might learn much by
studying the symptoms of wellness. All of us are constantly being
bombarded by stressors. If this is so, what needs to be asked is why do it
some individuals (or families) respond better to stress than others?

Successful coping. The heart of Antonovsky’s salutogenic model
involves the study of successful coping or behavioral immunology. He
argues that instead of studying what keeps people from getting sick, we
might ask ourselves what facilitates a person becoming healthier. He sug-
gests that coping variables need to be abstracted one step higher in order
to find “generalized resistance resources” that will help researchers and
scholars better understand how the individual copes successfully to rein-
force health. By assessing social support and family system resources
along with the individual resources, the multisystem MASH model
attempts to lay the groundwork for such an approach.

COPING AND STRESS PROFILE (CSP): ASSESSMENT OF 
THE MASH MODEL

Constructs within the MASH model are measured by a number of self-
report instruments included in the Coping and Stress Profile (Olson &
Stewart, 1995), which is divided into four content area sections: personal,
couple, family, and work profiles. Within each profile, the three dimensions
of stress, four coping resources, and satisfaction are measured as illustrated
in Table 15.2.

The 26 scales are based on previous research by the authors and other
researchers. All of the CSP scales have rather good internal consistency
reliability (alpha), averaging .80 with a range of .74 to .94 (see Table 15.3).
A person would complete one or more of the relevant profiles. Each of
the four profiles takes about 10 to 15 minutes to complete. Each profile
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assesses stress, coping resources, and satisfaction. The Coping and Stress
Profile (CSP) is self-scoring and provides for easy interpretation of the
person’s scores on the various scales.

STRESS ASSESSMENT

The MASH model emphasizes persistent problems, role strains, and
hassles of everyday life rather than categories of normative and
nonnormative life events.

Personal, couple, and family stress. Three scales were developed by
Olson and Stewart to provide a comprehensive array of strains rather
than life events.

Work stress. The 35 items in this scale are used to assess the level of
stress in the occupational realm are from an instrument developed by
Fournier (1981) called PROFILES (Personal Reflections on Family Life
and Employment). The instrument has four basic domains: (a) problems
associated with work, (b) problems associated with the family, (c)
impacts or effects associated with work, and (d) impacts associated with
the family.

Physical health and emotional health. Adaptation at the personal level
focuses in this scale on stress-related physical symptoms and a mental
health index which includes a measure of psychological distress. It is
assumed that individuals who are coping well with others will have
fewer physical symptoms and lower levels of depression and anxiety,
which are assessed by a measure of psychological distress.

TABLE 15.2 
Scales in the Coping and Stress Profile (CSP)

Dimensions Personal Work Couple Family

Stress Personal stress
Psychological 
distress

Physical 
symptoms

Work stress Couple stress Family stress

Coping 
Resources

Problem solving 
style

Communication 
style

Closeness style
Flexibility style

Work problem 
solving

Work 
communication

Work closeness
Work flexibility

Couple problem 
solving

Couple 
communication

Couple closeness
Couple flexibility

Family problem 
solving

Family 
communication

Family closeness
Family flexibility
Family satisfaction

Satisfaction Personal 
satisfaction

Work satisfaction Couple satisfaction
Social desirability

Family satisfaction
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TABLE 15.3 
Coping and Stress Profile (CSP)—Scales and Reliabilities

Context Source
Number 
of Items

Alpha 
Reliability

Individual Scales Personal stress

Personal Stressors (Stewart & Olson, 1988) 32 .94
Physical Symptoms (Stewart & Olson, 1988) 20 .83

Psychological Distress (Viet & Ware, 1983) 10 .93

Personal Coping Resources

Problem Solving Style (Stewart & Olson, 1988) 7 .83
Closeness Style (Stewart & Olson, 1988) 10 .84
Flexibility Style (Stewart & Olson, 1988) 10 .82
Communication Style (Stewart & Olson, 1988) 10 .81

Personal Outcomes

Personal Satisfaction (Veit & Ware, 1983) 14 .94

Couple Scales Couple Stress

Couple Stress (Olson & Stewart, 1988) 12 .79

Couple Coping Resources

Couple Problem Solving (Olson & Stewart, 1988) 10 .84
Couple Cohesion (MACES) (Olson & Stewart, 1988) 8 .89
Couple Flexibility (MACES) (Olson et al., 1985) 10 .78
Couple Communication (Olson et al., 1986) 10 .85

Couple Outcomes

Couple Satisfaction (Olson et al., 1986) 10 .89

Family Scales Family Stress

Family Stress (Olson & Stewart, 1988)
9 .74

Family Coping Resources

Family Problem Solving (Olson & Stewart, 1988) 11 .85
Family Cohesion (FACES) (Olson et al., 1985) 8 .84
Family Flexibility (FACES) (Olson et al., 1985) 9 .75
Family Communication (Barnes & Olson, 1986) 10 .81

Family Outcomes

Family Satisfaction (Olson & Wilson, 1985) 12 .89

Work Scales Work Stress

Work Stress (Fournier, 1981) 35 .89
(continues)
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Measure of physical symptoms. A 20-item self-report measure developed
by the authors that assesses the frequency of physical symptoms that
have been shown to result from stress (Stewart & Olson, 1988). The 20-
item scale does not cover the entire domain of psychosomatic symp-
toms, but it has good face validity based on reports of several physicians
and constructs in the field of psychosomatic medicine. The second mea-
sure of individual adaptation is Psychological Distress from Viet and Ware
(1983), a 10-item scale which focuses on anxiety and depression.

PERSONAL COPING RESOURCES

The following categories of personal strengths and styles comprise the
personal coping resources.

Closeness style and flexibility style. How you connect with others is a sig-
nificant resource for coping with stress. Closeness style and flexibility
style measure what one prefers regarding closeness and flexibility in
their relationships. A brief personality-type scale was developed for each
dimension.

Communication style. Another important relationship resource is com-
munication style, which focuses on how a person communicates with
others. A 10-item self-report scale was developed by Olson and Stewart
that assesses how often one expresses a variety of feelings. It also
includes how often one empathizes with others, expresses frustration or
disappointment, explains oneself clearly, remains in control of one’s own
feelings, and is appropriately assertive with others.

Problem-solving style. A problem-solving scale was developed by Olson
and Stewart (1988) based on factors identified by Pearlin and Schooler
(1978) and Lazarus and Folkman (1984) in their studies on coping. This is
a short scale on positive problem solving which involves taking direct,
positive steps to set goals, arrive at new or different solutions to prob-
lems, and remain empathic with others.

TABLE 15.3
(Continued)

Work Coping Resources

Work Problem Solving (Stewart & Olson, 1988) 6 .76
Work Cohesion (WACES) (Olson & Stewart, 1988) 5 .75
Work Flexibility (WACES) (Olson & Stewart, 1988) 6 .74
Work Communication (Olson & Stewart, 1988) 8 .84

Work Outcomes

Work Satisfaction (Olson & Stewart, 1988) 14 .88
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RELATIONSHIP COPING RESOURCES BASED ON CIRCUMPLEX MODEL

The system perspective, based on the circumplex model, is integrated
into all four system levels and are considered as relationship coping
resources. The three major dimensions from the circumplex model are
cohesion (closeness), flexibility, and communication. Problem solving was
added as the fourth relationship resource.

Couple coping resources. The four couple coping resources are cohesion
(closeness), flexibility, communication, and problem solving. A couple scale
called MACES III (Marital Adaptability and Cohesion Evaluation Scales)
was developed by Olson, Portner, and Lavee (1985). This is a 20-item self-
report instrument which assesses the level of cohesion (closeness) and
adaptability (flexibility) within the couple system.

Couple communication is assessed by the 10-item self-report scale
from the ENRICH Inventory (Olson, Fournier, & Druckman, 1989). It has
an alpha reliability of .84 and test–retest reliability of .90. Items focus on
the extent to which couples are able to share feelings with each other and
feel understood.

Couple problem solving assesses the extent to which the couple coop-
erates in making decisions and finds effective ways to solve problems
together. The 10-item assessment was developed by Olson and Stewart
(1988) to tap into couple dynamics focused on problem solving; the scale
had an alpha reliability of .84.

Family coping resources. Family resources parallel couple resources and
for these there are two similar measures. FACES III (Family Adaptability
and Cohesion Evaluation Scales) was revised for use in the CSP to assess
family closeness and family flexibility (Olson et al., 1985). Family communi-
cation was measured using a 10-item self-report scale developed by Bar-
nes and Olson (1986). High scores indicate that family members are able
and willing to share feelings with each other and are able to feel good
about their level of communication. Family problem solving (Olson & Stew-
art, 1988) assesses the family’s coping behavior or coping style. Similar to
the couple version, the family version of problem solving assesses deci-
sion making and cooperation in solving issues.

Work coping resources. As with the couple and family systems, there are
four measures of coping resources. To assess the level of cohesion (close-
ness) and adaptability (flexibility) in the work group system, Work Adapt-
ability and Cohesion Evaluation Scales (WACES) instrument was
developed by Olson and Stewart (1988). There have been some attempts
to apply insights gained from the family systems theory and therapy
areas to work group systems by White (1986). He utilized Olson’s cir-
cumplex model and suggested that an enmeshed organizational family
with low boundary permeability or a disengaged organizational family
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with high boundary permeability can be linked to increased stress and
burnout in employees.

Another important resource is work communication (Olson & Stewart,
1988). This is an eight-item assessment that measures the effectiveness
and clarity of interpersonal communication at work between coworkers,
supervisors, and other levels of management. The fourth relationship
coping behavior is work problem-solving. This is a six-item assessment
developed by the authors that focuses on assertiveness, sense of humor,
positive reframing, and brain storming skills (Olson & Stewart, 1988).

ADAPTATION ASSESSMENT

The following satisfaction measures are utilized in the four levels of
personal, couple, family, and work.

Personal satisfaction. A 10-item Life Satisfaction Scale was developed by
Viet and Ware (1983) that focuses on satisfaction and a meaningful life.
Considerable research has demonstrated the empirical and clinical value
of this domain, which is related to psychological satisfaction.

Couple satisfaction. This scale is a 10-item scale taken from the 125-item
ENRICH Inventory by Olson, Fournier, and Druckman (1986). The mari-
tal satisfaction scale from ENRICH is a global measure of satisfaction in 10
areas of the couple’s relationship. These areas are personality characteris-
tics, role responsibilities, communication, resolution of conflict, financial
concerns, management of leisure time, sexual relationship, parental
responsibilities, relationships with family and friends, and religious ori-
entation. High scores on the instrument are interpreted to mean compati-
bility with most aspects of the couple’s marital relationship.

Family satisfaction. This domain is measured by a 10-item scale devel-
oped in part from the 14-item scale developed by Olson and Stewart
(1988). The 14-item scale has items related to satisfaction, family cohe-
sion, and family adaptability. The family satisfaction scale was developed
with the idea that it is less important where the family is located on the
circumplex model than how satisfied they feel about their present levels
of cohesion and adaptability.

Work satisfaction. This is a 10-item scale developed by the authors for
this study that assesses the degree of satisfaction gained from one’s work
and the degree to which one is enriched by that work as measured by
Olson and Stewart (1988). It includes items that assess many of the same
factors measured in the Work Stress Scale being used. These include
satisfaction regarding work schedules, salary and benefits, job location,
job characteristics, work atmosphere, work relationships, and work
productivity. It was assumed that since these items assess most of the sig-
nificant occupational issues conceptualized by Fournier (1981) in his
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Work Stress Scale, the satisfaction scale should reflect similar
dimensions.

STUDIES VALIDATING MASH MODEL AND CSP

In a study Stewart (1988) investigated 440 adults using the initial ver-
sion of the Coping and Stress Profile (CSP) in order to test the utility of
the MASH model. The study was designed to assess which resources at
each of the four system levels were most characteristic of those who
coped well with stress versus those who were under high levels of stress
and high levels of physical or psychological symptoms or both. The 440
adults completed the CSP at a family medical practice clinic while attend-
ing a class on stress management, and were a sample of church members
from a variety of denominations.

One hypothesis tested was that personal satisfaction would correlate
negatively with physical symptoms and psychological distress. The find-
ings clearly supported this hypothesis since the correlation of personal
satisfaction with physical symptoms (r =  .36) and with psychological dis-
tress (r =  .63). As expected, physical symptoms and psychological dis-
tress were positively correlated (r = .52).

In order to identify what resources were used at each system level,
four regression analyses were done separately for each level to predict
satisfaction in that area of life. A multiple regression analysis was also
done predicting overall satisfaction with life, using all the coping
resources (four from each of the four areas of life). This overall measure
of satisfaction was inversely related to the measure of physical symptoms
and psychological distress.

The results of these five analyses demonstrated that the major
resources that predicted satisfaction in one area of life were resources
from that area of life. However, a study of total life stress shows that peo-
ple tend to use resources from all four areas of life (Stewart, 1988).

The value of the MASH model and CSP is its ability to produce a
truly comprehensive assessment. If theory or research only focused at
one of the levels (i.e., individual, couple, family, or work), it would not
give a realistic or comprehensive picture of all the resources that a per-
son actually uses. Although these findings are intuitively obvious, this
study clearly demonstrates the value of a multisystem model and
assessment.
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GERMAN STUDY VALIDATES THE CSP

The CSP was translated into German by Schneewind and Weiss and
Olson (1995) at the Institute for Psychology at the University of Munich.
They used the CSP with 171 German adults and found that the mean
scores and alpha reliabilities were very similar to the results from the
U.S. The reliability of the CSP for the U.S. averaged .83 and it was .79 for
the German sample.

An interesting finding from the German data was the intercorrelation
of stress from the four areas of life. Figure 15.3 illustrates the significant
correlations between personal stress and work stress (r = .42), between
personal stress and couples stress (r = .47), between personal stress and
family stress (r = .65), and between couple and family stress (r = .47). This
data clearly demonstrates the value of the multisystem perspective and
the interplay between the various areas of life. Similar findings were
made when the various areas of satisfaction were compared. These
illustrate not only the connection between the various areas of life, but
also the importance of including all the areas in research, theory, and
clinical practice since none of the areas alone are able to capture the
comprehensive nature of stress, coping, or satisfaction.

CLINICAL USE OF THE CSP

For the professional counselor, the Coping and Stress Profile (CSP)
offers a comprehensive assessment of stress, coping resources, and
satisfaction in four areas of life. The CSP is designed as a starting point for
clinical assessment and treatment planning. It also provides an assessment
of the strengths a person has in terms of major coping resources. Figure
15.4 is an example of the CSP Profile Summary when all four of the pro-
files are completed and plotted onto the same form. In this example, stress

FIGURE 15.3. Connection between four stress areas.
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is highest in the work area and lowest in the couple relationship. The per-
son also has the most coping resources in the couple relationship and
much less at the work and family levels. Because of the lack of coping
resources at the work and family level, it is not surprising that there is a
low level of satisfaction at the work and family settings. Conversely, the
high level of coping resources at the couple levels shows why couple satis-
faction is high.

SUMMARY

The MASH model uses a biopsychosocial approach to understanding
all the factors related to stress and coping rather than being fixated solely
on symptoms and complaints. Stress is assessed in the four relevant areas
of individuals’ lives and coping is operationalized in terms of the inter-
personal resources of problem solving, communication, cohesion, and
flexibility. The CSP thus provides a more complete picture of the client’s
total life situation than assessments that focus only on one area of life. The
value of the CSP is to identify stressful issues, coping resources, and levels
of adaptation (satisfaction) in all four important aspects of an individual’s

FIGURE 15.4. Coping and stress profile summary.
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life. Hopefully, this will facilitate a more meaningful dialogue between
the professionals and the client, speed the process of diagnosis and treat-
ment, and decrease the cost of professional care.
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The Contextual Treatment 
Model

STEVEN N. GOLD

Contextual therapy is a form of treatment specifically designed to
meet the needs of clients with particularly extensive and intricate trauma
histories. These individuals frequently present with the wide range of
debilitating symptoms subsumed under the designation complex posttrau-
matic stress disorder (C-PTSD) (Herman, 1992a, 1992b), also known as
disorders of extreme stress (DES) (Pelcovitz et al., 1997). Although over a
decade has passed since the construct of C-PTSD was first introduced to
the professional literature, and despite the existence of empirical evi-
dence supporting its validity (Ford, 1999; Roth, Newman, Pelcovitz, van
der Kolk, & Mandel, 1997; Zlotnick & Pearlstein, 1997), broad recognition
of this syndrome has been slow, and C-PTSD has yet to be officially rec-
ognized via inclusion in the DSM.

The distinction between PTSD and C-PTSD remains blurred in the
minds of many practitioners. Treatment for C-PTSD often consists of
attempts to apply or extend therapeutic approaches originally developed
to resolve PTSD (e.g., Herman, 1992a). The reasons for this trend are not
difficult to identify. The very name “complex PTSD” implies that this
syndrome, although more intricate in nature, is essentially a variation of
PTSD. From its inception, the diagnosis of C-PTSD (Herman, 1992b), like
PTSD (American Psychiatric Association, 1980), has been explicitly tied to
the etiology of trauma. In contrast to other syndromes defined primarily
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on the basis of symptomatology, the presence of a trauma history is a req-
uisite criterion for a diagnosis of either PTSD or C-PTSD.

THE CONCEPTUAL FRAMEWORK

Because the symptomatology of PTSD and C-PTSD are equated with
traumatic origins, many clinicians consider it axiomatic that confronting
and processing the content of the client’s traumatic experiences is the
cornerstone of therapeutic effectiveness with either of these diagnoses.
However, clients who meet criteria for C-PTSD do not usually benefit
from this type of intervention early in treatment; in fact, they are vulnera-
ble to being overwhelmed by premature detailed confrontation of trau-
matic material (Academy of Traumatology, 2001; Barach, 1999; Courtois,
1999; van der Kolk, 1999; Ford & Kidd, 1998). Many authors have noted
the importance of a protracted phase of establishing a sense of safety and
security before proceeding to intensively trauma-focused intervention
(e.g., Courtois, 1997; Phillips & Frederick, 1995; Herman, 1992a).

Survivors of Prolonged Child Abuse

Survivors of prolonged child abuse (PCA), the form of trauma most
commonly associated in the literature with a diagnosis of C-PTSD or
DES (e.g., Ford, 1999; Ford & Kidd, 1998; Roth et al., 1997; Herman,
1992a), comprised the primary population for which contextual therapy
(CT) was originally developed. CT was devised in response to the
observation that this population was distinct from clients with more cir-
cumscribed trauma histories in a number of important respects. Chief
among these is the observation that trauma-focused forms of treatment,
while frequently effective with other trauma populations, not only fail
to produce the same positive outcomes but often lead to marked deteri-
oration in functioning in PCA survivors.

Therapists who subscribe to a trauma-focused model of treatment
often exhort clients to stick with the treatment by assuring them that
sometimes it has to get worse before it gets better. Sadly, it is not unusual
that after weeks or even months of trauma-focused treatment, there is no
eventual improvement, only progressive decline (Gold & Brown, 1997).
One of the most disturbing aspects in these cases is that the adverse
impact of this type of intervention is often long-term. PCA survivors fre-
quently leave this form of treatment with a markedly lower level of func-
tioning than when they entered it. In addition, they often leave feeling
that they have somehow failed, and they are more mistrustful of thera-
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pists and pessimistic about their prospects for recovery (Gold & Brown,
1997; Pearlman & Saakvitne, 1995).

The course of treatment for PCA survivors is often appreciably more
erratic than that of those with less protracted trauma histories. It usu-
ally takes considerably longer—often many months—to establish a suf-
ficiently stable therapeutic relationship to be able to productively
concentrate on, and follow through with, specific interventions. A per-
plexing mixture of wariness of the therapist and simultaneously seek-
ing out the therapist in response to an extensive series of crises often
distracts PCA survivors from focusing effectively and consistently on
working toward treatment goals. The varied spectrum of symptoms
and difficulties presented by these clients often seems to spontaneously
wax and wane, with apparent reduction in one problem immediately
leading to exacerbation of another.

One of the most decisive observations that shaped the evolution of CT
was identified when PCA survivors were allowed to guide exploration
toward the elements in their history that were most salient to them,
instead of being directed toward concentrating on their abuse experi-
ences. What emerged was a picture entirely consistent with the overt
instances of abuse they had experienced, but much broader in scope and
implications. In contrast to survivors with less extensive trauma histories,
PCA survivors described extremely chaotic and ineffective family and
social environments (Harter, Alexander, & Neimeyer 1988; Long &
Jackson, 1994; Williamson, Borduin, & Howe, 1991). Remarkably similar
family patterns were described by PCA survivors, regardless of whether
their abuse had been carried out by relatives or by individuals outside
the family (Gold, Russa, Lucenko, & Vermont, 1998; Yama, Tovey, &
Fogas, 1993; Ray, Jackson, & Townsley, 1991; Alexander & Lupfer, 1987).
Clinical case assessment suggested that the inadequate family and social
systems failed to provide these individuals with the resources required
for adaptive daily living. This conjecture is supported by a number of
studies indicating that family of origin environment contributes to the
adult symptomatology of PCA survivors over and above the impact of
abuse (e.g., Alexander, 1993; Fromuth, 1986; Harter et al., 1988; Melchert,
2000; Nash, Hulsey, Sexton, Harralson, & Lambert, 1993).

On the basis of this perspective, CT places primary emphasis on
interventions designed to help survivors develop those capacities for
effective adult functioning that were not adequately transmitted to them
during their early development. Although the focus is not on their abuse
experiences per se, CT acknowledges and examines the impact that abuse
trauma has had on their adjustment and integrates that awareness into
the larger focus on the acquisition of adaptive capacities.
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The Family Context of Prolonged Child Abuse

When the therapist does not assume that incidents of abuse are the
exclusive reason for the wide and varied range of difficulties the PCA
survivor manifests, what emerges is a much fuller, more intricate, and
clinically useful understanding of the client’s background. Under these
conditions, PCA survivors do not focus chiefly on explicit incidents of
abuse. Instead, they describe growing up in circumstances in which emo-
tional support—and guidance in practical matters—was at best inconsis-
tently available and at worst almost entirely lacking.

Regardless of the socioeconomic status of the family of origin, one reg-
ularly hears accounts from this client population that challenge popular
assumptions about the degree to which the fulfillment of basic emotional
and practical needs is a universal given in the lives of children. These
clients describe examples of concrete deprivation such as never having
been taken to a doctor or dentist, never having had a birthday party, and
going hungry because their parents limited their access to food. Due to
the relative lack of guidance they received growing up, they may enter
adulthood painfully unaware of how to execute basic tasks such as rent-
ing an apartment, brushing their teeth, or obtaining a bank account. As
adults, they are at a loss as to how to even find out how to do many of
these basic life tasks. On a more global level, these clients usually convey
a picture of growing up never having felt secure or loved, frequently
having been criticized or ignored, and having had little or inconsistent
structure. Consequently, they often have extensive difficulties with broad
and fundamental aspects of functioning such as establishing and navigat-
ing close relationships, recognizing and modulating feelings, and devel-
oping and maintaining a stable life structure.

The pervasive spectrum of deprivation these clients experienced dur-
ing their formative years fall into three central categories:

1. Attachment deficits. The lack of reliable interpersonal connection,
emotional support, and direction results in major gaps in the
capacity to form secure and stable bonds with others.

2. Inadequate social learning. Due to the absence of sufficient guidance
and direction, basic capacities required for effective adult
functioning, ranging from concrete skills such as those involved in
paying monthly bills to general abilities such as productively
negotiating interpersonal conflicts, are weak or absent.

3. Inappropriate modeling. The family environments in which PCA sur-
vivors are reared not only fail to transmit adaptive living skills,
but they frequently model maladaptive coping strategies. Exam-
ples of reactions to distress modeled by parental figures and other
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familymembers include interpersonal violence, verbal denigration
of self and others, substance abuse, and sexual acting out.

The effect of these three trends is that children reared in these circum-
stances are noticeably different from their peers in their interpersonal
functioning. Due to their attachment difficulties and poor social skills,
the very avenue that could provide remediation of these deficits—rela-
tionships with well-socialized peers—is not readily accessible to them.
From an early age, a combination of influences and resulting difficulties
make it extremely unlikely that other children, or even adults, will gravi-
tate toward them or tolerate their behavior. Salient among these factors
are an extremely negative self-concept (due to awareness of their inade-
quacies and the criticism with which they have often lived), mistrust of
others (arising from a history of maltreatment), intense neediness (result-
ing from emotional deprivation), and inappropriate behavior (reflective
of their poor social learning).

A repeating cycle is set in motion. Interpersonal deficits present an
obstacle to connection with others, and the absence of intimate interper-
sonal contact perpetuates and widens the disparity between PCA survi-
vors’ level of social adjustment and that of their peers through childhood
and adolescence into adulthood. Moreover, the recurring experience of
ostracism by the outside world only seems to confirm their deeply held
conviction of being unlovable, reprehensible, and inept.

Paired with a family system that often demands blind obedience (usu-
ally to capricious and constantly fluctuating rules) and provides little
reliable affection, these self-perceptions and repeated experiences of
rejection render these individuals particularly vulnerable to being
manipulated, coerced, dominated, and abused—first in childhood and
later in adulthood. Their unquestioning compliance and hunger for
attention and approval are qualities that are instinctively noticed by
those predatory individuals who gravitate toward others whom they can
dominate and exploit. Consequently, rather than being universally
shunned, individuals from this type of ineffective family environment
are most likely to attract people who are controlling and malicious. Mal-
treatment and abuse, often at the hands of a number of people over time,
further strengthen the certitude of PCA survivors that they are wretched
and undeserving of compassion or acceptance, and that others are malev-
olent and untrustworthy. In addition, the traumatic impact of abuse com-
pounds their already considerable distress and adjustment difficulties.

It has been proposed that traumatic events are destabilizing because
they destroy core assumptions such as those about one’s personal safety,
the trustworthiness of others, and the predictability of the world (Janoff-
Bulman, 1992; McCann & Pearlman, 1990; Horowitz, 1986). It would be
difficult to argue, however, that this is the case for PCA survivors. When
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embedded in a familial and social context that fails to provide the
resources needed to develop secure attachments and adequate social
learning, explicit instances of abuse, far from disrupting their core beliefs,
confirm their already considerable conviction that danger and chaos are
constants. In this respect, explicit incidents of abuse merely comprise par-
ticular threads that are intertwined and entirely consistent with the larger
fabric of their lives.

In addition to having a profound impact on their cognitive schema,
the consistency between the interpersonal context in which PCA survi-
vors develop and the discrete episodes of explicit abuse to which they are
subjected has decisive practical implications. It is often the very lack of
sufficient supervision and concern for the welfare of these children that
makes it possible for them to be abused repeatedly over extensive peri-
ods of time. It is striking how often PCA survivors in therapy report that
a parent was told about the abuse or actually witnessed them being
assaulted but took no action to stop it (e.g., Gottlieb, Pardoll, Gold, &
Schlessinger, 2001; Everill & Waller, 1995; Gold, Swingle, & Garcia-Lar-
rieu, 1995). In fact, instead of reproaching the adult perpetrator and tak-
ing decisive action to prevent the abuse from continuing, the shocked
parent frequently reprimands the child victim rather than the perpetra-
tor. The sense of abandonment and experience of vilification for their
own victimization painfully underscores the PCA survivor’s perceptions
of being doomed to perpetual isolation, helplessness, and misery.

The clinical picture that emerges from these observations is apprecia-
bly more multifaceted and convoluted than the common formulation that
abuse trauma disrupts functioning in the form of PTSD, and that
repeated trauma leads to progressively more extensive symptomatology
in the guise of complex PTSD. Instead of suggesting a direct line of causa-
tion leading from abuse trauma in childhood to problems in adjustment
in adulthood, the contextual perspective proposes the existence of a more
complex and interacting constellation of sources of the broad range of
disabling difficulties manifested by clients with a PCA history.

The key practical clinical implication of this conceptual framework is
that many of the difficulties presented by these clients are attributable to
their lack of access to resources needed for the adequate development of
secure interpersonal attachment and social learning. To the extent that
these clients’ problems result from never having developed certain
capacities (rather than to the disruption of functioning due to the impact
of trauma), the confrontation and processing of traumatic material can-
not be expected to resolve their problems. Trauma-focused intervention
can restore abilities that have been subverted by trauma. However, no
amount of trauma work will instill capacities that were lacking before
trauma was encountered. In fact, in the absence of these fundamental
adaptive capacities, the extreme stress imposed by interventions that
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entail direct confrontation with explicitly traumatic material is likely to
result in exacerbation, rather than resolution, of symptomatology.

THE TREATMENT APPROACH

The conceptual model that informs CT attempts to address the varied
and intricately interwoven factors that culminate in the broad range of
debilitating symptoms commonly manifested by those meeting diagnos-
tic criteria for complex PTSD. The CT treatment philosophy emphasizes
the need to respond to the complexity of these clients’ histories and
symptom patterns with a plan of intervention that provides as much
structure and simplicity as possible. This principle is invaluable to clients
because it fosters an interpersonal environment that is markedly different
from the unpredictable and chaotic interactions they have experienced
previously. It is also essential in helping the therapist to maintain a sense
of clarity, organization, and direction to a course of treatment that is
often threatened by potential crises, disruptions, and digressions.

To assist the therapist in maintaining the utmost clarity and consis-
tency, the numerous elements of the CT intervention process are concep-
tually divided into three primary aspects: the interpersonal component,
the conceptual component, and the practical component.

The Interpersonal Component

One of the greatest challenges in conducting effective therapy with
PCA survivors is their lack of familiarity with the type of collaborative
interpersonal relationship that is indispensable to effective therapy. Both
during their formative years and subsequently, most of these clients have
encountered a preponderance of interpersonal experiences that have
been characterized by overt contempt, domination, rejection, indiffer-
ence, conflict, chaos, and unpredictability. This type of interpersonal his-
tory culminates in several consequences that create severe limitations in
these clients’ capacity to form a productive therapeutic relationship at the
outset of treatment.

Distrust. Extensive disappointing past experiences with others leave
them with little reason to believe that anyone will be positively disposed
toward them. Instead, they are left with a deep conviction that rejection
and eventual abandonment by others is inevitable. In conjunction with
the expectation that those who do seem to take an interest in them will
eventually maltreat and exploit them, these factors foster a deep-seated
mistrust of others. Clinicians are not exempt from this perception. Even
when PCA survivor clients are willing to believe that their therapist is
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benevolent and acts out of good intentions, they usually are certain that
their own unworthiness and reprehensibility ensures that sooner or later
the therapist will give up on them in disgust.

Dependency. Often simultaneously present alongside this abiding mis-
trust is excruciatingly painful longing stemming from unmet depen-
dency needs. For many PCA survivors the experience of not having been
loved by their own parents is even more profound and disturbing than
the distress associated with explicit incidents of abuse. The lack of a
secure sense of attachment with those who were responsible for provid-
ing care breeds both a profound sense of isolation from others and a con-
tempt for themselves for being so unlovable. The resulting desperate
desire for attention, validation, and affection often leads these clients to
intensely cling to others, usually leading others to feel overwhelmed and
to respond by pulling away. A recurring cycle of intensely latching onto
others and being rebuffed only serves to reinforce survivors’ core self-
perception that they are despicable and incapable of being loved.

The unique situation of receiving the undivided attention of the thera-
pist in session is so dramatically at odds with the PCA survivor’s previ-
ous interpersonal encounters that it sometimes activates her or his unmet
dependency needs in a particularly intense manner. This can lead to pre-
occupation with the therapist, having difficulty tolerating separation
from the therapist, and a desperate desire to establish contact with the
therapist between sessions. Although far from universal among PCA sur-
vivors, in the most extreme cases these factors result in a series of crisis
situations (e.g., suicidal threats, episodes of self-mutilation, relapses into
addictive behavior patterns) that provide the client with the opportunity
to interact with the therapist between appointments. In the vast majority
of cases the client is entirely unaware of, or at best only dimly cognizant
of, this motivation. It is primarily the painful and destabilizing desperate
need for contact with the therapist, rather than calculated manipulation,
that fuels these crises. However, when these crises are successful in
securing the attention of the therapist, they escalate in frequency and
intensity rather than subsiding. Although interaction with the therapist
may be temporarily experienced as soothing, it ultimately only serves to
reinforce clients’ conviction of their need for the therapist, exacerbating
the sense of urgency for further contact.

The treatment situation can quickly become chaotic and unproductive
if the therapist is too available to respond to these crisis situations. A way
to avoid this is to provide resources for the client to contact in case a cri-
sis occurs, such as crisis hot lines or hospital emergency rooms, at the
outset of treatment. When crises do not create the opportunity to contact
the therapist, they are drastically less likely to occur.

It is likely that those PCA survivor clients whose guardedness outweighs
their dependent longing suffer in silence, not acting on or letting their
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therapist know of their feelings of neediness. The suppressed depen-
dency longings of some PCA survivors may only be visible in the termi-
nation phase of treatment when overt expressions of intense attachment
to the therapist and difficulty modulating the accompanying feelings
finally emerge. Whether communicated overtly or not, however, these
experiences can interfere with treatment progress.

The therapy relationship. The larger issue is that the gaps in social learn-
ing, unmet dependency needs, and mistrust of others prevalent among
this population require therapists to be more attentive to fostering a pro-
ductive therapeutic relationship than they might be with other clinical
populations. Sensing the extreme deprivation these clients have experi-
enced, it is not at all unusual for practitioners to be tempted to make
exceptions, bend the usual treatment structure, and in general extend
themselves in ways that they would not for other clients. Acting on these
impulses, however, only confuses PCA survivors by raising their hopes
that the therapist will be endlessly available and responsive. Many of
these clients grew up in families that failed to model appropriate respect
for interpersonal boundaries, and the survivors’ privacy and personal
limits were regularly violated. As a result, often they will not recognize
when the clinician becomes over-involved and intrusive. Thus, a greater
onus is placed on the therapist to monitor her or his behavior in this
regard. It is imperative that the structure of the treatment situation be
clearly defined at the outset, closely monitored, and carefully main-
tained.

While the particulars of this structure should be open to discussion
and negotiation, the guiding principle behind them is to limit contact
outside of sessions while providing clear parameters to maximize the
likelihood that interactions during sessions are focused and productive.
Since many PCA survivors are dissociative and only experientially
present to a limited degree during the early phases of treatment, the ther-
apist needs to make a special effort to stay focused and attentive during
session to promote interpersonal contact. In this respect, the treatment
structure is designed to maximize the quality of interaction during ses-
sion by restricting the quantity of interaction between sessions.

Purposeful attention to, and maintenance of, the therapeutic relation-
ship is crucial to the effectiveness of treatment for PCA survivors. The
therapeutic alliance is simultaneously a means and an end. As a means, it
allows clients to learn how to align with the therapist to work toward
resolving their problems and improving their functioning. As an end, it is
a forum for learning skills for forming and sustaining interpersonal rela-
tionships, skills that were not adequately transmitted to them in their for-
mative years.

The conceptual component. Awareness of global influences on the func-
tioning of PCA survivors can help clinicians understand many otherwise

RT7545_C16.fm  Page 355  Thursday, May 13, 2004  5:39 PM



356 Handbook of Stress, Trauma and the Family

mystifying behaviors commonly observed in this population and help
guide treatment in a productive direction. For example, consider the
impact on the therapeutic alliance. These clients often grew up in families
that did not model widely accepted cultural norms about interpersonal
behavior, such as respect for boundaries. Thus, client behavior that
appears intrusive or entitled may actually reflect ignorance of social
norms. Recognition of this possible gap in social learning can help the
therapist avoid viewing the client as being simply disrespectful or
demanding. It is often sufficient to tactfully inform them about com-
monly accepted standards of behavior rather than assume that they
“know better” but intentionally act otherwise.

Skills deficits. The general principle which is being alluded to here is
that a contextual perspective alerts us to the possibility that many of the
difficulties manifested by PCA survivors are skills deficits (i.e., the
knowledge or skills required to carry out the behavior are not present)
rather than performance deficits (i.e., behavioral capacities that are
present but which for some reason are not being accessed). By virtue of
their legacy of having grown up in an ineffective family system, PCA
survivors often have gaps in knowledge and skills so fundamental that
they are commonly assumed to be universal.

In the realm of conceptual skills, this principle manifests in pervasive
deficits in the capacity for logical reasoning and critical thinking. In the
families of origin of these clients, decisions were often capricious, rules
were inconsistent and unpredictable, obvious but unpleasant facts were
denied, and thoughts and feelings that others in the family found dis-
turbing were invalidated. In short, logic and critical thinking were poorly
or inconsistently modeled, and conclusions by the survivor that were dis-
turbing to others in the family, regardless of how sound they were, were
subject to derision and negation.

Limitations of therapist as expert. The usual impact of these circumstances
is that PCA survivors frequently doubt their own perceptions, feelings,
and reasoning capacities. They often enter therapy all too eager for the
therapist to set them straight about the way things really are or were,
including what the client actually has felt or experienced. This desire for
the therapist to define the client’s experience might seem easy to avoid but
it is complicated by the client’s genuine need for education about so many
aspects of life. Educative efforts can be a useful strategy for imparting
social norms and other aspects of social learning that were not transmitted
to them during their early development. Clients cannot be expected to fig-
ure out for themselves concrete information that they have never been
taught. This is particularly the case with social conventions, which are
often derived from accidents of history and tradition rather than from log-
ical deduction. As Harry Stack Sullivan (1953) once quipped, “the culture
itself is based on no single great general principle that can be grasped even
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by a genius, but is based instead on many contradictory principles” (p.
191). However, educating clients can be an extremely detrimental tactic
when it lapses into explaining clients to themselves.

Just as many clinicians’ first inclination might be to respond to survi-
vors’ deprivation by extending themselves more than they normally
would, they may be more inclined to provide these clients with informa-
tion or clarification that has been previously denied. In many areas, such
as explaining common social conventions or imparting concrete informa-
tion about practical matters, this indeed can be helpful. However, to take
this approach in order to help clients understand themselves would be an
unfortunate mistake. Although these clients do not trust their own per-
ceptions and conclusions, they are also are at a loss for criteria on which
to base the decision regarding whom else to believe. Moreover, respond-
ing in this way can subtly confirm the belief of so many survivors that
they are incapable of assessing their own subjective experience as a basis
for coming to reliable conclusions on their own.

The client as expert. It is critical here to make the distinction between
content and process. Only clients can be the experts regarding the content
of their experience—the facts, memories, thoughts, and feelings that con-
stitute the data from which they build a conceptual understanding of
their circumstances and how they have shaped their current functioning.
Thus, it is essential that PCA survivors themselves be the ones to formu-
late a conceptualization that makes sense of their lives and their difficul-
ties. The therapist’s legitimate role is to help structure the process
through which survivor clients arrive at these conclusions. In the concep-
tual realm, the therapist supplies the skills that comprise the method of
coming to sound conclusions.

In terms of therapeutic technique, this means employing nondirective
interviewing strategies, such as active listening or Socratic questioning,
that help the client follow a systematic and logical thread to examine the
evidence available to them. The challenge to the therapist is to avoid
allowing her or his preconceptions, biases, or hypotheses to unduly
shape the conclusions reached. This can be particularly difficult for thera-
pists who are in the habit of offering extensive interpretations of the
material presented by clients.

The benefits of exercising this type of discipline are several. When the
client is allowed to take the primary role in directing exploration, the
deductions produced are more likely to be valid, because only the client
is privy to the data on which they are based. There is also a greater prob-
ability that these conclusions will be congruent with the immediacy of
the client’s subjective experience. This means that the client is more likely
to put credence in the outcome, not to second-guess her or his conclu-
sions, and to better integrate the new viewpoint into her or his network
of cognitive schema.
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When the clinician’s attention is focused on guiding the process rather
than the content of exploration, the clinician intrinsically conveys how to
exercise logical reasoning, critical judgment, and decision-making skills.
In effect, therapist and client, while engaging in the process of explora-
tion, are jointly “walking through” these processes together. The thera-
pist intentionally focuses on not jumping to conclusions or unduly
shaping the outcome of exploration. Therapists invite clients to attend to
the evidence relevant to the issue at hand, encourage generation of alter-
native ways of thinking about the issue, and facilitate the critical exami-
nation of each of these possibilities. This approach is largely similar to the
technique referred to by Meichenbaum (as cited in Hoyt, 1996) as
“Colombo-like style” interviewing.

The Practical Component

The practical component of CT centers on helping clients acquire the
adaptive and coping skills that they never adequately mastered. A cen-
tral tenet of CT is that these skills are lacking or incomplete because they
were not adequately modeled or otherwise transmitted to these clients by
their families of origin. It is the practical component of CT that is most
closely associated with specific, structured modes of intervention. How-
ever, there is an important reason why this component is presented here
last. The CT treatment model is grounded in conceptualization, not tech-
nique.

The interventions employed in the practical component of treatment
may vary widely from one client to the next. This is because the specific
deficits in knowledge, skills, and functioning will obviously differ in
many ways from one PCA survivor client to another on the basis of the
particular warps that characterized their family of origin environment
and the resulting gaps in their social learning history. However, there are
general realms of functioning that tend to be problematic for most of
these clients. Each of these domains corresponds to a broad treatment
goal.

On one hand, these treatment goals are not addressed in a lock-step
order; CT is an individualized, rather than a manualized, form of treat-
ment. The interpersonal, conceptual, and practical components of treat-
ment are interwoven and unfold simultaneously. Even within the
practical component, it is likely that aspects of more than one treatment
goal will be worked on in the same session. However, these goals are still
best addressed in a logical sequence. To emphasize this point, they are
referred to as prioritized treatment goals.

Goal 1: Reduce distress. The top priority in the practical component of
CT is helping PCA clients reduce their usually considerable level of emo-
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tional distress. The most salient forms of distress in the clinical picture
(e.g., anxiety, depression, rage, loneliness, and confusion) may differ
appreciably from one client to another. However, the common element is
that most of the time these clients are experiencing a level of misery that
seriously interferes with their capacity to attend to and effectively carry
out basic tasks of daily living. Consequently, until they learn to moderate
their level of distress, little else in the way of improving practical func-
tioning is likely to be accomplished. This is why this goal carries the
highest priority.

From the perspective of the emphasis on skills acquisition that is cen-
tral to CT, this treatment goal would consist of assisting the client to
develop the capacity for self-soothing and managing distress. The pri-
mary objective is not to reduce distress per se, and especially not for the
therapist to intervene to help the client feel more secure. Instead, the aim
is for the client to learn how to do this for herself or himself. Otherwise,
the value and generalizability of what is accomplished is severely lim-
ited, and the client’s dependency on the therapist is only exacerbated.

Goal 2: Reduce dissociation. To the degree that some headway has been
made in helping the client learn how to modulate distress, interventions
can begin to address another difficulty characteristic of this popula-
tion—dissociative symptomatology. While dissociative symptoms can
appear varied in their manifestations (e.g., amnesia, depersonalization,
and identity fragmentation), what they have in common, and what the
term dissociation essentially connotes, is an underlying experiential dis-
connection. Dissociative symptoms can include disconnection from the
sensory and perceptual immediacy of the here and now, from one’s own
subjective feelings and experience, or from a sense of experiential contact
with other people. In this respect, dissociation interferes with the capac-
ity to remain focused on one’s present surroundings, thereby interfering
with attention, concentration, memory, a sense of continuity, and effec-
tive information processing. Dissociative experiences generally appear to
be triggered by high levels of distress. Thus, some progress in the mas-
tery of distress reduction strategies is required before clients can reason-
ably be expected to learn how to modulate their ability to maintain focal
attention on the here and now.

The origins of dissociative symptoms have traditionally been attrib-
uted almost exclusively to the disruptive impact of traumatic experiences
(e.g., Ross, 1997; Kluft, 1996; Cardeña, 1994; van der Hart, Steele, Boon, &
Brown, 1993). However, contextual and related theories (Gold, 2000;
Alexander, 1992; Barach, 1991) and a growing body of empirical evidence
(Liotti, 1999; Anderson & Alexander, 1996) suggest that insecure attach-
ment and other aspects of disturbed family of origin environments may
be major contributors to pathological dissociation. This is why CT
stresses the relevance of the interpersonal component of treatment to
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helping the client learn to modulate dissociation. The experiential con-
nection that emerges from the development of a solid therapeutic rela-
tionship contributes substantially to the client’s developing capacity to
remain grounded in and focused on the here and now.

Goal 3: Improve cognitive processing. Once substantial gains have been
made in the capacities to modulate distress and maintain concentration,
the client is better equipped to stay sufficiently focused to engage in cog-
nitive processing. It is at this point, therefore, that it is beneficial to intro-
duce more extensive cognitive interventions. These interventions,
already discussed in relation to the conceptual component of CT, serve
two primary functions. One is to help the client learn to challenge and
dispel distortions and misunderstandings generated by the capricious
and unpredictable experiences encountered in their families of origin and
in subsequent relationships characterized by maltreatment and overt
abuse. The other function is for clients to master the general abilities of
exercising logical reasoning and critical thinking.

Goal 4: Eliminate maladaptive coping. A certain level of attainment in
maintaining a stable sense of security, sustained focusing ability, and log-
ical reasoning allows for work on the next priority, breaking maladaptive
coping strategies. Most PCA survivors engage in a number of addictive
and compulsive behaviors such as substance abuse, bingeing and purg-
ing, self-mutilation, compulsive spending or gambling, and sexual com-
pulsions. The contextual conceptual framework proposes that in the
absence of having learned more adaptive coping mechanisms, these
addictive and compulsive patterns developed as a haphazard effort at
reducing and distracting oneself from acute distress. Building on gains
made in the prioritized treatment goals, CT employs a form of functional
behavioral analysis to help clients (a) examine their compulsive and
addictive patterns, (b) recognize the circumstances that trigger these pat-
terns, and (c) appreciate how ineffective these behaviors are in managing
distress. The understanding gleaned from this analysis helps clients
develop the motivation and strategies for relinquishing these behaviors.
(For a fuller discussion of this method of intervention, see Gold, 2000,
and Gold and Seifer, 2002).

Goal 5: Process traumatic memories. The final item in the hierarchy of
prioritized treatment goals in CT is the direct confrontation and process-
ing of abusive incidents and other explicitly traumatic experiences. CT is
based on two fundamental principles that are easily misconstrued as
incompatible. On one hand, CT represents a significant departure from
trauma-focused models of treatment. It posits that many of the adjust-
ment difficulties manifested by PCA survivors are attributable to having
grown up in ineffective family and social environments that failed to pro-
vide them with the adaptive capacities essential for adequate functioning.
This perspective emphasizes that treatment which is primarily focused on
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the abuse experiences of these clients is not only unlikely to be effective
but runs a high risk of fostering decompensation. In the absence of the
ability to satisfactorily manage the stressors of routine daily living, the
extraordinary stressor of confrontation with traumatic material can easily
overwhelm PCA survivors, leading to rapid and extensive deterioration
in functioning rather than therapeutic gains. Consequently, the major
focus of CT is on fostering the establishment of adaptive capacities that
were either disrupted by trauma or insufficiently developed in the first
place.

On the other hand, CT does not assert that family environment is the
sole cause of survivors’ problems or deny that trauma plays a consider-
able role in the genesis of many of the difficulties experienced by PCA
survivors. Trauma is seen as both a factor that greatly compounds the
deficits resulting from growing up in an ineffective family of origin envi-
ronment and a cause of symptomatology in its own right. CT cautions
against the dangers of making trauma the cornerstone of treatment for
PCA survivors, but it acknowledges the very substantial adverse impact
of abuse trauma on the long-term functioning of these clients and the
need to address traumatic material as one component of a broader treat-
ment framework.

Depending upon the level of functioning and inclinations of the partic-
ular client, the issue of abuse may be addressed relatively early in the
course of treatment. For example, concerns such as how abuse experi-
ences have contributed to the client’s psychological difficulties, shaped
her or his beliefs about self and others, adversely affected interpersonal
relationships, and interacted with other factors such as family of origin
environment, may be discussed as early as the initial therapy session.
However, the opening phases of CT trauma-related work primarily cen-
ter on cognitive interventions directed at helping the client to develop a
conceptual framework for understanding the impact incidents of abuse
have had on her or him and for disputing the distorted beliefs that have
been fostered by these experiences. What are likely to be destabilizing
and therefore discouraged early in treatment are exposure-based inter-
ventions aimed at deconditioning PTSD symptoms through review of the
explicit content of incidents of abuse. Although the goal of reducing reac-
tivity to traumatic cues is pursued from the beginning of treatment, the
methods of accomplishing this in the initial phases of treatment do not
rely on remembering or confronting traumatic events. Instead, the client
is taught to reduce reactivity through the mastery and regular practice of
strategies for reducing and modulating distress.

In many cases, extensive processing of instances of explicit abuse is
not even necessary in CT. By the time significant progress has been made
toward the other prioritized treatment goals, there is little substantial post-
traumatic symptomatology to address. If the client feels it would be help-
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ful to process traumatic material in a systematic fashion at this point in
treatment, there is no reason to discourage or avoid it. In effect, once
appreciable gains have been established in the prioritized treatment
goals, the PCA survivor will have attained a measure of functional parity
with survivors of more circumscribed forms of trauma, and will be able
to deal with the confrontation and processing of traumatic material with-
out undue likelihood of destabilization.

FUTURE DIRECTIONS

In the final analysis, the value of a particular therapeutic approach lies
in its effectiveness. As a first step in evaluating the effectiveness of CT,
selected cases, accompanied by pre- and posttreatment standardized test
scores, have been studied and the results suggest promising outcomes for
CT (Sigmund, 2002; Gold et al., 2001; Gold & Elhai, 1999). However, CT is
relatively new and more rigorous empirical assessments need to be
conducted in order to adequately assess its clinical effectiveness.

Until recently, CT was considered solely in terms of the population for
which it was conceived—survivors of prolonged child abuse. However,
feedback from practitioners in settings such as VA centers and battered
women’s shelters indicates that this treatment approach may be applica-
ble to survivors of other forms of trauma. This possibility raises some
important theoretical issues. Among those who meet criteria for complex
PTSD, perhaps it is not only PCA survivors whose difficulties are attrib-
utable to the combined effects of discrete traumatic incidents and having
grown up in an ineffective family environment rather than to overt
trauma alone.

A wide range of clinical theories and approaches has influenced the
conceptual perspective that underlies CT, including person-centered,
cognitive behavioral, feminist, and psychodynamic models. The concep-
tualization of the central problem as a skills deficit rather than a perfor-
mance deficit is very similar to Linehan’s (1993) Dialectical Behavior
Therapy, developed primarily for group work with self-injuring clients.
The central emphasis in CT on the impact of family and social context on
PCA survivors also reflects the influence of systemic theory. A crucial
implication of the CT model, therefore, pertains to how to work toward
the imposing goals of reducing the prevalence of child maltreatment and
increasing the safety and well-being of children. A contextual analysis
suggests that accomplishing these ends rests to a large extent on fostering
a society that is genuinely invested in providing families with the
resources and parenting skills required to adequately prepare children
for adaptive and productive functioning in adulthood. Ultimately, this is
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the challenge raised by a contextual understanding of ongoing child
abuse.
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17

The Ecological Approach to 
Incestuous Families

JAMES W. MADDOCK AND NOEL R. LARSON

Professionals working with family sexual abuse can have very
different assumptions about the nature of the problem and the proper
approach to intervention. Substantial disagreement exists regarding the
degree to which abuse and violence reflects family dysfunction rather
than only individual psychopathology, as well as the extent to which
certain attitudes or behaviors characterize family members other than a
perpetrator or a victim (Finkelhor, 1988; Friedrich, 1990; Trepper & Bar-
rett, 1986, 1989).

Some view the goal of intervention into incest as separating family
members and enhancing their individuation (Selby & Livingston, 1999),
while others advocate keeping family members together and improving
interaction (Friedrich, 1990; Maddock & Larson, 1995; Trepper & Barrett,
1989). Some believe that adult victims of child abuse need support and
connection with their families of origin (Courtois, 1988, 1995; Gil, 1988);
others argue that these families are toxic and should be cut off from
contact (Butler, 1985; Forward, 1989). Some consider most child sex abus-
ers incurable (Corwin, 2002; Cohn & Daro, 1987), while others contend
that therapeutic treatment in the context of family support can overcome
antisocial behavior and permit the perpetrator to become a safe and use-
ful citizen (Maddock & Larson, 1995; Marshall, 1993; Trepper & Barrett,
1989). Unfortunately, comprehensive data on which to base solid conclu-
sions regarding these complex issues are still sparse (Patton, 1991).
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These differences can impair coordination in the identification of
sexual abuse and subsequent intervention by various professionals. A
tension between concern for victims and concern for families is reflected
in the child protection system. On the one hand, societal regard for the
sanctity of the family and its right to privacy may inhibit investigations
that could lead to removing an endangered child from a household. On
the other hand, accusations of child abuse followed by severe family
disruption, foster care, and lengthy court battles have led some parents to
form organizations that claim abuse of parents exists in a system created
to protect their children (Wakefield & Underwager, 1988; Wexler, 1990).
Bias in either direction cannot guarantee protection, and social service
workers are all too familiar with tragic cases when the system fails. Fail-
ure to recognize and acknowledge theoretical and personal biases about
child sexual abuse can interfere with effective treatment and can harm
rather than help clients.

THE INDIVIDUAL APPROACH

Even the professionals involved in incest treatment sometimes polar-
ize into opposing camps. The victim advocacy approach grew out of the
child advocacy and feminist (particularly anti-rape) movements of the
1970s (Berrick & Gilbert, 1991). The approach is popular among a variety
of therapists, particularly those who are trained primarily in psychody-
namic psychology and work mostly with individual clients who are
victims of sexual abuse. In its purest form, victim advocacy assumes a
pathological individual in a neutral context traumatizing an innocent and
less powerful individual. Therefore, the task of helpers is to protect the
victim(s) by removing the perpetrating individual from that context,
mobilizing the monitoring skills of the nonoffending spouse, and teach-
ing victims to better protect themselves (Fish & Faynik, 1989).

THE FAMILY SYSTEM APPROACH

The family systems approach is rooted in the origins of family therapy
in the 1950s, but spread most rapidly through the mental health pro-
fessions in the 1980s (Thomas & Wilcox, 1987). This approach assumes
interdependence of family members’ functioning so that behavioral prob-
lems such as incest “represent the cumulative interaction of all members
of a system over one or more generations” (Friedrich, 1990, p. 168). The
family systems approach assumes a set of pathological relationships to
which all family members contribute in some measure. Therefore, the
therapeutic task is to restructure the family in an effort to change their
ways of relating (Ribordy, 1990).
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BRIDGING THE DIFFERENCES

In our view, each of these approaches has some distinct advantages and
disadvantages. Overall, however, neither is sufficient in itself. The two
approaches reflect incompatible assumptions that prevent easy
integration. A lack of theoretical integration has left the practice of incest
treatment without a solid foundation for ensuring that both individuals
and families in which children are sexually abused receive effective treat-
ment whose positive outcomes can be documented. Many therapists using
pure family systems principles have been ill-equipped to deal with the
complex intrapsychic processes of traumatized victims and characterolog-
ical perpetrators, and many victim advocate therapists have naively taken
the recollections of self-identified incest victims at face value, implement-
ing well-intended interventions that devastate the lives of families in ways
that could have been avoided by a more balanced approach. Neither
approach has been adequate to handle the complex power and control dis-
tortions that lie at the heart of child sexual abuse. Even the well-developed
contemporary literature on trauma treatment is insufficient as a basis for
comprehensive therapy with incest family members.

As an alternative to these approaches, we recommend an ecological
approach that recognizes the extreme complexity of incestuous behavior
as a family phenomenon as well as the intricacies of individual develop-
mental responses to stress and trauma (Maddock & Larson, 1995). To be
ecological is not to ignore societal contributors to violence or the ugly
realities of bad behavior by individuals. Neither does it disregard the
importance of moral responsibility and social accountability. Rather,
ecology considers the importance of all of the complex influences on
human behavior, meaning, and feelings, and ecological efforts are
intended to increase the likelihood that interventions will effectively con-
tribute something positive to all parties involved in the transaction. To be
ecological is to be necessarily morally responsible for the survival and
well-being of all parts of an ecosystem. An ecological examination of
family sexual abuse pays careful attention to all of the factors in both
foreground and background, and carries an attitude of personal ethical
concern for everyone involved, even perpetrators.

THE ECOLOGICAL PERSPECTIVE

The ecological paradigm is characterized by its prominent emphasis
on the interaction between systems rather than on the properties and
processes of any one system. The core concept of ecosystem is the relation-
ship between a system and its environment; a system’s boundary sepa-
rates the system from other systems and also connects the system to its
environment (Bubolz & Sontag, 1993; Naess, 1989).
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To fully comprehend ecological principles requires dialectical
thinking. Like ecology, dialectics has many different meanings and appli-
cations. Within an ecological framework, dialectics refers to the relation-
ships between various systems that, together, produce an ecosystem. At
the heart of an ecological approach to therapy is the recognition that, in
order to be dealt with effectively, any given system—such as an individ-
ual person or a family—must be recognized as both a subsystem and an
ecosystem, that is, its ecology must be understood (Maddock, 1993;
Odum, 1983). From the ecological perspective, a family can be defined as
the primary transformational unit in human experience, regardless of its size
or formal structure or the nature of the ties between its members. A fam-
ily is the basic context in which human beings are transformed into per-
sons—participants in complex social systems who retain autonomous
identities as individuals; conversely, the family transforms elements of
the social and material environment into meaningful components of
experience for its members. A family can be thought of as a process, a way
of relating humans to their near and distant environments via both con-
crete (behavioral) and abstract (symbolic) transactions (Chubb, 1990;
Maddock, 1993).

Perhaps most importantly, viewing the family from an ecological per-
spective highlights the fact that families function in extremely diverse
ways. Those families identified as having a specific problem such as
sexual abuse cannot be characterized in a general way; there is no single
type of incest family. Like all families, incest families have both healthy
and unhealthy characteristics.

Ecological Intervention Into Family Sexual Abuse

Problems in assessment and diagnosis have plagued the field of family
therapy from its earliest days. One major issue is whether a family can be
labeled pathological or whether the term should be reserved for use only
with an individual, who can then be said to be suffering from a mental
disorder characterized by a psychiatric diagnosis (Denton, 1990; Glenn,
1984). Are incest families dysfunctional—perhaps incestogenic (Kutchin-
sky, 1994)—or are they merely unfortunate in having a dysfunctional
member?

The dilemma is further complicated by the fact that intervention into
child sexual abuse juxtaposes three different social institutions—the legal
system, the mental health care system, and the social service sys-
tem—with their various assumptions, methods of inquiry, terminologies,
and even differing goals for intervention. Within this complicated
context, the therapist is challenged to find ways to implement the crucial
steps in an assessment process: making a connection with each family

RT7545_C17.fm  Page 370  Thursday, May 13, 2004  6:26 PM



The Ecological Approach to Incestuous Families 371

member, understanding each member’s version of the problem, becom-
ing familiar with each member’s model of the world, and understanding
the context within which the family has evolved a situation that requires
treatment for one or more members. Assessing all of these factors deter-
mines what therapeutic steps can aid both the various family members
and the family as a unit.

Our therapeutic work is premised on the assumption that family sex-
ual abuse arises out of complicated combinations of mutually influenc-
ing variables, ranging from neuropsychological characteristics of
individuals to relational interaction patterns of parents and children to
contextual factors, such as spouses’ gender role expectations or families’
socioeconomic levels. Therefore, intervention and treatment need to
address all of these complex, interrelated issues. The goal is to help fam-
ily members work toward positive expressions of sexuality as well as to
avoid sexual abuse. Too often, negative issues occupy full attention, and
the articulation of positive objectives for sexual expression is avoided
because of the anticipated complications of value conflicts. The overall
goal of treatment should be more comprehensive than preventing a
recurrence of abuse; it should be directed at helping family members
grow as autonomous individuals and as an interconnected system that
does not require distorted elements of structural enmeshment, emotional
fusion, and ambivalence about intimacy.

Choosing a role. The therapist’s decision about what role to take in the
complex ecology of intervention is not as straightforward as it initially
may appear, and herein lies one of the biggest traps in working with
incest families. Friedrich (1990) aptly observes that the presence of a
therapist is rarely viewed by an incestuous family as a positive opportu-
nity for growth and change, at least initially. Most often, family mem-
bers are in treatment because they are required or coerced rather than
because they are voluntarily seeking to restructure the family system.
Even apparent enthusiasm for therapy often masks a subtle form of resis-
tance that can be thought of as pseudocompliance.

The relationship between the therapist and the family most likely
reflects the same sort of ambivalence that distinguishes the relations
between the family members themselves (McCarthy & Byrne, 1988).
Even though the family may be working effectively on important issues,
the connection between the therapist and individual members is seldom
secure until well into the treatment process (Friedrich, 1990; Trepper &
Barrett, 1989; Gil, 1996). Therefore, the therapist must be content with
little or nothing in the form of direct feedback and must endure consid-
erable ambiguity regarding the impact of treatment on family members.

Being a family therapist in a sexual abuse case largely precludes acting
in other capacities with the family—particularly taking the role of formal
evaluator. Most of the complaints or suits against therapists working
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with incest families have been based, at least in part, upon the clinician
having a primary role in the formal (legal) evaluation of one or more
family members, as well as in treatment. This dilemma is particularly
acute in the early stages of intervention, when formal evaluations
concentrate on ascertaining whether sexual abuse has actually occurred
and what measures need to be taken to assure that it does not continue.
The results of such evaluations often become part of a court record that
will influence the criminal conviction and sentencing of the perpetrator
as well as family members’ living arrangements. When therapists’ initial
evaluations play a major role in determining these matters, it is not sur-
prising that their subsequent efforts to help may be met with resistance.
Such duality of roles can create insurmountable obstacles to effective
family therapy, and we strongly recommend against it.

Selecting a client unit. The selection of a client system for treatment (one
or more family members) poses a significant dilemma for the therapist:
What constitutes the client unit that should survive as a result of inter-
vention? In our view, the hallmark of a systemic and ecological approach
is a focus on the family as the primary survival unit. That is, sessions with
the family are considered the principal mode of treatment, and individ-
ual or group therapy with victims, perpetrators, and others are adjunc-
tive. Many of the agencies that claim to have family therapy programs for
incest seldom or never work with family members together (Hollin &
Howells, 1991), at least until the reunification stage which occurs rather
late in treatment—often a year or more after disclosure!

Family therapy has the potential to be the most crucial subsystem in
the ecology of intervention into incest because it can create a powerfully
influential environment for all family members simultaneously. Working
collaboratively with family members to creatively restructure patterns of
relating creates new contexts for both meaning and behavior—a key ele-
ment in trauma resolution (Friedrich, 1990, 2002). Working with the
entire family improves coordination of family goals as well as more prac-
tical treatment objectives. Organized appropriately and synchronized
with other elements of treatment, family sessions can make use of exist-
ing family resources and family transactional patterns to facilitate posi-
tive restructuring with far-reaching positive consequences.

THE ECOLOGICAL TREATMENT APPROACH

Many therapy models that characterize themselves as ecological do lit-
tle more than remind professionals of the importance of considering
social class, ethnicity, and/or cultural influences on the occurrence of
family sexual abuse. These are not enough; in our view, the treatment
process itself should be conducted ecologically. The fundamental task of
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the therapist intervening into an incest family is ecological balancing—the
process of transforming systemic relationships (Maddock & Larson,
1995).

Ecological Balancing

The ultimate goal of ecological therapy is transformative growth, not
fixing or curing. The relationships between systems in an ecosystem
require continuous balancing in order to assure the survival of both the
systems themselves and their ecosystem (Bateson, 1972). In complex sys-
tems such as families, transformative processes can take many different
forms; practically speaking, specific events and outcomes are unpredict-
able. Within families, these transformations are directed at creating
dynamic balances that simultaneously (a) maintain the autonomous
identities of individual members, (b) allow members to relate to one
another in mutually helpful and meaningful ways, (c) preserve the family
as a functional system, and (d) contribute to the integrity of the larger
community and physical environment (Maddock, 1993; Maddock & Lar-
son, 1995). In our view, all four of these criteria (see Figure 17.1) serve as
objectives that guide intervention into family sexual abuse. Unfortu-
nately, much incest treatment ignores one or several of these factors;
often, the family system is sacrificed in the process. Treatment programs
often will completely limit any form of contact—letters, phone calls, vis-
its—between perpetrators and victims until they near the end of incarcer-
ation or treatment or both. This delay, frequently lasting two or more
years, can contribute to more developmental disruption for the victims
and greater alienation between family members, sometimes producing
additional trauma in the form of reactive attachment disorder.

Assessment and Beginning Therapy

Particularly in its earliest stages, incest family treatment can be consid-
ered a form of crisis intervention. Using this rationale to offer help to all
family members can provide a solid platform for building alliances and
collaborating with the family as a unit to begin making important
changes in their interactions as a system (cf., Pinsof & Catherall, 1986).
The revealing of incest to uninvolved family members or others outside
the family is most often what has precipitated the family crisis. Rather
than intervention into crisis, often intervention is the crisis. The challenge
of intervention into incest is to manage things well from the outset. The
therapist must find a position from which both helpfulness and traction
for change can be generated when these are likely to seem antithetical to
some or all family members. Family members (including the perpetrator)

RT7545_C17.fm  Page 373  Thursday, May 13, 2004  6:26 PM



374 Handbook of Stress, Trauma and the Family

must feel understood and respected by those who intervene before they
can begin to cooperate in the process of ending the abuse by rebalancing
some of their transactional patterns with each other and with their sur-
rounding community.

Overall, the ecological approach to clinical assessment is characterized
by an informality and fluidity that must be balanced with appropriate

FIGURE 17.1. Transformative balances in ecological therapy.

Maintain the autonomous identities of individual family members

Allow members to relate to one another in mutually helpful and meaningful ways

Preserve the family as a functional system

Contribute to the integrity of the larger community and physical environment
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professional responsibility and personal integrity. Our goal is a compre-
hensive understanding of the individual family members as they interre-
late to form a family unit that, in turn, interacts with a contemporary
social community and a historical tradition (family-of-origin and cultural
influences). This makes each assessment unique in terms of how inter-
views are scheduled and structured, as well as what clinical instruments
are used. Clinical assessment is a prolonged process, intermingling with
therapeutic efforts from the first moment of contact with family mem-
bers. Even when asking questions designed to serve our treatment plan-
ning, we are simultaneously attempting to make things better for family
members. The first stage of therapy, during which assessment is a pri-
mary focus, is given the very appropriate but not very scientific label of
“juggling things into place” (for a more complete discussion, see Mad-
dock & Larson, 1995).

Identifying the Problem

A key component of early intervention is to transform the statements
of family members regarding the situation into an ecological problem.
Recognizing that truth always comes in versions, the therapist absorbs
the individual perceptions of the situation and then links them into a
comprehensive description—the ecological problem. The construction of
an ecological problem allows (a) the family to recognize problems and
patterns as interconnected, (b) the therapist and family together to frame
these interconnected problems in a solvable fashion (Haley, 1976) with
opportunities for growth (Schnarch, 1991), and (c) the family members to
view the therapist as facilitating changes that can lead to positive results
for them, as individuals and as a family.

Unfortunately, this strength-based approach is often overlooked in
incest treatment (Gelinas, 1986). Too often, a therapist will accept the
problem that is defined by outsiders in the legal or social service systems.
This can cause power and control struggles with the therapist over the
definition of the real problem. Instead, we begin by basically accepting
the problem as defined by the family members (even if these definitions
are very discrepant among the members), and then we work with the
family to define a general dilemma upon which all members basically
can agree. Some examples: “Members of this family seem to be unhappy
with each other, and there’s a lot of confusion over what’s been happen-
ing, who knows what, and whom to believe; so help is needed in getting
things sorted out” or even “So you’re here primarily because the court
requires it so that the kids can move back home, and you would rather be
left alone. Well, someone has to work with you because the court
requires it. So I guess we’re stuck in this together, and we need to find a
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way to make the best of it.” Within this broad structure of opportunity
for change, the therapist can become a resource for the family.

Doing Incest Family Therapy Ecologically

From an ecological perspective, therapy is an ongoing process of eco-
logical balancing. Conceptually, this consists of using the big picture
issues of the overall family system to work with the concrete small details
of each family member’s experience as part of that (eco)system. Balanc-
ing is considered both a property of the family as an ecosystem and a
series of moves made by the therapist in relation to that complex system.
Balancing is a collaborative process between therapist and family mem-
bers that transforms the system by utilizing its actual and potential
resources for growth.

Pacing and leading. Formulating this process requires the use of several
additional concepts. Most prominent are the notions of pacing and lead-
ing.1 Pacing refers to matching a client’s current experience in some spe-
cific way via a verbal or nonverbal behavior on the part of the therapist.
Examples of pacing include:

• Matching a client’s voice tone or body posture (head-nodding or
hand gestures)

• Reflecting back a thought or emotion, as to perpetrator: “Am I under-
standing correctly that you continue to believe that she somehow
imagined the abuse?”

• Utilizing a metaphor that has proven to be meaningful to one or
more family members, as with children: “So when Dad gets home
from work each evening, others—including Mom—feel as if they
have to pass inspection with him just like he did with his drill
instructor when he was in basic training in the Marines.”

Leading refers to adding something new to a client’s current experi-
ence in some specific way via a verbal or nonverbal behavior on the part
of the therapist. Some examples of leading:

• Open-ended questioning (to child victim): “Have you given any
thought to why your mother would doubt your version of the story
when you told her that your stepfather was molesting you?”

1. These are terms we have borrowed from the literature on hypnotherapy and
Neurolinguistic Programming, both of whose focus is primarily methodological
rather than theoretical.
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• Interpretive commentary (to adult perpetrator): “You say you’re
angry at your wife, but your description of how you talk to her
sounds to me more like rage—and that’s almost always about anxi-
ety.”

• Extended metaphor or narrative story with an embedded solution to
a client’s dilemma (deShazer, 1994; Friedman, 1993; White and
Epston, 1990).

Contrary to ordinary logic—and the behavior of most therapists—cli-
ents respond more readily with change when the therapist uses more
pacing and less leading. Introductory hypnosis workshops teach stu-
dents to make pacing statements and then insert a lead, followed by
more pacing. When clients do not follow a lead, even more pacing—not
more leading—is usually required. One of the most common pitfalls of
therapy with incest families is the tendency of the therapist to get too far
ahead of the clients by using too much leading and insufficient pacing.
The challenge is one of balancing pacing and leading. The most elegant
and effective interventions consist of well-timed and well-structured
paces within which are embedded relevant leads—all of which must fit
the client (eco)system in order to facilitate change and growth. To be fit-
ting, therapy with incestuous families should focus on several relevant
characteristics of the family system and its individual members: bound-
aries, the meaning and function of the incest, and power/control dynam-
ics that result in prepetrator-victim interaction patterns.

Boundaries

Boundary issues (Figure 17.2) clearly are important in therapy with
incest families (Alexander, 1985; Friedrich, 1990; Trepper & Barrett, 1986,
1989). However, the degree of dysfunction in each of four boundary areas
will vary among families and even between members of the same family.

Family–society boundary. Most incest family members (including many
victims) attempt to protect their sexual secret by using existing barriers
between the family system and its social environment. An implicit rule
has evolved that important emotional needs are to be met exclusively
within the family system. Others to whom family members might turn
for sharing and intimacy are regarded as hostile intruders who in some
way threaten the survival of the family unit. This closed family system
limits opportunities for growth and renewal, producing a scarcity of
resources while fostering excessive dependence, enmeshment, and limi-
tations on differentiation among family members (Bowen, 1978).

Intergenerational boundary. Dependency problems, developmental
delays, and enmeshment produced by the emotional isolation of incest
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family members promote the blurring of boundaries between adult and
child generations (Alexander, 1985; Friedrich, 1990). Family members are
pressed into service to meet each other’s needs regardless of age or devel-
opmental stage. Children in incest families frequently perform develop-
mental tasks appropriate to adults, while their parents abdicate certain
important responsibilities and compete with the children for limited
emotional resources, producing a widely recognized marker of family
dysfunction—parentified children (Stiver, 1990).

Interpersonal boundaries. A family’s interpersonal boundaries delineate
individuals as subsystems within the family ecosystem. Incest families
often are characterized by substantial boundary diffusion between mem-
bers, inhibiting their capacity for differentiation. In order to be supported
and nurtured in a system characterized by enmeshment and scarce
resources, members must yield their autonomy (Maddock & Larson,
1995; Trepper & Barrett, 1989). Poorly boundaried interaction produces
emotional fusion—relationship patterns in which each member believes
that his or her survival is dependent upon the psychological and emo-
tional status of the other members (Bowen, 1978). Members who threaten
the system through autonomous behavior may become the targets of

FIGURE 17.2. 
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scapegoating and escalating abuse. These factors trigger a variety of dys-
functional reactions, including narcissistic attachments, pervasive fears of
abandonment, increased shame, and a variety of double-bind type inter-
action patterns among family members.

Intrapsychic boundaries. Intrapsychic boundaries reflect the subsystems,
or parts, of personality structure, whose significance is in their relation-
ship to each other and to the overall organization of personality. In the
psychologically healthy individual, various psychic structures are inte-
grated in such a way as to support autonomy and to permit functioning
of the personality in a coherent, coordinated way (Slipp, 1984). When
psychopathology occurs, the intrapsychic ecology is structured in a mal-
adaptive way that does not fit well with the structure of the environment,
resulting in distortions of meaning and behavior. Defense mechanisms
evolve to minimize the cognitive dissonance and emotional pain created
by the familial abuse. Typically these fall somewhere along an arousal/
dissociation continuum—ranging from hyper-vigilance (debilitating
forms of anxiety) at one extreme to alexithymia—the inability to
consciously recognize certain sensory experiences and/or emotions—on
the other (Perry, Pollard, Blakley, Baker, & Vigilante, 1995; van der Kolk,
McFarlane, & Weisaeth, 1996). Denial is common in abusing families of
all kinds (Hoke, Sykes, & Winn, 1989). It enables family members to
engage in distorted thought patterns that, in turn, lead to intricate ratio-
nalizations of symptomatic and problematic behaviors by both victims
and perpetrators. Defense mechanisms impair feedback processes within
the family and distort members’ perceptions of reality (Trepper & Bar-
rett, 1989).

Respecting and Repairing Boundaries

Due to the protective nature of denial, family members typically are
thrown into crisis when the incest secret is revealed to the outside world
or comes to light within the family. Emotional regression is common at
this time, and accounts of the incestuous behavior may change as resis-
tance is mobilized in an effort to ensure individual and collective sur-
vival. The family system’s outside boundaries usually rigidify even more
when incestuous families come into contact with outside social or legal
systems in an attempt to maintain stability and keep the family intact.
However, boundaries within the family may become even more inappro-
priate or chaotic. Few therapy objectives are as critical as boundary repair
for relapse prevention and long-term treatment success.

Unfortunately, boundary problems often are aggravated by the very
processes of reporting and intervention. Foremost are the investigative
interviews during which children may experience feelings of disloyalty
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when they are asked to reveal family secrets. Though sometimes neces-
sary for legal prosecution, convincing children to sit in judgment of a per-
petrating parent or older sibling represents a clear instance of role
reversal. It may even be structurally parallel to the seductive processes
by which the victim and others in the family were first persuaded to keep
the incest secret. No matter how much support is provided, the child
incest victim is asked to be, in some sense, bigger than his or her parents
by taking direct responsibility for stopping the abuse. There is a fine but
crucial line to be drawn between helping the victim in the family use
appropriate assertiveness to avert further abuse and making him or her
responsible for relapse prevention.

As treatment progresses, further boundary violations may occur. The
children may be asked to choose where they want to live, whether they
wish to be visited by either parent, or when they are ready to return
home from foster care. While a child’s feelings and desires certainly
should be seriously considered in such matters, we firmly believe that
adults should make these decisions and that they should convey their
responsibility for such decisions clearly to children. Another structural
problem occurs when foster parents are invested with official authority
over the children’s biological parents rather than only over the children.
If foster parents have direct authority to decide how often the children
see one or both parents, the circumstances surrounding the contact, how
long visits will last, and other issues, then the biological parents are being
treated as children and intergenerational boundary confusion is
prolonged. Here, too, we believe that such decisions should be made,
when possible, by one or both parents or, when necessary, by an appro-
priate outside authority such as a protection worker. Unfortunately, pro-
bation and parole officers are often charged with making these decisions,
usually with little or no knowledge of the family’s interpersonal dynam-
ics or life situation.

Exploring trust and loyalty issues in the incestuous family often is an
excellent way to address the boundary diffusion and lack of individual
differentiation. Some family members may explicitly voice their mistrust
of the therapist. The therapist can respond by observing, quite accurately,
that the lack of trust is understandable under the circumstances and is
evidence of a willingness to take care of themselves in the face of intru-
sion by outsiders—a sign of family loyalty. This observation can become,
in turn, the basis for dealing with trust and betrayal within the family or
for exploring differences in meaning and behavior around loyalty among
various family members. More subtle forms of resistance sometimes can
be addressed by following up on the positive connotation of loyalty with
observations about differences and conflicts between individual family
members. Framing these issues, particularly in relation to the therapist,
can produce creative triangulation within the family that is useful in
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restructuring boundaries. For example, the therapist might highlight dif-
ferences between family members by commenting to someone: “You
apparently agree with my observation on how your family avoids
conflict, but that seems to contradict what your sister said earlier about
how sick and tired she is of family members picking at each other all the
time.”

MEANINGS AND FUNCTIONS OF SEXUAL ABUSE

While most abusive family systems share the structural characteristics
outlined above, the specific functions of symptoms vary from one family
to another. The ecological therapist gives considerable effort to assessing
the meanings and functions of the sexual abuse within a particular family
system. In the broadest ecological sense, abusive behaviors of perpetra-
tors are premised upon the need to reduce anxiety and to cope with life
in the family and the broader social ecosystem—survival patterns
learned in their families-of-origin and triggered by precipitating factors
in their current lives (Barrett & Schwartz, 1993; Trepper & Barrett, 1989;
Vasington, 1989). While incest does not serve the same specific functions
in every family in which it occurs, it is somehow meaningful within its
context. Planning for effective treatment requires that the therapist
accurately assess the systemic function of the incest as quickly as possi-
ble. A general hypothesis regarding sexual meaning and the function of
the incestuous contact should not be based upon the responses of one
family member. Rather, the therapist should look for patterns in the com-
bined responses of family members, and then attempt to confirm or dis-
confirm a hypothesis in ongoing work with the family. While each family
is unique, we believe that incest can be understood as serving one of four
broad functions in the interpersonal transactions of involved family
members.

Affection-based incest. A significant amount of incestuous behavior
appears to serve as a misguided means of expressing affection between
the perpetrator and one or more family members of a different genera-
tion. Contrary to the stereotype, the incest perpetrator’s motivation is sel-
dom based solely upon not having enough sexual contact with his wife,
although chronic sexual dissatisfaction typically plagues the marriages of
incest perpetrators. Some incest fathers engage in a quasi-courtship pro-
cess with their daughters or stepdaughters in a mistaken attempt to show
affection and feel emotionally close. This objective increases the likeli-
hood that the abuse will continue on a longer-term basis and that sexual
intercourse will eventually take place as a result of the perpetrator’s
efforts to consummate the relationship between them as lovers.
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Erotic-based incest. The incestuous behavior in what we have come to
call a pansexual family often involves both parents and most or all of the
children; the sexual contact may be a kind of game. The family’s primary
bond appears to be its projections of eroticism into everyday life—into
language (especially humor), physical appearance, family rituals, and
recreation. Family photograph albums or home movies may include
sexual depictions; some families even make child pornography for home
use or commercial sale. In erotic-based incest, the sexual contact may or
may not include sexual intercourse, since much of the focus is on teasing
and titillation that does not require consummation to have meaning and
reinforcement value.

Aggression-based incest. Aggression-based incest families use sexual-
ized anger to deal with their frustration and disappointment over various
aspects of their lives. The perpetrator may interact angrily—even
violently—with the victim, who may be only a scapegoat for the perpe-
trator’s masked hostility toward another person. Father–daughter inces-
tuous contact may occur in connection with the perpetrator’s wish to
punish his wife for her lack of attention or erotic interest. Or an adoles-
cent male may sexually exploit a younger sister in retaliation for what he
perceives as rejection by his father, whom he believes shows intense
favoritism toward the girls in the family while physically abusing the
boys. This pattern helps to maintain the family rule that direct confronta-
tion and negotiation between conflicting members cannot occur.

Rage-based incest. The final functional category of incestuous behavior
is rooted in conspicuous individual psychopathology. Here, the perpetra-
tor acts out his existential rage with one or more family members. Rather
than conscious, focused anger, the behavior is a primitive expression of
the shame–rage cycle arising out of longstanding frustration. Typically,
the perpetrator’s rage is rooted in his own long history as a victim of
abuse, violence, or developmental crisis, producing an internal psychic
structure characterized by continuous vigilance against threats to
survival. Sometimes, the abuse is impulsively explosive; other times, it is
meticulously planned, carried out in a cold and calculating manner, and
accompanied by earnest rationalizations. In either case, the sexual abuse
and accompanying violence may be life threatening.

Distinguishing between subjective distortions of reality and more
objective accounts of experience among incest family members can be a
substantial challenge. In their strategies for survival in a climate of abuse,
both victims and perpetrators create fluid realities. Frequently, this
underlying fluidity is revealed in their responses to inquiries in the
course of assessment. The message is: “Whatever I need to believe to get
through this is what is real.” Such reconstruction of reality can serve to
protect others as well as themselves. Victims sometimes block memory of
certain details of abusive episodes, both to ease their own pain and to
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protect other family members from being hurt. Similarly, perpetrators
may construct elaborate rationalizations for their abusive behavior, both
to avoid detection and to minimize difficulty for the child victim.

THE PERPETRATOR–VICTIM INTERACTION PATTERN

In addition to appraising boundaries and meanings in incestuous fam-
ilies, assessing power and control distortions is crucial to the therapist’s
understanding of both individual and family dynamics. Most incest liter-
ature focuses on issues between clearly identified perpetrators and their
victims, often labeling other family members in terms of their lack of
involvement, for example, the “non-offending spouse.” We believe that
there are no uninvolved family members—which is not to say that every-
one is somehow morally responsible for the abusive behavior. The thera-
pist should recognize that the stances taken by particular family
members within the complex ecology of the incestuous family may
extend beyond those of formally designated perpetrators or victims.

Power and Control

Both power and control are necessary and legitimate components of
human experience, particularly in the context of close, ongoing relation-
ships. Power can be defined as the capacity to influence, and control the
capacity to limit, shape, or channel influence. Power and control can be
considered two sides of the same coin, meaningful because they are dif-
ferent but related. Readers who find that reading this chapter changes the
way they work with incest families are experiencing the power of this
approach to influence them; conversely, readers who have already
decided that a systemic approach to incest treatment is naïve or useless
are controlling the impact of the chapter by limiting the effect it can have
on their work. An incest perpetrator who is violent or threatens harm is
using his physical prowess to overpower those he victimizes; the dissocia-
tive responses of many incest victims represents a complementary form
of control that reflects an attempt to limit or block the impact of the abuse.

Deprivation–desperation. Excessive control in a human system leads to
deprivation, that is, to limits on self-expression and/or meeting of
personal needs. Situations characterized by control lacking sufficient
power for balance are likely to create patterns of deprivation or despera-
tion or both—loss of influence or access to resources for influence that, in
turn produce feelings of anxiety, hopelessness, even despair. A preoccu-
pation with control can be one significant result of being victimized, par-
ticularly if accompanied by posttraumatic stress responses. Numerous
abuse victims develop psychic defenses to guard against further
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intrusion into the self. However, without sufficient self-efficacy (power),
these defenses themselves become self-defeating. The victim’s attempt to
consolidate all behavior around control produces an identity character-
ized by feelings of isolation accompanied by a sense of extreme vulnera-
bility and reliance on others to provide safety. This victim stance is
distinguished by what it can prevent rather than by what it can create.

Exploitation–violation. When power dominates a relationship system,
the stage is set for exploitation. In more extreme cases, one party may
overpower another, violating boundaries in ways that can produce phys-
ical and psychological damage. Situations characterized by power with-
out an appropriate balance of control often lead to patterns of
exploitation and violation—the capacity and willingness to use coercion
or force to achieve one individual’s (or group’s) goals at the expense of
another. Some children who grow up in sexually abusive families
develop a power-oriented, exploitive behavior pattern in response to
their own victimization. Instead of attempting compensatory overcon-
trol, they give up self-control and begin to bully and even abuse others;
that is, they begin to be perpetrators. Though this response is most often
found among abused males, it occurs among females as well, including
those who continue to be victimized in their families.

The Relational Pattern

Because power–control is a single dialectical construct reflecting sys-
temic dynamics, the distortions of deprivation and desperation and
exploitation and violation are understood as the underlying structure of
a complex and dangerous scenario—the perpetrator–victim interaction
pattern. This term refers to negative transactional processes that often
become self-perpetuating in the context of ongoing close relationships.
Individuals are victimized when they are in control of something that is
desired by other individuals who are willing and able to overpower the
victims to obtain what they want. Insofar as the perpetrators fail to
obtain what they desire from others, they are likely to escalate their use
of power and to have less and less self-control. Similarly, insofar as vic-
tims are underpowered and forced to give up what they control, they
are likely to try harder to regain control, thereby triggering further
efforts to overpower them. The longer it continues, the more skewed the
perpetrator–victim interaction pattern becomes. Thus, the perpetra-
tor–victim interaction pattern both originates in, and comes to character-
ize, a particular form of recurring relational behavior—making it the
best answer to the question of just what, specifically, is transmitted in
the intergenerational transmission of violence and abuse (Alexander,
Moore, & Alexander, 1991).
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Individuals who eventually seek therapy are likely to demonstrate
evidence of the neurologically based victim–perpetrator template and to
manifest perpetrator-victim interaction patterns, particularly in the con-
text of close relationships. Why do children reveal and then recant sex-
ual abuse in order to return home? The answer is that they are trying to
survive—and their coping and adaptation is rooted in the perpetra-
tor–victim interaction patterns that have become so familiar to them
(Maddock & Larson, 1995; Terr, 1990). Taking this seriously is one of the
primary components of the ecological paradigm: Systems can and will
behave on the basis of how they are structured, regardless of the con-
scious wishes of a client or the noble intentions of a therapist.

The Intrapsychic Template

Recent neurobiological research has clearly documented the impact of
traumatic experiences on brain structure and biochemistry (Perry et al.,
1995). Virtually all clients who present with victimization issues, as well
as those who have been labeled perpetrators, actually have internalized
the entire victim–perpetrator template. Therefore, they are capable of
behaving both as victims and as perpetrators at various points in treat-
ment. A sizeable number of sexual abuse victims engage in antisocial
behavior, including legal infractions such as writing bad checks or minor
shoplifting. A much smaller number survive by adopting a more signifi-
cant perpetrator stance, including physical or sexual abuse of children
and other major criminal behaviors. When working with victims, there-
fore, perpetrator issues will also need to be addressed. This does not
make victims morally responsible for what happened to them; however,
their distorted perceptions, ideas, and behavior patterns need to be
acknowledged and dealt with in treatment as part of the system that they
and a partner or other family members have co-created.

Similarly, every perpetrator has a victim part that needs to be recog-
nized and addressed in treatment. In our experience, it is extremely rare to
encounter a formally designated perpetrator who is not also demonstrably
a victim of some form of abuse, early trauma, or extreme neglect. This is
not simply a matter of having a difficult childhood or coming from a dys-
functional family. Rather, perpetrators of violence or abuse, almost with-
out exception, have evolved an identity based on defending themselves
against noteworthy adversity. Perpetration itself usually is a form of
trauma response. Thus, an individual trapped in the abuse cycle may now
be able to play the role of either victim or perpetrator. Therein lies a poten-
tial trap for those who wish to intervene into the perpetrator–victim inter-
action sequence without sufficient awareness of the ambivalence felt by all
participants in the system regarding being rescued.
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Resistance and Change

Both perpetrators and victims demonstrate resistance to therapy, even
though victims initially may seem more cooperative. At certain times,
any member of an incestuous family may deny feelings, motivations,
intentions, or even the reality of objectively observed behaviors. The
opposite also occurs; one or more members may obsessively rework
every detail of a given event or ruminate endlessly about a particular
issue. Of course, either of these patterns can disrupt intervention efforts.
Assessing family members’ forms of resistance—including pseudo-coop-
eration—can be extremely important in formulating treatment strategies,
particularly in deciding whether direct or indirect approaches will be
most helpful.

Many professionals in the sexual abuse field seem to believe that
perpetrators’ defenses are rigid and impervious, while victims are under-
defended and vulnerable. In our experience, both perpetrators and
victims are able to mobilize defenses against therapeutic intervention.
While perpetrators’ defensiveness is usually recognizable, victims’
defenses may be masked by the appearance of pervasive vulnerability
designed to elicit rescue behaviors from others. Both patterns reflect a
brittle rigidity, making it challenging to devise therapeutic interventions
that are not experienced as threatening. Metaphorically speaking, the
defenses of victims reflect a porcelain-like brittleness, while those of per-
petrators may be thought of as tough coconut shells, hiding a fluid inte-
rior.

The use of positive connotation—pointing to the functional or adap-
tive aspects of even negative interactions and defense mechanisms—is
one excellent way to creatively meet family members’ active or passive
resistance to intervention. Another is to utilize inherent paradoxes that
emerge within the family during treatment (Selvini-Palazzoli, Boscolo,
Cecchin, & Prata, 1978). Utilizing these paradoxes, the therapist works to
link together the behaviors of family members. In this way, family mem-
bers experience themselves struggling together with the paradoxes of life.

Eliciting the emotions, thoughts, and self-disclosures of individual
family members in relation to each other turns up the heat on the family
system, providing an opportunity for members to take more differenti-
ated stances while interacting with each other, both in the therapy office
and at home (reflecting again the argument against separating incest
family members from each other on a long-term basis). In our ecological
approach, inherent paradoxes are elicited and elaborated carefully via
the use of balanced pacing and leading questions and statements.

Finally, we are convinced that marital therapy is a necessity for suc-
cessful incest treatment, even if the partners decide to divorce as a result
of exploring the relationship. Work on the marriage should be spread
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across the course of treatment, highlighting various issues as they
become relevant and complementing family sessions as well as any
individual or group treatment of family members. In addition to deal-
ing in depth with barriers to emotional intimacy and satisfying sexual
expression, husband and wife are likely to require help in becoming a
more effective parental coalition to fulfill their childrearing responsibil-
ities. Repairing and strengthening the marital system, in the final analy-
sis, may prove to be the best possible protection against recidivism and
a contributor to better sexual health in the eventual marriages of the
children.

THE STANCE OF THE ECOLOGICAL THERAPIST

Skillful ecological therapy works very effectively with strong emotions
and utilizes the personality of the therapist in particularly powerful
ways. Because ecology is inherently relational, ecological therapy
strongly depends on developing collaborative alliances with each client.
At the same time, ecological therapy reflects a paradox that is particu-
larly significant when working with issues of abuse and violence: The
therapist does not confront clients (even perpetrators) about their behav-
ior, thoughts, or feelings; rather, the therapist raises the heat in the client
system in ways that promote self-confrontation on the part of each client
and thus set the stage for growth (Schnarch, 1991). This approach is
dramatically different from most therapy done with victims and perpe-
trators of sexual abuse (Maddock, Larson, & Schnarch, 2000).

A therapist’s theoretical orientation and individual style naturally influ-
ence his or her approach to treating family sexual abuse and forming a
therapeutic alliance with the family system. Family members whose
behavior is socially unacceptable—and perhaps personally offensive to the
therapist—present a considerable challenge to collaborative alliances. The
common admonition to find something to like about a client may not be
enough. Two approaches can be helpful in making a therapeutic
connection with each member of an incestuous family. First is the recogni-
tion that the perpetrator–victim interaction pattern underlying the family
system signals that each individual is struggling with victimization issues
that threaten his or her survival. This can assist the therapist in developing
empathy for all family members, including the perpetrator. The second aid
to connecting is the notion of rising to a challenge. Devising a successful
strategy can create a bond between persons engaged in a common
endeavor. Many perpetrators appreciate a well-played strategy; a surpris-
ing number admire a therapist who can see through them or outwit them
elegantly. Paradoxically, this can be helpful in establishing rapport.
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What is required for effective ecological balancing is that therapists at
all times maintain a differentiated stance vis a vis the client (eco)system
(Bowen, 1978). This means that therapists must manage their own anxi-
eties while evoking and working with the collective anxieties of the
family members. That is, the therapist must maintain autonomy while
remaining closely connected to the client family system and all of its
members, including the perpetrator, when working with abusive
families. This is no easy task; however, it is crucial for the success of
treatment.

THE SOCIAL ECOLOGY OF INCEST TREATMENT

The social ecology has a significant impact upon the process of inter-
vention into family sexual abuse. First, it determines to a significant
degree whether any intervention will take place at all. In this respect, the
climate of public opinion is currently divided between those who
consider incest to be part of an epidemic of violence against women and
children that must be stopped and those who believe that concern with
child sexual abuse is highly exaggerated as a result of feminist political
zeal and false memory problem: (cf. Csurtois, 1999; Dineen, 1996; Gard-
ner, 1996). 

Second, the social context has an impact upon each specific interven-
tion into family sexual abuse via the personal characteristics and actions
of social service and legal personnel and organizations involved in the
case. There is considerable opportunity for mishaps involving lack of
coordination and replication of perpetrator–victim interaction dynamics
among agencies and individuals. Amidst this complex ecology, the fam-
ily therapist is challenged to maintain a close alliance with each family
member and a clear set of objectives relevant to the good of the family
system.

To improve the sociolegal process of handling family sexual abuse, we
offer the following suggestions:

• At the broadest level, a framework for understanding family sexual-
ity and for distinguishing healthy from unhealthy patterns of family
sexual interaction should be included in sexuality education courses
and in all other efforts at child sexual abuse prevention.

• Scientific research, clinical work, and public policy should all distin-
guish more carefully between descriptive, explanatory, and evalua-
tive accounts of incestuous behavior.

• In the course of intervention, a balance should be struck between the
welfare of the individual victim and that of the family system.
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• The functions of evaluation (particularly when related to legal action)
and therapy should be strictly separated.

• Standard protocols for interviewing children about sexual abuse
should always be used in incest assessment (for example, videotapes
that reduce the number of times a child must recount incidents of
abuse and which can serve in lieu of court testimony).

• Long-term separation of family members should not be an automatic
outcome of documented incestuous abuse.

• In the majority of incest cases, legal proceedings should be handled
in the context of family courts rather than criminal courts.

CONCLUSION

We have argued throughout this chapter that the family system
should be the centerpiece of incest treatment efforts. Despite its dysfunc-
tional aspects, the incestuous family should be viewed as a potential ther-
apeutic resource—the primary ecosystem within which transformations
among members’ relationships will take place—rather than simply as an
impediment to outside efforts at social control. Ideally, treatment should
be coordinated by someone who is designated the family’s therapist.

Nothing can replace the dedication and sensitivity that must lie at the
heart of the therapeutic endeavor when incestuous families enter treat-
ment. The therapist who can see the ecological wisdom in every family’s
unique structure, who has faith in the positive possibilities for change,
and who is willing to persist in establishing and maintaining a relation-
ship of trust with clients whose previous life experiences have left them
anxious and untrusting will be able to envision positive outcomes despite
frequent obstacles and occasional setbacks. Faith in the possibilities of cli-
ents’ lives, trust in the therapist’s own sense of personal and professional
identity, and commitment to struggle, practice, and persevere in the face
of ambiguity can provide some assurance against recidivism and open
up positive possibilities for all members of an incestuous family.
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When a Family Deals With 
Loss: Adaptational Challenges, 
Risk, and Resilience

FROMA WALSH AND MONICA McGOLDRICK

Loss can have a shattering impact on the family. It can reverberate in
depression, substance abuse, rage, violent or self-destructive behavior,
and anxiety about further loss, and it can fuel relationship conflict and
cut-off. Yet resilience research reveals that the worst of times can also
bring out the best in families with the potential for healing and growth
out of tragedy (Walsh, 1998). This chapter presents a systemic framework
for family assessment and intervention with loss, identifying major fam-
ily adaptational challenges. We discuss crucial variables that can compli-
cate loss and heighten the risk for immediate or long-term dysfunction.
The impact of loss is considered in a sociocultural context and in relation
to the multigenerational family life cycle. Key family processes that facil-
itate recovery and resilience are described to inform therapeutic
approaches to loss.

SOCIOHISTORICAL PERSPECTIVE

Coming to terms with death and loss is the most difficult challenge a
family must confront. From a family systems perspective, loss can be
viewed in terms of transactional processes involving the deceased
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member with all survivors in a shared life cycle that acknowledges both
the finality of death and the continuity of life. Throughout history,
mourning beliefs and practices have facilitated both the integration of
death and the transformations of survivors in moving forward with life.
Different cultures and religious traditions, in varied ways, mark the pas-
sage and offer assistance to the community of survivors (McGoldrick et
al., 2004; Parkes, Laungani, & Young, 1997; Walsh, 1999b; 2004).
Although there is considerable diversity in individual, family, and cul-
tural modes of dealing with death and loss, family processes are crucial
in mediating healthy or dysfunctional adaptation to loss (Walsh &
McGoldrick, 2004).

Contrary to the nostalgic myth of the traditional family as intact, sta-
ble, and secure (Walsh, 2003b), families over the ages have had to cope
with the precariousness of life and disruptions wrought by death. Death
struck young and old alike, with high rates of mortality for infants, chil-
dren, and women in childbirth, a pattern that is still prevalent in impov-
erished communities worldwide. With life expectancy under 50 years,
parental death often disrupted family units, shifting members into varied
and complex kinship networks (Aries, 1982).

Until the advent of hospital and institutional care removed death from
everyday life, people died at home, in the midst of family members,
including children. Modern technological societies came to deny death
and to distance from the full range of grief processes, losing traditional
cultural supports to assist families in integrating death with ongoing life
(Becker, 1973; Mitford, 1978). Geographical distance or emotional
estrangement often separates members of families at times of death and
dying. Increasingly, medical advances confront families with unprece-
dented and anguishing decisions at life’s end.

The past decade—marked by the AIDS epidemic, the aging of the
baby boom generation, terrorist attacks, and the war in Iraq—has
brought heightened attention to death and loss. Amid the social,
economic, and global upheavals of recent decades, families are dealing
with multiple losses, transitions, and uncertainties. The stability and
security of increasing numbers of families have been disrupted through
dislocations such as divorce, job loss, and migration (Walsh, 2003b). This
chapter focuses on loss through death, yet the family challenges and pro-
cesses described have broad application to other experiences involving
loss, recovery, and resilience. In helping families to deal with their losses,
we can facilitate transformation and growth, strengthening their relation-
ships and resources to meet future life challenges (Walsh, 1998).
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LOSS IN SYSTEMIC PERSPECTIVE

A systemic approach attends to the impact of death and loss on the
family as a functional unit, with immediate and long-term reverberations
for every member and all other relationships. Recovery involves family
processes that assist individual members in coming to terms with loss
and moving forward with life, as well as rebounding as a family unit.
The extensive literature on bereavement has focused primarily on indi-
vidual grief reactions in the loss of a significant dyadic relationship
(Bowlby, 1961; Kubler-Ross, 1969; Worden, 2002). A systemic perspective
is required to appreciate the chain of influences that ripples throughout
the family relationship network with any significant loss, affecting part-
ners, parents, children, siblings, and extended family (Reilly, 1978). Lega-
cies of loss find expression in continuing patterns of interaction and
mutual influence among the survivors and across the generations. The
pain of loss touches survivors’ relationships with others who may never
even have known the person who died.

Epidemiological studies have found that the death of a family member
increases vulnerability to premature illness and death for surviving fam-
ily members, especially for widowers and for parents who have lost a
child (Huygen, van den Hoogen, van Eijk, & Smits, 1989). In view of the
profound connections among family members, it is not surprising that
loss by death is considered more stressful than any other life change
(Holmes & Rahe, 1967).

Family systems theory introduced a new paradigm for understanding
family relationships, yet the field of family therapy was slow to approach
the subject of loss, reflecting the cultural aversion to facing and talking
about death. As Murray Bowen (2004) noted: “Chief among all taboo
subjects is death. A high percentage of people die alone, locked into their
own thoughts, which they cannot communicate to others” (p. 43). Bowen
saw at least two constraints: (a) intrapsychic processes that involve some
denial of death; and (b) blocked communication, intended to protect fam-
ily members and others from upset.

Bowen advanced our understanding of the loss experience as
profoundly influenced by and, in turn, influencing family processes. He
described the disruptive impact of death or threatened loss on a family’s
functional equilibrium. In his view, the intensity of the emotional reaction
is governed by the level of emotional integration in the family at the time
of the loss and by the functional significance of the lost member. Emo-
tional shockwaves may ripple throughout the family system immediately
or long after a traumatic loss. Beyond the usual grief reactions of individu-
als close to the one who died, they operate on an underground network of
emotional interdependence of family members. As Bowen observed,
symptoms may appear in a child or other family member, or conflict may
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erupt between members, without the family connecting such reactions to
the loss event. There may even be a vigorous denial at the suggestion of a
possible connection. Bowen maintained that awareness of such shock-
waves is essential for therapy, so that the sequence of events is treated as
relevant. Therefore, therapists need to assess the total family configura-
tion, the functioning position of the deceased member, and the family’s
overall level of adaptation, in order to understand the meaning and con-
text of presenting symptoms and to help the family in a healing process.

Norman Paul found that grief at the loss of a loved one or an
important family member, when unrecognized and unattended, may
precipitate strong and harmful reactions in other relationships, ranging
from marital distancing and dissolution to precipitous replacement,
extramarital affairs, and even sexual abuse (Paul & Grosser, 1965). Paul
cautioned that a clinician’s own aversion to death and grief may hamper
the ability to inquire about loss issues, to notice patterns, and to treat a
systemic problem correctly as grief related. Narrow therapeutic focus on
observable here-and-now interactional patterns or on secondary prob-
lems can blind clinicians to the relevance of past or threatened losses.
Paul advocated an active therapeutic approach that confronts hidden
losses, fosters awareness of their relational connections, and encourages
mutual empathy in conjoint couple and family therapy.

Loss is a powerful nodal event that shakes the foundation of family
life and leaves no member unaffected. More than a discrete event, it
involves processes over time, from the threat and approach of death
through its immediate aftermath and on into long-term implications. Dis-
tress is not only due to grief but is also a consequence of changes in the
realignment of the family emotional field (Kuhn, 1981). Loss modifies
family structure, often requiring major reorganization of the family sys-
tem. Perhaps most important, the meaning of a particular loss event and
responses to it are shaped by the family belief system, which in turn, is
modified by loss experiences (Reiss & Oliveri, 1980).

A death in the family involves multiple losses: a loss of the person, a
loss of roles and relationships, the loss of the intact family unit, and the
loss of hopes and dreams for all that might have been. In order to under-
stand the significance of loss processes, we must attend to (a) the past, as
well as the present and future, and (b) the factual circumstances of a
death as well as the meanings for a particular family in its social context
and developmental passage.

FAMILY ADAPTATION TO LOSS

A family life-cycle framework takes into account the reciprocal influ-
ences of several generations as they move forward over time and as they
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approach and respond to loss (McGoldrick & Walsh, 1999). Death poses
shared adaptational challenges, requiring both immediate and long-term
family reorganization and changes in a family’s definitions of its identity
and purpose. Beavers and colleagues (Beavers & Hampson, 1990) found
that the ability to accept loss is at the heart of all processes in healthy
family systems. In contrast, very dysfunctional families showed the most
maladaptive patterns in dealing with inevitable losses—clinging together
in fantasy and denial to blur reality, insisting on timelessness and the
perpetuation of never-broken bonds.

Adaptation does not mean resolution, in the sense of achieving some
complete, once and for all “getting over it.” Nor does resilience mean
simply bouncing back, cutting off from the emotional experience or
quickly putting the loss behind you and moving on. Rather, resilience
involves active coping, struggling well, and forging strengths to meet the
many challenges that unfold over time (Walsh, 1996). Mourning and
adaptation have no fixed timetable or sequence, and significant, trau-
matic losses may never be fully resolved. Coming to terms with loss
involves finding ways to make meaning of the loss experience, put it in
perspective, and integrate the experience into the fabric of family life
(Neimeyer, 2001). The multiple meanings of any death are transformed
throughout the life cycle, as they are integrated into individual and fam-
ily identity along with subsequent life experiences, including other
losses.

Research on loss has found wide diversity in individual coping styles
and in the timing and intensity of normal grief responses (Wortman &
Silver, 1989). Children’s reactions to death depend on their stage of cog-
nitive and emotional development, on the way adults deal with them
concerning matters around the death, and on the degree of caretaking
they have lost. Our research and clinical experience suggest that that
there are crucial family adaptational challenges which, if unattended,
leave family members vulnerable to dysfunction and heighten the risk of
family dissolution. Parallel to the individual bereavement tasks identi-
fied by Worden (2002), there are four major family tasks which tend to
promote immediate and long-term adaptation for family members and to
strengthen the family as a functional unit. The first two involve shared
acknowledgment of the reality of death (and shared experience of the
loss). The second task is a reorganization of the family system and rein-
vestment in other relationships and life pursuits.

(1) Shared acknowledgment of the reality of death and (2) shared experience of
the loss. All family members, in their own ways, must confront the reality
of a death in the family. With the shock of a sudden death, this process
may start abruptly. In the case of life-threatening condition (Rolland,
1994), it may begin tentatively, with hopes for recovery alongside fears of
possible loss, then, to greater probability, and finally, the certainty of
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impending loss as in the terminal phase of an illness. Bowen (2004)
underscored the importance of direct contact with a dying loved one,
urging visits and ways to include children. Well-intentioned attempts to
protect children or vulnerable members from potential upset can isolate
them from the shared experience and can impede their grief process.
They may become upset more by the anxiety of survivors and their own
fantasies.

Acknowledgment of the loss is facilitated by clear information and
open communication about the facts and circumstances of the death.
Inability to accept the reality of death can lead individuals to avoid con-
tact with family members or become angry with others who are moving
forward in the grief process. Longstanding sibling conflicts and cutoffs
often can be traced back to the bedside of a dying parent.

Funeral rituals (Imber-Black, 2004) serve a vital function in providing
direct confrontation with the reality of death and the opportunity to pay
respects, share grief, and receive comfort in the supportive network of
the community. Active participation by family members, including
children, is encouraged. Activities such as giving eulogies, telling stories
both poignant and humorous, offering musical or artistic expression, and
displaying photographs and mementos can make participation meaning-
ful for all family members. Sharing the experience of loss, in whatever
ways a family can, facilitates adaptation.

Family communication is also crucial over the course of the loss
process. While keeping in mind that individuals, families, and cultures
vary in the degree to which open expression of feelings is valued,
research on well-functioning families indicates that clear, direct commu-
nication facilitates family adaptation and strengthens the family as a sup-
portive network for its members (Walsh, 1998, 2003a). A climate of trust,
empathic response, and tolerance for diverse reactions is essential. The
mourning process also involves sharing attempts to put the loss into
some meaningful perspective that fits coherently with a family’s life
experience and belief system. This requires dealing with the ongoing
negative implications of the loss, including the loss of dreams for the
future that will never be.

Families are likely to experience a range of feelings depending on the
unique meaning of the relationship and its loss for each member as well
as the implications of the death for the family unit. Strong emotions may
surface at different times, including complicated and mixed feelings of
anger, disappointment, helplessness, relief, guilt, and abandonment, all
of which are present to some extent in most family relationships. In the
dominant American culture, expression of intense emotions tends to gen-
erate discomfort and distancing in others. The loss of control experienced
in sharing overwhelming feelings can frighten other family members,
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leading them to block all communication around the loss experience to
protect one another and themselves.

When we take into account the multiple, fluctuating, and often con-
flicting responses of members in a family system, we can appreciate the
diversity and complexity of any family mourning process. Tolerance is
needed for varied responses within families and for the likelihood that
members may have different individual coping styles, be out of phase
with one other, and have unique experiences in the meaning of a lost
relationship. Mourning may be blocked by roles and responsibilities, as
in single parenthood, with children and well-intentioned relatives collud-
ing to keep the sole parent strong and functioning (Fulmer, 1983).

When communication is blocked, the unspeakable may go under-
ground to surface in other relationships or in symptomatic behavior. If a
family is unable to tolerate certain feelings, a member who directly
expresses the unacceptable may be scapegoated or extruded. Unbearable
feelings may be delegated and expressed in a fragmented fashion by var-
ious family members (Reilly, 1978). One member may carry all the anger
for the family while another is in touch only with sadness, or one may
show relief while another is numb. The shock and pain of a traumatic
loss can splinter family cohesion, leaving members isolated and unsup-
ported in their grief.

In one case, a mother sought help for her daughter’s school problems.
Inquiry to understand the question of “why now?” explored recent
events in the family. The therapist learned that the oldest son had been
caught in the cross fire of a gang-related shooting. The shot that killed
him had also shattered the family unit. The father withdrew, drinking
heavily to ease his pain. The next eldest son carried the family rage into
the streets, seeking revenge for the senseless killing. Two other middle
sons showed no reaction, keeping out of the way. The mother, alone in
her grief, turned her attention to her daughter’s school problems.

Family therapy provided a context for shared grief-work, building
resilience in the family by repairing the fragmentation, opening commu-
nication, and promoting a more cohesive network for mutual support
and healing. It was important to involve the “well” siblings, who had
been holding in their own pain so as not to further burden their parents.
On follow-up, the daughter’s school problems and father’s drinking had
subsided. The experience of pulling together to deal with their loss had
strengthened the family unit, increasing their coping capacity with other
problems, as well.

(3) Reorganization of the family system and (4) reinvestment in other rela-
tionships and life pursuits. The death of a family member disrupts the fam-
ily equilibrium and established patterns of interaction. The process of
recovery involves a realignment of relationships and redistribution of
role functions needed to compensate for the loss, buffer transitional
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stresses, and carry on with family life. As in the following case, children
can be harmed more by their family’s inability to provide structure, sta-
bility, and protective caregiving than by the loss itself. The sibling bond
can be a critical lifeline through such times.

Marie, age 50, sought help for depression after the sudden death of her
brother, who had been her mainstay in life since her mother’s death when
she was seven years old. She vividly recalled the night of the death, when
relatives came and left her mother’s bedroom. She put on her best dress,
and sat in her room, holding her brother’s hand, waiting to be called to say
their goodbyes. No one came for them, nor were they taken to the funeral.
In the upheaval, she and her brother were separated, sent to stay with vari-
ous relatives, uncertain if or when they would be returned home to their
father. After their return weeks later, her father, overwhelmed in his grief,
frequently came into her bed at night for comfort and sexual contact. Even-
tually his remarriage brought stability and ended her secret ordeal. Feeling
sorry for her father, she felt she had to take her mother’s place to relieve his
obvious suffering, thereby sacrificing her own needs. This self-sacrifice
became a pattern in her life, enduring an abusive marriage for many years.

Promoting cohesion and flexible reorganization in the family system is
crucial to restabilization and resilience. For children’s optimal recovery,
surviving family members need to rally and coordinate efforts to provide
nurturance, security, and guidance through the upheaval. They should
make every effort to clarify what will happen to them, to keep siblings
together, and to ensure that generational boundaries are firm so that
children are not inappropriately used to meet a grieving parent’s emo-
tional needs.

The turmoil experienced in the immediate aftermath of a loss leads
some families to hold on rigidly to old patterns that are no longer func-
tional to minimize the sense of loss and disruption in family life. Other
families may make precipitous moves into new homes or relationships,
taking flight or seeking immediate replacement for their losses. Further
dislocations heighten the risk of dysfunction, and replacement relation-
ships are complicated by the unmourned losses. It is important to help
families pace their reorganization and reinvestment.

The process of mourning is quite variable, often lasting much longer
than people expect. Each new season, holiday, and anniversary is likely
to re-evoke the loss. Over-idealization of the deceased, a sense of
disloyalty, or the catastrophic fear of another loss may block the forma-
tion of other attachments and commitments. Family members may refuse
to accept a new member who is seen as replacing the deceased when the
loss has not been integrated.

Family therapy with loss requires the same ingenuity and flexibility
that families need to respond to various members and subsystems as

RT7545_C18.fm  Page 400  Thursday, May 13, 2004  5:41 PM



When a Family Deals With Loss: Adaptational Challenges, Risk, and Resilience 401

their issues come to the fore. As changes occur in one part of a system,
changes for others are generated. A widow’s decision to remarry may
spark upset reactions by former in-laws or children who will need to
adapt. Decisions to meet with an individual, couple, or family unit at var-
ious points are guided by a systemic view of the loss process over time.

VARIABLES INFLUENCING FAMILY ADAPTATION TO LOSS

We can identify a number of variables in the loss situation and in the
family processes and social context that influence the traumatic impact of
a death (Walsh & McGoldrick, 2004). It is important for clinicians to be
aware of patterns that can complicate family adaptation and heighten
risk of dysfunction (Rando, 1991). In order to work preventively at the
time of a loss, or to understand and repair long-term consequences, these
variables should always be carefully evaluated and addressed in any
intervention plan.

The Loss Situation

Sudden or lingering death. Sudden death or death following protracted
deterioration are especially stressful for families and require different
coping processes. When a person dies unexpectedly, family members
lack time to anticipate and prepare for the loss, to deal with unfinished
business, or in many cases even to say their good-byes. Like a bolt out of
the blue, a sense of normalcy and predictability is shattered: Death can
take a loved one at any time, in any place. Clinicians need to explore and
help family members with painful regrets and guilt over what they wish
they had done differently or how they might have prevented the death.

When the dying process has been prolonged, family caregiving and
financial resources can become depleted, with needs of other members
put on hold (Rolland, 1994; Rosen, 1998). Relief of family strain is likely
to be guilt-laden. Moreover, families are increasingly faced with anguish-
ing end-of life dilemmas, such as whether, and how long, to maintain life
support efforts. Families can be torn apart by opposing positions of mem-
bers or coalitions. Clinicians can help family members to prepare and dis-
cuss living wills and power of attorney, to share feelings and differences
openly about such complicated dilemmas, and to come to terms with
decisions taken.

Ambiguous loss. Ambiguity surrounding a loss interferes with adapta-
tion, often producing conflict and depression (Boss, 1999). A family mem-
ber may be physically absent but psychologically present, such as a
soldier missing in action in wartime or a child who disappears without a
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trace. The uncertainty about whether a missing loved one is dead or alive
can be agonizing. Family members may be consumed by desperate
searches and attempts to gain information to confirm the fate of their
loved one. Conflict may ensue as some give up hope while others refuse
to do so. After a disaster, search efforts are very important for families to
recover a body to bury or to retrieve some remains; otherwise, mourning
is usually delayed.

In other situations of ambiguous loss, a family member may be physi-
cally present but psychologically dead, perhaps unable to recognize
loved ones, as in the mental deterioration of Alzheimer’s disease (Boss,
1999). It is important to help family members to deal with the progressive
loss of mental functioning and important aspects of their relationship
without extruding the person as if he or she were already dead.

Violent death. The impact of violent death can be devastating, espe-
cially for loved ones who witnessed it or narrowly escaped it themselves,
as in a plane crash, a mutilating fatal accident, or a murder. Lethal fire-
arms have contributed to an alarming increase in homicides and acciden-
tal shootings in the U.S., particularly of children by other youths.
Murders are committed more often by relatives or acquaintances than by
strangers. Clinicians should be especially vigilant in cases of couple or
family violence and should take threats of harm quite seriously, espe-
cially when an abused spouse attempts to leave the relationship or, after
separation, moves on into a new one.

The senseless loss of innocent lives is especially hard to bear, espe-
cially when a result of deliberate acts or negligence. An entire community
can be traumatized by persistent violence and ever-present threatened
loss, as experienced by children and families in blighted inner-city neigh-
borhoods, where life is much like that of a war zone (Garbarino, 1992).
Casualties in war are always personal tragedies for families. The taking
and loss of lives in war may haunt survivors and their family relation-
ships for years—and generations—to come (Figley, 1998; Figley,
McBride, & Mazza, 1997).

War and terrorism have a broad impact beyond those immediately
affected, now intensified by instantaneous televised broadcast world-
wide. Studies of the aftermath of 9/11 have found that posttraumatic
stress symptoms nationwide increased exponentially with the amount of
television viewing (Silver, Holman, McIntosh, Poulin, & Gil-Rivas, 2002).
Repeated broadcasts of scenes of bombing, death, and destruction are
most distressing, especially for children. With the heightened risk of
renewed terrorism and threatened loss, families and communities cannot
simply return to normal life, but must construct a new sense of normal-
ity, vulnerability, and interdependence. Resilience, commonly described
as bouncing back, can more aptly be thought of as bouncing forward to
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meet new challenges and uncertainties in a changed and less secure
world (Walsh, 2002b).

Systemic resilience-oriented approaches are being developed to help
families and communities pull together in the wake of a major disaster.
For example, resilience-based multifamily groups were designed for Bos-
nian and Kosovar refugee families in Chicago in the wake of the genocidal
atrocities and losses they had suffered. This program led to a collaborative
project in Kosovo for resilience-based training of mental health workers to
foster the recovery of families and communities throughout the war-torn
region (Rolland & Weine, 2000; Walsh, 2002a). Similarly, Landau’s LINC
Model builds family and community resources for recovery from cata-
strophic loss, as does Saul’s program in lower Manhattan neighborhoods
directly affected by the attacks of 9/11 (Landau & Saul, 2004).

Recovery from traumatic loss is blocked by a passive, helpless, victim
stance, whereas resilience is forged through active, collaborative coping
efforts. Although denial or distraction may be necessary for psychologi-
cal survival in the midst of traumatic experiences, if maintained over
time dissociation can have dysfunctional consequences, constrict intimate
relationships, and risk emotional fallout for other family members. Indi-
vidual and family healing and resilience are fostered through remem-
brance and stories honoring the courage, perseverance, and mutual
support shown by family members who suffered or were lost.

Suicide. Suicides are among the most difficult deaths for families to
come to terms with (Cain, 1972; Dunne & Dunne-Maxim, 2004;
Shneidman, 2001). The rise in adolescent suicide requires attention to
peer drug cultures and larger social forces, as well as family influences.
Clinicians should also be alert to family patterns, such as threatened
abandonment or sexual abuse that may pose heightened risk of suicide.
Current life-threatening family situations can trigger catastrophic fears of
loss or self-destructive behavior.

When a suicide has occurred, clinicians need to help family members
with anger and guilt that can pervade their relationships, particularly
when they are blamed, or blame themselves, for the death (Dunne &
Dunne-Maxim, 2004). The social stigma of suicide can contribute to fam-
ily shame and cover-up. Such secrecy distorts family communication and
can isolate a family from social support, generating its own destructive
legacy (Imber-Black, 1995). Clinicians should routinely note family histo-
ries of suicide or other traumatic loss that may predict future suicide risk,
particularly on significant dates such as an anniversary, birthday, or holi-
day. Although a therapist or loved ones cannot always prevent a suicide,
the risk can be lowered by exploring covert linkages to trauma events,
mobilizing family support, and helping members to integrate painful
experiences, rekindle hope from despair, and envision a meaningful
future beyond their losses.
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Family Process Variables in Loss, Recovery, and Resilience

The general level of family functioning and the state of family relation-
ships prior to and following the loss should be carefully evaluated,
including the extended family and social network. Consistent with lead-
ing research on family functioning and resilience (Walsh, 1998, 2003a),
we observe that shared belief systems, family organization patterns, and
communication processes are crucial mediating variables in adaptation
to loss. Particular attention should be given to the following variables.

Family Belief Systems 

Making meaning. A family’s shared belief system significantly influ-
ences adaptation to loss (Nadeau, 1998). Beliefs about death and the
meanings surrounding a particular loss are rooted in multigenerational
family legacies, in ethnic and religious beliefs, and in the dominant
societal values and practices (Walsh, 2004). Clinicians need to appreciate
the power of belief systems in healing the pain of loss as well as the
destructive impact of blame, shame, and guilt surrounding a death
(Rolland, 1994). In attempts to make meaning of a death, family members
grapple with causal explanations: How could this have happened? Why
me/us? Whose fault is it? Could it have been prevented? Such concerns
are especially strong in situations of traumatic death where the cause is
uncertain and questions of responsibility or negligence arise. Commonly,
family members each hold a secret belief that they could have—or should
have—done something to prevent a death. It is important to help families
share such concerns, gather information in unclear situations, and come
to terms with the extent of their accountability or limits of their control.

Mastering the possible. Western values of mastery and control can
hinder acceptance of a death. Family members may despair that, despite
their best efforts, optimism, or medical care, they cannot conquer death
or bring back a loved one. Studies find that resilience involves mastery of
the possible: engaging fully with loved ones in the dying and mourning
processes, alleviating suffering, making the most of precious time, and
healing relational wounds.

Transcendence and spirituality. In the aftermath of loss, meaningful
memorial rituals, as noted above, foster healing bonds and the transfor-
mation of relationships with the deceased from a living presence to an
ongoing spiritual connection. Death ends a life, but not a relationship,
which is sustained through memories, stories, and deeds. In traumatic
loss, some survivors become blocked from healing, and may perpetuate
suffering through self-destructive behavior or revenge and harm toward
others. Studies of resilience find that healing is fostered by efforts to tap
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into the best aspects of the deceased person and the relationship. As one
mother stated after a reckless driver took the life of her daughter, “My
daughter wouldn’t want me to become consumed by grief or rage; she
would want me to honor her life by taking up some meaningful pursuit
in her memory.” Personal suffering may be transcended in sparks of
creative expression, as in poetry or music, or in community social action
to spare other families a similar tragic loss, as in Mothers Against Drunk
Drivers (MADD).

Spiritual beliefs and practices can be wellsprings for resilience with
life-threatening illness and loss (Wright, 1999). Research has found evi-
dence of the positive physiological effects of deep faith, prayer, and
congregational support (e.g., Dossey, 1993; Gilbert, 1992; Walsh, 1999b;
2004). In some cases, religious beliefs can be sources of distress (Domino
& Miller, 1992). One mother in an interfaith marriage believed that the
stillbirth of her second child was God’s punishment for not having bap-
tized her first child. It is important for clinicians not to exclude the spiri-
tual dimension of the experience of death, dying, and loss from their
assessment and therapeutic work and to consult with, or refer to, pastoral
counselors as appropriate (Walsh, 1999).

Family Organization 

Flexibility of the family system. Family organization—its system of rules,
roles, and boundaries—needs to be flexible, yet clearly structured, for
reorganization after loss. At one extreme, a chaotic, disorganized family
will have difficulty maintaining the authoritative leadership, stability,
and continuity necessary to manage transitional upheaval. At the other
extreme, an overly rigid family may resist modifying set patterns to make
necessary accommodations to loss.

Prior role and functioning in the family system. The more important a per-
son was in family life and the more central this person’s role was in fam-
ily functioning, the greater the loss. The death of a parent with small
children is generally far more devastating than the loss of an elderly
grandparent who has become more peripheral to family functioning. The
loss of a leader or caregiver will be sorely felt, whereas the death of a
quarrelsome troublemaker may bring a sigh of relief. The death of an
only child, the only son or daughter, or the last of a generation leaves a
particular void. Families risk dysfunction if they avoid the pain of loss by
denying its significance or seek instant replacement. At the other
extreme, a family can become immobilized if the lost member is deemed
so essential that surviving members are unable to reallocate role
functions or form new attachments.
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Family connectedness. Adaptation to loss is facilitated when family
connectedness or cohesion enables mutual support and yet is balanced
by tolerance and respect for individual differences in response to loss.
Extreme family patterns of enmeshment or disengagement pose compli-
cations. At a fused extreme, any differences may be viewed as disloyal
and threatening and lead members to submerge or distort feelings. Mem-
bers may seek an undifferentiated replacement for the loss and have dif-
ficulty with subsequent separations, clinging to each other at normal
developmental transitions, such as launching. At the other extreme,
disengaged families are likely to avoid the pain of loss with distancing
and emotional cutoffs. When families are fragmented, members are left
to fend for themselves, isolated in their grief.

Conflicted or estranged relationships at the time of death. Family relation-
ships are bound to have occasional conflict, mixed feelings, or shifting
alliances. The mourning process is likely to be more complicated if con-
flict has been intense and persistent, if ambivalence is strong, or if rela-
tionships have been cut off altogether. When death is anticipated, as in
life-threatening illnesses, clinicians should make every effort to help
family members to reconnect and to repair strained relationships before
the opportunity is lost. Often this requires overcoming members’ reluc-
tance to stir up painful emotions or to dredge up old conflicts. They may
fear that confrontations could increase vulnerability and the risk of
death. Family therapists need to be sensitive to these concerns and inter-
rupt destructive interactional spirals, helping family members to share
feelings constructively with the aim of healing pained relationships,
forging new connections, and building mutual support. A conjoint fam-
ily life review (Walsh, 1999a) can help members to share different per-
spect ives ,  to  c lar i fy  misunderstandings ,  to  place  hurts  and
disappointments in the context of life challenges, to recover caring
aspects of relationships, and to update and renew relationships that
have been frozen in past conflict.

Availability of extended family, social, and economic resources. The family
loss experience is buffered by the availability of supportive kin and
friendship networks. Such resources are especially important to draw
upon in widowhood (Lopata, 1996; Parkes & Weiss, 1983). The lack of
community for many contemporary families makes loss more difficult to
bear. Family recovery is impaired by the draining of finances by costly,
protracted medical care or by the loss of economic resources in the death
of a breadwinner. When long-standing conflicts, cutoffs, or social stigma
have left families disengaged and isolated, clinicians working with loss
can be helpful by mobilizing a potentially supportive network and facil-
itation a healing reconciliation (Gutstein, 1991).
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Communication

Clear, open communication versus secrecy. When a family confronts a
loss, open communication facilitates processes of emotional recovery
and reorganization, as described above. When certain feelings, thoughts,
or memories are prohibited by family loyalties, social taboos, or myths,
communication around the loss experience can be distorted and contrib-
ute to symptomatic behavior (Imber-Black, 1995). It is important for
clinicians to foster a family climate of mutual trust, empathic response,
and tolerance for a wide and often fluctuating range of responses to loss.

Sociocultural Influences in Recovery From Loss

Sociopolitical and historical context of loss. The experience of families who
suffer war-related deaths is heavily influenced by social attitudes about
the war involvement. The impact of the loss can be assuaged by a com-
mon sense of patriotism and heroism for a noble cause and victory. How-
ever, highly charged, conflicting positions about a war can complicate
family adaptation. Bitter legacies of unresolved political, ethnic, and reli-
gious conflict can be passed down from generation to generation.

Cancer and AIDS have become the epidemics of our times, each gener-
ating tremendous anxiety and stigma (Sontag, 1988). The social stigma
surrounding HIV–AIDS has contributed to secrecy and estrangement,
impairing family and social support, as well as critical health care. The
epidemic of AIDS in the gay community—and, increasingly, for men,
women, and children in poor communities—is all the more devastating
because of the multiple losses and anticipated losses of partners, parents,
children, and other loved ones in relationship networks (Landau-Stanton,
1993; Walker, 1992).

More generally, societal heterosexist attitudes complicate all losses in
gay and lesbian relationships (Laird, 2003). The death of a partner may be
grieved in isolation when the relationship has been kept secret or has
been disapproved of by the family or community. Lacking the legal
standing of marriage, death benefits may be denied and the survivor
who has coparented the biological child of his or her partner may find
that relationship jeopardized (Werner-Linn & MORO, 2004).

Gender-based constraints. Although gender roles and relationships have
been changing in recent decades, expectations for men and women in
dealing with loss are still influenced strongly by gender-based socializa-
tion and role constraints (Stroebe, Stroebe, & Schut, 2001). With a death
in the family, mothers are particularly vulnerable to blame and guilt
because of expectations that they bear primary responsibility for the well-
being of their husbands, children, and elders. Women have been
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socialized to assume the major role in handling the social and emotional
tasks of bereavement, from the expression of grief to caregiving for the
terminally ill and surviving family members, including their husband’s
extended family. Now that most women are combining job and family
responsibilities, they are increasingly overburdened in times of loss.

Men, who have been socialized traditionally to manage instrumental
tasks, tend to take charge of funeral, burial, financial, and property
arrangements. They are more likely to become emotionally constrained
and withdrawn around times of loss. Cultural sanctions against revealing
vulnerability or dependency block emotional expressiveness and ability
to seek and give comfort. These constraints undoubtedly contribute to
high rates of serious illness and suicide for men following the death of a
spouse (Lopata, 1996).

The different responses of men and women to loss can increase marital
strain, even for couples with previously stable relationships. In one study
of parents’ reactions to sudden infant death syndrome (SIDS), fathers
reported anger, fear, and a loss of control, wanting to keep their grieving
private, whereas mothers responded more openly with sorrow and
depression (DeFrain, Taylor, & Ernst, 1991). Men are more likely to with-
draw, to take refuge in their work, or turn to alcohol or an affair. They
may be uncomfortable with their wives’ expressions of grief, not know-
ing how to respond and fearful of loss of control of their own feelings
(culturally framed as breaking down and falling apart). Grieving individ-
uals may perceive their partners’ emotional unavailability as abandon-
ment when they need comfort most, thereby experiencing a double loss.
When both are expressive and involved in the family bereavement pro-
cess, the quality of the relationship improves markedly.

These findings have important implications for loss interventions. Indi-
vidual approaches appear to have limited impact on recovery when cou-
ple relationship dynamics are not addressed as well. Most commonly, it is
women who seek treatment—or are sent by their husbands—for depres-
sion or other symptoms of distress concerning loss, while their husbands
appear to be functioning well and see no need for help for themselves.
Interventions need to be aimed at decreasing the gender-based polariza-
tion so that both men and women can more fully share in the range of
human experiences in bereavement. Moreover, encouraging mutual
empathy and support in couple and family sessions builds relational resil-
ience to withstand and rebound from loss together (Walsh, 1998).

TIMING OF LOSS IN THE FAMILY LIFE CYCLE

The meaning and impact of a death vary depending on the develop-
mental challenges the family is negotiating (Shapiro, 1994). In family
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assessment, a genogram and timeline are particularly useful in tracking
sequences and concurrence of significant events and symptoms over time
in the multigenerational family field (McGoldrick, Gerson, & Shellen-
berger, 1998). The particular timing of a loss may place a family at higher
risk for dysfunction (McGoldrick & Walsh, 1999). Such factors include (1)
untimely loss, (2) concurrence with other loss, major stresses, or life cycle
transitions, and (3) history of traumatic loss and unresolved mourning. In
each situation, the nature of the death, the function of the person in the
family, and the state of relationships will interact. Whatever our thera-
peutic approach with loss, a developmental perspective can facilitate
adaptation in ways that strengthen the whole family in future life pas-
sage.

Untimely losses. Deaths that are untimely in terms of chronological or
social expectations, such as the death of a child, early parent loss, or early
widowhood, tend to be most difficult for families. Such losses may be
experienced as unjust, ending a life—or a relationship—before its prime
and robbing hopes and dreams for a future that can never be. Untimely
loss is complicated by the lack of social norms, models, or guidelines for
adaptation. Prolonged mourning, often lasting many years, is common.
Survivor guilt for spouses, siblings, or parents often blocks life pursuits
or satisfaction.

The death of a child, reversing the natural generational order, is per-
haps the most painful loss for a family (Rando, 1986). A sense of injustice
can lead family members to profound questioning of the meaning of life
or religious faith. As one father shouted: “I’m angry at God—how could
a loving God take an innocent child who never had a chance at life?”
Parental marriages are at heightened risk for discord and divorce. How-
ever, couples that are able to support each other through the ordeal may
forge stronger bonds than before, underscoring the value of couple coun-
seling in child loss (Hare-Mustin, 1979). Losses during pregnancy and
perinatal deaths tend to be hidden and minimized (DeFrain, 1991;
Werner-Lin & Moro, 2004).

With the death of a child, it is crucial not to neglect the impact on sib-
lings, who may suffer prolonged effects (Cain, Fast, & Erickson, 1964).
Normal sibling rivalry may contribute to intense survivor guilt, blocking
developmental strivings. Siblings may also experience a secondary loss if
parents are preoccupied with caretaking or grieving. In some cases, par-
ents may turn to a sibling or quickly have another child as a replacement.
The tendency to idealize the deceased child can burden surviving sib-
lings who can never live up to fantasized expectations.

After Jimmy, age 13, attempted suicide, a family assessment revealed that
he was born shortly before the drowning death of an older brother at the
age of thirteen. He grew up attempting to take the place of the brother he
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had never known in order to relieve his parents’ sadness, wearing his
clothes and combing his hair to resemble photos of his brother. The father,
who could not recall the date or events surrounding the death, wished to
remember his first son as if he were still alive. The timing of the suicide
attempt occurred as Jimmy reached the age of his brother’s death and was
concerned, at puberty, that he was changing from the way he was sup-
posed to look. He felt that the only solution was to join his brother in
heaven. Family therapy focused on the family’s delayed grief process,
enabling Jimmy to relinquish his surrogate position and supporting his
own unique attributes and development.

Children who lose a parent may suffer profound consequences
(Furman, 1974; Worden, 1996), including long-term vulnerability to ill-
ness, depression, and substance abuse. They may have difficulty forming
other intimate attachments and may carry catastrophic fears of separa-
tion and abandonment. A child’s recovery depends largely on (a) the
emotional and functional state of the surviving parent, (b) sibling bonds,
and (c) ongoing support of the extended family.

Early widowhood can be a shocking and isolating experience without
emotional preparation or essential social supports (Parkes & Weiss,
1982). Other young couples and peers commonly distance to avoid facing
their own vulnerability. As with the death of a child, well-intentioned rel-
atives and friends may urge immediate replacement, without time to
grieve the loss (Glick, Parkes, & Weiss, 1975).

Concurrence with other loss or stressful events. The pile-up of loss with
other major stress events—including multiple losses, disruptive changes,
or other developmental milestones—may overload a family. We pay par-
ticular attention to the concurrence of death with the birth of a child,
since the processes of mourning and parenting an infant pose incompati-
ble demands. Moreover, the child born at the time of a significant loss
may assume a special replacement function that can complicate later sep-
arations and can spark high achievement or dysfunction. Similarly, a pre-
cipitous marriage in the wake of loss is likely to interfere with
bereavement and with investment in the new relationship in its own
right. When stressful events pile up, support by partners, kin, and social
networks is crucial for coping and resilience.

Past traumatic loss and unresolved mourning. Past trauma and loss expe-
riences heighten vulnerability to subsequent losses. They can intersect
with current life cycle passage in many ways, often expressed in prob-
lems with attachment–commitment, separation, or self-destructive
behavior, as in substance abuse (Coleman & Stanton, 1978). Whenever
such issues are presented in therapy, it is important to explore past trau-
matic losses and their legacy. When couple relationships break down,
losses that occurred at the start of the relationship and those coinciding
with problem onset may be relevant. A wife’s lack of sexual interest may
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go back to a child’s drowning and her husband’s lack of support at that
time. We also note significant losses in the family around the birth of the
symptom bearer and with attempts at separation, as in young adulthood,
when unresolved loss issues may surface with disruption of the family
equilibrium.

We pay special attention to intergenerational anniversary patterns
when the occurrence of symptoms is found to coincide with death or
loss in past generations at the same point in the life cycle. Some individ-
uals make abrupt relationship changes or start new fitness regimens
while others may behave self-destructively. In one case, couple conflict
ensued when the husband adamantly opposed his wife’s desire to have
a second child. It was crucial to know that his mother had died in child-
birth with his younger sister in order to understand his catastrophic
fears.

Unresolved family patterns or scenarios may be replicated when a
child reaches the same age or stage as a parent at the time of death or
traumatic loss. It is crucial to assess a risk of destructive behavior at such
times, which is most likely when such linkages are covert and discon-
nected in more dysfunctional families. In one chilling case, a 15-year-old
boy stabbed a man in a dissociative episode, which the family ignored.
After a third such stabbing event and psychiatric hospitalization, a family
assessment revealed that the father, at the age of 15, had witnessed the
brutal stabbing death of his own father.

An appreciation of the power of covert family scripts and family
legacies is important to an understanding of the transmission of such pat-
terns in loss (Byng-Hall, 2004). Anniversary reactions are most likely to
occur when there has been a physical and emotional cut off from the past
and when family rules, often unspoken, prohibit open communication
about past traumatic events. In our clinical work, interventions are aimed
to open up covert patterns to help family members come to terms with
the past and differentiate present situations so that history need not
repeat itself. Resilience studies have found that most individuals who
were abused in childhood by their parents do not abuse their own chil-
dren; they are able to heal and learn from that searing experience and go
on to become loving parents (Kaufman & Zigler, 1987).

When loss is intertwined with past trauma, therapists can help
families by reappraising family history, replacing deterministic assump-
tions of causality with a co-evolutionary perspective. Like the social con-
text, the temporal context involves a matrix of meanings in which all
behavior is embedded. Although a family cannot change its past, present
and future changes occur in relation to that past. Systemic change in
resilience involves a transformation of that relationship, yielding healing
and growth.
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CONCLUSION

Resilience research finds that individual, family, and larger social
influences are intertwined in risk and resilience in the face of crisis and
that the family can play a valuable protective role (Rutter, 1987). Thus,
adaptation to loss is not simply a matter of individual bereavement; it is
also a product of family mourning processes. Of all human experiences,
death poses the most painful and far-reaching challenges for families. In
this chapter, we have presented a systemic framework for clinical assess-
ment and intervention with loss, examining the reverberations of a death
for all family members, their relationships, and the family as a functional
unit. An understanding of major adaptational challenges in loss and key
family processes in recovery and resilience can guide intervention and
prevention efforts. An awareness of crucial variables in the nature of the
loss, in the family and social context, and in the timing of loss in the fam-
ily life cycle alerts clinicians to issues that require careful attention in any
systemic assessment and intervention approach.

Given the diversity of family forms, values, and life courses, we must
be careful not to confuse common patterns in family bereavement with
normative standards, nor assume that atypical responses are pathologi-
cal. Resilience studies find many varied pathways in recovery from crisis
events (Walsh, 1996). Helping family members to deal with a loss
requires an understanding of their particular cultural and spiritual beliefs
and practices. While it is generally better to foster openness about death,
it is also important to respect family members’ pain and their timing in
dealing with loss. Where family processes have become blocked or dis-
torted, members can be helped to support one another in their recovery
journey, thereby strengthening the family as well as individuals in
distress (Becvar, 2001). Although therapy may not be able to prevent
death or bring back a loved one, we can help families to struggle well to
master their adaptational challenges, reduce risks for dysfunction, and
forge stronger bonds for healing and resilience.
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Family Crisis Intervention

CHRYS J. HARRIS

Many of the family-trauma references cited in this chapter are over 10
years old. Very little has been reported in the trauma literature since the
late 1980s regarding systemic crisis intervention for the emotional conse-
quences of a family’s exposure to a traumatic event. There is a fairly legit-
imate reason for this distinct omission of recent basic trauma journalism
in the last decade—the emotional response to a traumatic event is usually
considered individualized and very idiosyncratic (French & Harris, 1998)
and the data regarding crisis intervention (prior to therapy) for the emo-
tional response to traumatic events provides ambiguous results at best.
Regardless of these facts, therapists who treat families from a systemic
model for the emotional consequences of exposure to traumatic events
recognize that individual and familial therapy is important but frequently
not enough . . . there is a need for systemic crisis intervention.

Similar to individuals, families can go into crisis following the expo-
sure of one or more family members to a traumatic event. Figley (1989a)
suggests that families have unique ways in which they systemically pro-
duce stress, are exposed to stress, cope with stress, and master their stress
responses as well as the stressor event itself. Further, they have “a
remarkable ‘feel’ for the normative behavior of fellow family members”
(Figley, 1989b, p. 12). Since normative behavior is described as behavior
that is both expected and predictable (McCubbin & Figley, 1983), the
family system will likely be the first to detect any nonnormative (unex-
pected and unpredictable behavior, e.g., emotional traumatic behavior)
experienced by one or more family members (Figley & McCubbin, 1983).
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In his decisive work on helping traumatized families, Figley (1989b)
identifies four separate ways a family system can be emotionally trauma-
tized:

1. Simultaneous effects, in which a catastrophic event occurs to the
entire family system

2. Vicarious effects, in which family members learn that another mem-
ber experienced a traumatic event

3. Chiasmal effects (Kishur, 1984), in which the entire family system is
affected by the traumatized member’s story

4. Intrafamily trauma, in which family members cause the trauma for
other family members, as in the case of abuse

A number of authors (e.g., Figley, 1989a, 1989b; Nichols, 1989) suggest
the use of family therapy to intervene with families in an emotional crisis
state. Nichols (1989) defines family therapy as a concentration on individ-
uals in their primary context—the family—and as being concerned with
modifying the family system. He argues that a family system approach is
useful because a crisis state in a family is more than the response or
pathology of individual family members; it is also indicative of difficul-
ties within the family system.

EMOTIONAL TRAUMA AND FAMILY SYSTEMS THEORY

General systems theory has been around since the late 1940s and early
1950s. It was originally used in science and mathematics by von Bertalan-
ffy (1968). In his efforts to define organization in general with systems,
von Bertalanffy adopted an organismic principle that animals live
together as organized entities and must be considered as organized enti-
ties by science. The organismic principle established the foundation
needed to identify the family as a system and to perceive the family and
its members in a social context. Drawing from this work of von Bertalan-
ffy, Harris (in press) constructed the Traumatized Family System Arche-
type (TFS Archetype) that will help discern how systemic crisis
intervention theoretically can be useful. According to Harris, a trauma-
tized family system possesses certain qualities:

• A unified organization of family members where one (or more) is
traumatized

• The traumatized family system is different from the sum of its trau-
matized family members

• Any trauma experienced by one family member affects the rest of the
family system
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The traumatized family systems theory is concerned with

• Identifying the family code—the functional and structural rules of
the pre- and posttrauma family system

• Identifying the attributes of the pre- and posttrauma family system
which include

family system methods of information processing
family system methods of adaptation to changed circumstances
family system methods of self-organization
family system methods of self-maintenance
family system methods of self-regulation through communication

Nichols (1989) suggests that family emotional trauma must be consid-
ered in systemic terms, not as the result of individual neurosis. Figley
(1989a, p. 39) concurred when he wrote, “It is not necessary that anyone
in the family have a diagnosable case of PTSD to qualify as a ‘trauma-
tized family.’”

McCubbin and McCubbin (1989) propose that some families do very
well in adapting to stressful situations while others adapt poorly. They
recommend families adapt to stressful situations in two phases: adjust-
ment and adaptation. In the family adjustment phase, families tend to
assess the stressor event in terms of its severity and assess their ability to
master the stressor event through their vulnerability, their flexibility,
their appraisal of the stressor event, and their problem-solving skills.
Basically, these are the methods of information processing from the TFS
Archetype as well as the beginnings of systemic recognition of pre- and
posttrauma family attributes. Families tend to begin the assessment on an
individual family member level. Each family member tries to come to
terms with his or her own idiosyncratic appraisal of the stressor event
(French & Harris, 1998). This process can begin as early as during the
actual stressor event or, in cases of delayed stress, individual appraisal of
the stressor event can begin as late as many years following the event.
Family members may or may not resolve the stressor event to their indi-
vidual liking; however, as the family prepares to confront the stressor
event systemically, the individual family members gradually come
together to address the stressor event as a group. The family members
are likely to argue about their individual beliefs but not really under-
stand what each other believes.

After the assessment, families move to systemically confronting the
stressor event (McCubbin & McCubbin, 1989). The adaptation phase
requires families to manage all the stress they are experiencing (the
immediate stressor event plus any other stressors the family has been
experiencing), bringing their family system into balance by applying
strengths, capabilities, resources, and their unique attributes. It is the
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unique qualities of systems theory that allow families to assess (con-
sciously or unconsciously) and confront stressor events.

For a family to accomplish the adjustment and adaptation phases, it
must be systemically moderately healthy and functional (Nichols, 1989).
The following are minimal basic prerequisites to ensure moderate sys-
temic health and functionality:

1. The family is committed to getting well—as a systemic unit.
2. The family has a systemic acceptance of the traumatic event—that it

happened to the whole family; that no family member is being
overtly blamed.

3. The family agrees that all family members will participate and com-
municate in therapy.

4. There is an absence of family violence and substance abuse.

Without these minimal basic prerequisites for moderate systemic
health and functionality, it is doubtful that a family can be successful in
family therapy for emotional trauma.

The TFS Archetype suggests that family systems tend to promote
functional and structural rules that originate from family rituals, tradi-
tions, myths, customs, culture, heritage, conventions, and ceremonies.
These rules establish a number of family characteristics such as parental
dominance, sibling dominance, family member tolerance of a number of
problems, family affection, abusiveness, cohesiveness, flexibility, and
many other details the family system might require to maintain itself.
These systemic attributes are the crux of how one system actually differs
from another. Assessing these attributes can help a family therapist
detect how a system processes information, adapts to change, organizes
itself, maintains itself, and communicates to regulate itself. When these
TFS Archetype attributes are identified and disclosed to family members
during crisis intervention, the system can be remarkably receptive to self-
awareness and modification, which can lead to an eventual alleviation of
any family traumatization.

PREVENTING EMOTIONAL TRAUMA

Research on the prevention of systemic emotional trauma is nonexist-
ent, and the research on the prevention of individual emotional trauma is
insufficient. The most prominent scrutiny of the prevention of individual
emotional trauma has been focused on critical incident stress debriefing
(CISD) and critical incident stress management (CISM), both being group
crisis intervention techniques (Harris, 1995). In the past decade, CISD
and CISM have been used to help individual victims reduce their risk of
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developing traumatic stress disorder from a number of prominent trau-
matic events, including the raid on the Branch Davidian compound in
Waco, the bombing of the Alfred P. Murrah Federal Building in Okla-
homa City, and both of the attacks on the World Trade Center in New
York City.

Despite a number of outcome studies on the utility of CISD or CISM in
preventing the onset of emotional trauma, conclusions are uncer-
tain—sometimes CISD and CISM appear to work, sometimes not. The
usefulness of individual or group therapy to prevent the onset of a trau-
matic stress disorder has not been confirmed either. This chapter offers a
technique for preventing systemic emotional trauma in families. There
are no outcome studies to confirm the efficacy of this model either, but
there are informal case studies and anecdotal data available.

THE FAMILY CRISIS INTERVENTION MODEL

Families frequently move into a crisis mode of functioning as a result
of traumatic exposure to one or more family members. Many of these
families seek counseling or therapy for their systemic distress. Harris
(1991) described a model for providing crisis intervention with such fam-
ilies and to help them reestablish stability. Harris’ (1991) systemic model
is based on crisis intervention principles identified by Slaikeu (1984) with
individuals and includes five steps: (a) making psychological contact, (b)
exploring the dimensions of the family problem, (c) examining possible
solutions, (d) assisting in taking concrete action, and (e) follow-up.

The present family crisis intervention model attempts to revamp Har-
ris’ (1991) systemic crisis intervention model and bring it into the 21st
century. A note of caution is offered to the reader. The assessment and
treatment of the residuals of psychotrauma is a very specialized field.
There are specific standards of assessment and treatment, and the mental
health provider treating the family must be competently trained to treat
the emotional residuals of a stressor event and to take on these clients,
whether they are seen as individuals or as a family.

Stage 1—Making Therapeutic Contact

This stage has been modified from the original model (Harris, 1991).
First, the use of the heading therapeutic contact instead of psychological
contact reflects the importance of the family therapist as a crisis interven-
tionist for emotionally traumatized family systems and a facilitator of
family recovery from psychotrauma. Second, the term understood has
been removed from the original model. Harris and Linder (1996) suggest
it is rarely possible for family members to truly understand another
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family member’s viewpoint. However, they point out, family members
can come to know another family member’s viewpoint, accepting it
regardless of whether or not there is understanding. The concept of
knowing will become significant later in the model when the family heal-
ing theory is discussed.

In Stage 1, the family members are encouraged to tell their individual
stories. Figley (1989a) proposes that it is not enough to simply have fam-
ily members relate their idiosyncratic viewpoints; they must also tell
their trauma-related personal stories. All family members are given time
to tell their individual story. This includes even the small children. The
telling of one’s story allows each family member to feel heard, to feel a
part of the family, and, hopefully, to feel unfettered from what could be
the burden of traumatic memory. If all the stories cannot be told during
the session, the family is to have sessions at home⎯homework⎯where
they continue telling their stories until each family member has enlight-
ened the rest of the family.

Earlier, the concept of individual family appraisal of the stressor event
was discussed. During Stage 1, all family members have an opportunity
to either complete their individual appraisal of the stressor event or, if
incomplete, present their idiosyncratic appraisal to the family. Each fam-
ily member is encouraged to relate personal feelings, beliefs, thoughts,
concerns, and needs.

The family therapist’s role in Stage 1 is to primarily provide an open
atmosphere where family members can be heard, accepted, and sup-
ported. The family therapist listens to facts, watches for unspoken feel-
ings, corrects irrational thought, and, where necessary, tries to calm
intense situations. Secondarily, the family therapist tries to identify the
TFS Archetype family attributes that are disturbing and potentially in
need of changing. Finally, the family therapist helps the family learn to
listen to each other, watch each other, and support each other. All of this
is accomplished in the session or during homework sessions.

It is also during Stage 1 that the goals of the rest of the crisis interven-
tion are identified. The major goal of family trauma therapy is to restore
the family system to some level of balance (homeostasis) and comfort. It
is inconceivable to this author that the family that has been traumatized
can be returned to a pretrauma state of equilibrium, so the purpose of
family crisis intervention is to find a posttrauma state of equilibrium.

Stage 2—Exploring the Dimensions of the Problem

The TFS Archetype presumes that some or all of the pretrauma family
code (the functional and structural rules that make up family rituals, tra-
ditions, myths, customs, culture, heritage, conventions, and ceremonies)
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was problematic and that is why the family is having trouble adapting
posttrauma. As a result, one of the major goals of Stage 2 is for the family
to simply identify pretrauma barriers within the systemic rituals, tradi-
tions, myths, customs, culture, heritage, conventions, and ceremonies.
Going into the family code too deeply, however, may constitute shifting
from crisis intervention to therapy. This is best done in session and not
given as homework because the family may tend to go too deep without
the family therapist’s supervision and guidance.

The family’s objective is to allow each family member to communicate
the particulars of his or her idiosyncratic view of the traumatic event.
Additionally, it is a family requisite to allow each member to communi-
cate the particulars of his or her idiosyncratic view of the family and how
the family system was before, during, and following the traumatic event.
Here the family has to learn to accept that family communication is also
comprised of individual experience. This is where systems theory and
individual theory can become entwined and potentially confusing.

French and Harris (1998) present the opinion that it is one’s idiosyn-
cratic belief about one’s self and the world in which one lives that dic-
tates how one will cope with a traumatic experience. Janoff-Bulman
(1992, p. 5) proposed that we humans have a conceptual system that
“developed over time, [and] provides us with expectations about the
world and ourselves.” It is through this idiosyncratic conceptual system
that we pass every personal experience so we can judge its impact on our
lives. As a result, there is no systemic diagnosis for emotional trauma,
only individual diagnosis.

In the TFS Archetype, the whole system is not simply a summation of
the individual parts; it is different and has heuristic value in and of itself.
The concept of a change in one part ofthe system affecting the rest of the
system is paramount in present-day family systems theory (Nichols &
Everett, 1986). Many family system therapeutic models subscribe to the
belief that it is not the Freudian intrapsychic conflicts of the individual
that is the focus of therapy but the lack of balance and comfort within the
family system that is the preeminent treatment emphasis. The same is
true for systemic crisis intervention. The family must have insight into
individual family members before the family, as a system, can gain bal-
ance and comfort.

Stage 2 has three family therapist-oriented objectives:

1. To recognize, sort, and focus on the family-defined goals that
should be dealt with immediately (putting off less demanding goals
until later)

2. To create a positive recuperative climate by promoting favorable
family communication

3. To enlist family social support skills
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Social support skills, as defined by Figley (1987), include tangible aid
(money, shelter, clothes, food, etc.), emotional aid (love, respect, caring,
etc.), companionship, advice, and encouragement. Figley (1987) goes on
to suggest that improving the social support skills of a family is the hall-
mark of any crisis intervention. He reports a number of studies that show
that families are highly satisfied with the systemic effects of social sup-
port as a functional component of their therapy.

Systems therapists feel that individual intervention is important but is
frequently not enough because families appear so dramatically affected
by an individual family member’s emotional response to trauma or the
whole family system’s response to a traumatic event, or both. This usu-
ally creates dysfunction within the family system and requires interven-
tion or treatment that is oriented to more than an individual family
member.

Stage 3—Examine Possible Solutions

The TFS Archetype identifies pre- and posttrauma attributes of the
family system, which include the methods the family uses to process
information (adapt to change, self-organization, self-maintenance, and
self-regulate through communication). These attributes will be needed to
process and solve the problems (barriers) identified in Stage 2.

As Stage 3 begins, the family members have told their stories and
related their idiosyncratic view of the stressor event. They have dis-
cussed the family dynamics prior to, during, and following the stressor
event. The family has hopefully assembled a great deal of information
regarding how each family member thinks and feels; they are ready to
look at potential systemic solutions for their difficulties. The family has to
ask questions regarding what is making them out of balance and uncom-
fortable, and they have to look to what they will require to put them-
selves more in balance and comfort⎯the posttrauma state of being.

Homework during this stage is usually just having the family make
lists of barriers without going into possible solutions. The discussion of
solutions should not be done until the family has been trained to solve
problems. The techniques of problem solving are too lengthy to go into
here; however, it may be useful to identify the major problem-solving
steps that are the most useful in crisis intervention. The four basic steps
are:

1. The problem is owned by the presenter and stated in such a way as
to indicate that the presenter, indeed, owns the problem. This is
usually accomplished using “I” statements (e.g., I have a problem
with … ).
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2. Problems are never presented to the family unless they are pre-
sented concurrently with potential solutions.

3. Families then debate and negotiate solutions, not problems.
4. Rules are put into place to prevent the family members from impos-

ing barriers to problem solving.

The fundamentals of problem solving in crisis intervention focus on
strengthening the family’s skills to move beyond the obstacles that both
allow problems to persist and prohibit solving the systemic predicaments
the problems create.

In family crisis intervention, it has been discovered that the quickest
intervention that helps a family reach balance and comfort is to fully
know the stressor event. Harris (1995) suggested that the way an individ-
ual gains mastery over the emotional residue of a traumatic experience is
to both assimilate (take internally) and accommodate (make it fit with
one’s view of self and life) the knowledge of the traumatic event. Figley
(1984) proposed five victim questions that, when answered with little or
no emotional response, indicate that one has assimilated and accommo-
dated the traumatic event. We can adapt these victim questions systemi-
cally to help a family assimilate and accommodate to the traumatic event:

• What happened?
• Why did it happen?
• Why did we act as we did during and immediately following the

traumatic event?
• Why have we acted as we have since the traumatic event?
• What are we going to do if it happens again?

With these questions, the family therapist is urging the family to
review the traumatic event, explore the traumatic event, and reach a con-
sensus of knowing what happened to them as a result of the traumatic
event. They can accomplish this task by exploring the TFS Archetype sys-
temic methods of information processing from a pre- and posttrauma
point of view.

By exploring the last question, the family can look at how they will
prepare for future traumatic events. As the family haggles through
these five victim questions, they begin to move through their victimiza-
tion into survivorship. The family therapist can help them learn that
they are exchanging their family outcome of immobility and inaction
(victim identity) for one of mobility and action, in spite of the traumatic
event (survivor identity). However, as families negotiate through their
perceptions of what is systemically wrong, it is the rare family that can
come together for a common conviction of how to adjust.
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Figley (1989a) developed a useful concept to bring the family
together for a common assumption to align themselves—the family
healing theory. The family healing theory is the creation of the family’s
systemic perspective regarding the traumatic event. It is derived out of
their trauma stories, their individual beliefs and insights, their newly
acquired systemic beliefs and insights, and their attempts to clarify, cor-
rect, and interpret.

Earlier it was noted that the concept of knowing has become more
important than the concept of understanding (Harris & Linder, 1996) in
this crisis intervention model. The family healing theory can exist
because each family member does not have to understand the theory;
they just have to know it. They have the power to suspend their indi-
vidual beliefs, opting instead to take up the family healing theory as a
systemic belief. The family healing theory is truly a compromise
because it rarely makes everyone happy. Nevertheless, it provides a
common and constant foundation for systemic methods of dealing with
the trauma. Like a Phoenix being reborn in a flame, the family system
can be reborn through the family healing theory.

Stage 4—Assist in Taking Concrete Action

When the family has reached a systemic identity of survivorship
through the development of the family healing theory, it is ready to take
concrete action to bring itself into balance and comfort. This stage truly
relies on the skills and techniques of the family therapist. Harris (1991)
identified some of the necessary therapeutic skills as a sense of timing,
curiosity, creativity, and the use of self.

Families differ in the way they accomplish goals and tasks. They do
things at different speeds and in different manners. It is usually incum-
bent on the family therapist to learn the family system and work from
within its model of the world (Harris, 1995). The only way to ensure that
change persists is to provide change that is consistent with the family
system’s convictions.

Since there are numerous systemic techniques and family therapeutic
models, the crisis intervention model does not advocate a single
approach by which the family therapist should assist the family in taking
concrete action or try to change the family. It is prudent, however, to look
at potential intervention problems. In their significant work regarding
change, Fisch, Weakland, and Segal (1982) suggest that family therapists
consider the following cautions regarding interventions:

Do not rush the interventions; let the stages take their course. The family
therapist needs to recognize that the family which is seeking systemic cri-
sis intervention for the consequences of a traumatic event must go at a
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pace that is agreeable to it. The stages herein described are designed to
set a pace that the family can work within while giving the family thera-
pist some leeway to move it forward.

Recognize there are dangers in improvement. Many of us have learned that
behaviors that persist⎯whether positive or negative⎯are usually being
reinforced in some manner. So it follows that to change a persistent
behavior risks losing the sought-after reinforcement. As such, there is
commonly a cost to remedial change⎯systemic or otherwise⎯and that
cost often takes the form of lost reinforcement. There are those who will
do anything to continue to receive the reinforcement, whether uncon-
sciously (predictable, naturally occurring therapeutic resistance) or con-
sciously (purposeful therapeutic sabotage).

Do not attempt to force something that can only occur spontaneously. Fami-
lies can be differentiated according to their abilities to handle normative
and nonnormative transitions, especially in regard to their differing
degrees of shielding the system from stress (McCubbin & McCubbin,
1989). This suggests that some families will require very little crisis inter-
vention while others will require a great deal. It is important to allow the
family latitude to spontaneously repair issues that it is confronting dur-
ing a crisis intervention. This is why homework is often very important.

Do not use postponement as a technique to master the fear of the traumatic
event or traumatic issues. It is common for individuals and family systems
to put off confronting fearful material. The family therapist should help
the individual or family system confront the fear, albeit sometimes very
slowly, when it arises, but confront it nonetheless.

Do not attempt to reach accord through opposition. This admonition is
probably the most important of this group. It recognizes the interrelation-
ship that a family has and how one member may try to manage another
through opposition (typically a parent managing a child). Family mem-
bers must feel that their contentions regarding the family and the trau-
matic event will not be endangered or rejected by the other family
members, that they will be accepted as legitimate representations of the
individual’s view.

Do not confirm suspicions by allowing others to defend themselves. In
Shakespeare’s Hamlet (III, ii, 239), Queen Gertrude tells Prince Hamlet,
“The lady doth protest too much, methinks.” This protestation just
served to heighten the beliefs and concerns about the lady’s behaviors.
When a family member is accused by another, the defense usually only
manages to confirm the suspicion. The family therapist is urged to cen-
sure defensive conduct, opting instead for the view that differing
perceptions can coexist. Harris and Linder (1996) have shown that indi-
vidual family members can have diametrically opposed beliefs at the
same time, and that a family can abide by this reality once they are
trained to do so.
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Attempt to reach compliance through volunteerism. Family members have
to want to help one another. They have to want to reach compromise or
positive sacrifice for the good of the family system. The idea of volunteer-
ing to do so is a good way to gain cooperation and teamwork in systemic
problem solving. Compromise is not something we do very well in our
culture.

When families try to compromise, they are negating all of their personal
family member choices and are opting for a choice outside the system, one
that will usually please no one. For example, when a family tries to decide
where to eat, each family member chooses a restaurant. They debate the
pros and cons and, finding they cannot choose from the suggested eater-
ies, a compromise restaurant is chosen, one that no one really wants to fre-
quent. The result of the compromise is that no one is happy and the dining
is usually not enjoyable. Instead of compromise, a better approach is to
sacrifice. We will opt to eat at a suggested restaurant⎯one recommend by
another family member⎯so we can attend our choice of eateries at another
time. At first glance, this appears to be a compromise; however, after look-
ing deeper, we can see that it is indeed a sacrifice.

Positive sacrifice can be a unique state. Often we believe that when we
sacrifice, we are granting concessions to our belief system. This may be
true at times, but it does not have to be; positive sacrifice can occur with-
out discounting one’s beliefs. Positive sacrifices can be made by first stat-
ing your belief and then consciously choosing to place your beliefs aside
and allowing the other’s beliefs to take precedent. For example, a child
seeks to go to camp and the parents must decide whether to approve or
disapprove. Mother is worried and suggests their child has never spent a
night away from home before; she wants to disapprove. Father is excited
and reports he did the same camp when he was a child; he wants to
approve. This discussion has no room for true compromise—the child
will go to camp or not. One way this can work through positive sacrifice
is for the father to explain his confidence in his belief, acknowledge the
mother’s concern, and then opt to allow the mother’s concerns to take
precedence—the child does not go to camp. The other way this issue can
be resolved through positive sacrifice is for the mother to explain her
confidence in her belief, then acknowledge the father’s consideration and
opt to allow the father’s alternative to take precedence—the child goes to
camp. In both cases, each parent detailed his or her beliefs (not changing,
granting concessions, etc.) and chose to let their spouse’s option take
precedent.

Since there are probably other difficulties with interventions, the
family therapist needs to be very careful with the assignment of home-
work.
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Stage 5—Follow-up

Family therapy is a good resource for families in trouble. Rarely does a
family therapist completely terminate a therapeutic relationship with a
family. Usually, the immediate problem is terminated (following success-
ful treatment) and the family is encouraged to return when they need
future help with another difficulty. In family crisis intervention, the same
is true, but with a twist.

Family crisis intervention can require a great deal of homework. The
family therapist is advising the family to do much of the requirements in
the first four stages at home. They report their discoveries in the inter-
vention sessions and the family therapist tweaks the system from all the
components of the TFS Archetype (family functional and structural rules,
family attributes, family methods of information processing).

When family crisis intervention is not successful, the most common
explanation is that one or more family members were so traumatized that
it was impossible for them to reach a level where they could work suc-
cessfully with the family; the traumatized family members were simply
incapable of facing any additional stress. Such a case often requires the
family therapist to refer the individual family members to a specialist
who is qualified to treat the consequences of psychotraumatic stress.
Once the affected family members have worked through the emotional
residuals of the traumatic event and are ready to rejoin the family, family
crisis intervention can resume.

The second most common explanation for the failure of family crisis
intervention is that the technique is comparatively brief and not always
effective enough to provide the desired systemic relief. In these cases, the
family therapist may choose to move into a more sustained therapeutic
relationship with the family, immediately terminating crisis intervention.

In any event, the family therapist assures the family that he or she is a
resource and can be called upon as needed for follow-up (from the crisis
intervention) or therapy. Also, most family therapists are aware of a
number of useful resources in the community (e.g., other therapists, other
counselors, physicians, psychiatrists, community agencies, etc.) that fam-
ilies can be referred to for added assistance.

CONCLUSIONS

“Trauma does not occur in a vacuum, and often a number of family
members may be similarly traumatized …” (Turnbull & McFarlane, 1996,
p. 483). Following this statement, the major focus of this chapter has been
on crisis intervention from a systemic perspective for the traumatized
family. However, it should be noted that the family is not the only
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system within which we may function. When treating traumatized indi-
viduals or families, it is important to not ignore other larger systems that
may be potentially traumatized (extended family, workplace, church
group, social group, school class, etc.). Such unawareness can prove to be
extremely unfavorable to the outcome of trauma crisis intervention
because of the effects these other systems may be having on the present-
ing family.

Finally, the author wishes to remind the reader that this family crisis
intervention model has not been subjected to rigorous research. Much of
what has been written in this chapter is based on his unpublished, infor-
mal case studies. Case studies such as these are defined by Moon and
Trepper (1996, p. 393) as “clinical action research that is undertaken by
clinicians who wish to … disseminate their clinical innovations to a
wider audience through publication.” By definition, this research is not
quantitative and cannot meet strict positivistic assumptions for hypo-
thesis testing. However, informal case studies are extremely flexible and
allow for hypothesis generation which is part of the sum and substance
of this section.
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Enhancing Resilience Through 
Multiple Family Groups

KAREN CALLAN STOIBER, REBECCA J. RIBAR, AND 
GREGORY A. WAAS

Families and children are facing new and diverse threats to their men-
tal health and psychosocial well-being. High rates of divorce, single par-
enthood, community and domestic violence, and mental health problems
have altered the social context of family functioning in the 21st century.
The burden of such issues on children and families is significant and has
likely lowered quality of life for many families (America’s Children, 2002;
Department of Health and Human Services [DHHS], 2000). Multiple
family groups aimed at enhancing resilience and coping capacities
emerge as a viable intervention structure for helping families with chil-
dren.

The purposes of this chapter are to (a) overview indicators of stress
and trauma that can be addressed through multiple family groups, (b)
review general guidelines for conducting intervention groups involving
multiple families, and (c) highlight special considerations for conducting
multiple family groups to increase the family’s resilience to stress and
trauma. We also discuss meaningful ways of structuring groups for
enhancing parenting and parent–child relationships, promoting positive
outcomes for children, and improving home–school collaboration.
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INDICATORS SUPPORTING THE NEED FOR MULTIPLE FAMILY GROUPS

Stress from a variety of sources shape the conditions surrounding chil-
dren and families. Prevalence estimates indicate 10% to 22% (Burns et al.,
1995; Costello et al., 1996; Roberts, Attkisson, & Rosenblatt, 1998) of chil-
dren and adolescents in the U.S. experience considerable emotional and
behavioral problems that affect the development of academic and social
competencies. Yet, in any given year, approximately only one in five of
such children receive needed specialty services (Burns et al., 1995). The
recent report of children’s mental health by the U.S. Surgeon General
indicated serious concerns about the lack of appropriate diagnosis and
treatment in responding to children’s emotional and behavioral difficul-
ties (DHHS, 2000).

Approximately 16% of children (over 11 million) live in families hav-
ing incomes below the federal poverty threshold (America’s Children,
2002). In 2000, 28% of all family households were single-parent (U.S.
Bureau of the Census, 2000). Economic destitution is a grave problem for
many single-parent homes; as recent reports indicate, more than a quar-
ter of single parent families live below the federal poverty level (U.S.
Bureau of the Census, 2000). Most community and domestic violence
takes place in neighborhoods that are poor, socially isolated, and located
in inner cities.

Perhaps one of the most compelling reasons for multiple family groups
is that the unmet mental health needs of children and families remain as
high as levels reported two decades ago (DHHS, 2000). The overwhelm-
ing mental health and health care needs of children, adolescents, and fam-
ilies present a strong argument for multiple family group interventions
either provided in schools or coordinated through home–school
collaboration. Group and family-focused intervention services are not
only efficient but offer an essential and unique structure for prevention
and intervention (Stoiber & Kratochwill, 1998; Stoiber & Waas, 2004).

ECOLOGICAL RISK AND RESILIENCY MODEL

Recent studies have documented the greater likelihood of children
raised in high-risk family environments to be predisposed to serious
social, developmental, and academic problems (Jones, Forehand, Brody,
& Armistead, 2002; Murry & Brody, 1999). In particular, risk factors such
as limited social and economic support and community violence, when
fused with poverty and reduced parenting capacity, can have a marked
negative impact on the development of children and family functioning.

Poverty emerges as one of the primary sources, and perhaps the most
significant contributor, of distress on family functioning. The devastating

RT7545_C20.fm  Page 434  Thursday, May 13, 2004  5:42 PM



Enhancing Resilience Through Multiple Family Groups 435

role of poverty on family functioning has been delineated in work that
has attempted to disentangle the impact of poverty and single parenting
on child developmental outcomes. Recent analyses (Murry, Bynum,
Brody, Willert, & Stephens, 2001; Kleist, 1999) suggest that financial
strain influences youths’ adaptive development indirectly through
maternal psychological functioning and parenting quality. The educa-
tional attainment of single mothers was associated with better economic
conditions, which in turn foster parental involvement and supportive,
cognitively stimulating parenting practices. Such positive parenting prac-
tices were associated with greater cognitive skills and lower levels of
behavioral problems in youths. Conversely, financial strain in single
mothers was associated with depressive symptoms, less maternal self-
confidence, and poor parenting quality (i.e., punitive, aggravated,
unsupervised, and nonstimulating caregiving). These conditions in turn
predicted heightened levels of youth social–behavioral difficulties, risk-
taking, and academic problems. It appears that poverty and associated
family processes, rather than family structure, are vital factors for under-
standing child risk and outcomes associated with single parenting.

Social support has been hypothesized to be a salient protective factor
that diffuses the stress associated with economic hardship on maternal
psychological functioning, thus facilitating adaptive child development.
A series of studies have been conducted to assess the relationship
between social support, maternal depression, stress, and children’s
behavioral problems among low-income, African-American single moth-
ers and their children (see, for example, McGroder, 2000). Greater finan-
cial strain and instrumental support (e.g., monetary and child care
assistance), in conjunction with lower levels of emotional support and
paternal involvement, predicted elevated levels of maternal depression
and stress. Such maternal difficulties were positively associated with
increased physical punishment and child challenging behavior (Jones &
Unger, 2000; Stoiber & Houghton, 1994). These results suggest that social
support may intensify and lessen the effect of financial strain on maternal
functioning, and by extension, child outcomes. As the challenges con-
fronting parents who experience economic, psychological, and social
stresses are numerous, several researchers recommend a comprehensive,
competency-based approach to intervention (Fournier & Perry, 1998;
Kesner & McKenry, 2001; Stoiber & Waas, 2004).

Children of a particular subgroup of lone caregiving—those born to
adolescent, single mothers—are considered especially at risk for develop-
ing more social–emotional and coping problems than other youth
(Spruijt, DeGoede, & Vandervalk, 2001; Stoiber & Anderson, 1996).
Although not all children of adolescent mothers display problems in
development, several researchers have reported less competent coping
behaviors (i.e., poorer self-regulation, greater irritability, negative or sad
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affect, and poorer social engagement and adapting to situations) for chil-
dren of adolescent mothers. In particular, children of adolescent mothers
display poorer coping capacities when the adolescent mothers reported a
heightened degree of distress (Stoiber & Anderson, 1996; Stoiber &
Houghton, 1994). Stoiber’s findings also provide support for maternal
characteristics as mediating positive coping skills in young children and
thus serving as potential protective factors. In particular, adolescent
mothers who have positive and realistic expectations about their children
and who demonstrate responsive parenting behaviors (e.g., positive ver-
bal interactions, behavioral involvement, and monitoring) appear to have
children who fare better in their coping than children of other adolescent
mothers.

During the adolescent years, parental monitoring emerges as a key
protective factor in predicting adolescent difficulties across family struc-
ture. Research has suggested that single mothers’ lack of active monitor-
ing presents notable risks (Friedman, Terras, & Glassman, 2000; Noack,
Krettek, & Walper, 2001). For example, adolescents living in single-
mother homes, particularly adolescent males, were found to be three
times more likely to not complete high school compared to adolescents in
two-biological-parent families, despite similar levels of school achieve-
ment (Cookston, 1999). Among adolescents in single-mother homes,
school dropout appears to be more related to support and coping diffi-
culties than to cognitive deficiencies. Both male and female adolescents
living in single-parent homes engage in higher levels of risk-taking
behaviors and conflictual exchanges, assume more independence, and
are less likely to be supervised and monitored by an adult compared
with children in two-biological-parent homes.

Rather than regarding children and families surrounded by stressful
circumstances as uniformly at risk for dysfunctional patterns and nega-
tive outcomes, the ecological risk and resiliency model stresses individ-
ual differences in coping and adjustment (Jones & Unger, 2000;
McGroder, 2000; Stoiber, Anderson, & Schowalter, 1998; Stoiber & Good,
1998). A sociocultural, ecological approach illuminates contextual pro-
cesses associated with parental psychological functioning and child cop-
ing. Various dispositional characteristics and situational factors can
influence whether parents and their children surmount or succumb to
adversities (Murry et al., 2001; Stoiber & Houghton, 1994). Moreover, the
resilience model avoids “pathologizing” caregivers who experience at-
risk characteristics (e.g., poverty, single parenthood, community vio-
lence) and facilitates an examination of competencies that foster positive
family functioning and adjustment.
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MULTIPLE FAMILY GROUPS: CHARACTERISTICS AND CONSIDERATIONS

Multiple family group approaches were developed as clinically effi-
cient and cost-effective approaches to respond to similar crises experi-
enced by families due to lack of therapists to provide individual or
family therapy (Carlson, 1998). O’Shea and Phelps (1985) provide an
early description of multiple family group therapy:

A deliberate, planful, psychosocial intervention with two or more families
present in the same room with a trained therapist for all or most of the
sessions. Each participating family should have two or more members that
represent at least two generations in the family and are present for all or
most of the sessions. Sessions should have an explicit focus on problems or
concerns shared by all families in attendance. These focal problems should
pertain directly or indirectly to cross-generational family interaction. Ses-
sions should implicitly emphasize patterns in interfamilial interaction, as
well as utilize actual or potential alliances among members of different
families based on similarities of age, focal problem, or family role. (p. 573)

The essential distinguishing feature of multiple family groups is that
several families with children meet together simultaneously, with group
intervention processes facilitated by a group facilitator. Beyond this
defining feature, there exists considerable variation in therapeutic goals,
processes, and procedures incorporated within the broad category of
multiple family groups. Terms used in reference to this intervention
approach include the multiple family group (MFG), multiple family group
therapy (MFGT), multiple family therapy (MFT), and multiple family discus-
sion group (MFDG) (Carlson, 1998). In general, MFGT and MFT are variet-
ies of family approaches that place a greater emphasis on therapy or
therapeutic modalities. MFG and MFDG are variations of groups that
involve supportive and psychoeducational features rather than direct
clinical or therapeutic work. For the purposes of this chapter, the term
MFG will be used because professional work with families experiencing
high-risk conditions and multiproblems is conceptualized better as inter-
vention based on a systems–ecological perspective rather than as therapy
(Minuchin, 1995).

Similar to other forms of therapeutic or intervention work, MFG
approaches require ongoing planning, monitoring, and evaluating of the
therapeutic or preventative process. The primary goal of multiple family
groups is to provide prevention and intervention services to families with
children that share similar problems or issues. The intent of MFG is to
enhance and support healthy family interactions and improved coping
capacities. In addition, some forms of MFG may focus on promoting healthy
family–school interactions, resolve current concerns or conflicts, and serve
the welfare of the child within the family context (Christenson, 2002).
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Multiple family groups are especially useful for addressing the needs
of multicrisis families. Often conventional family therapy may not be
available or relevant for poor, multiproblem families with children.
Although direct therapeutic intervention with individual family mem-
bers or an individual family unit may occur in conjunction with multiple
family group approaches, assistance to multiproblem families frequently
needs to be multifaceted. That is, for families experiencing multiple crises
and stresses, individual approaches are often ineffective if the family’s
basic needs have not been met or if the family finds the therapy stigma-
tizing (Minuchin, 1995).

The general structure for multiple family groups is to improve or alter
affective, cognitive, and behavioral functioning of families with children
through group-focused prevention and intervention activities. Multiple
family groups having a prevention purpose seek to support the produc-
tive functioning of children and families and thus reduce the incidence of
psychological or social–behavioral problems or both in children and par-
ents. Prevention-oriented multiple family groups utilize resistance-ori-
ented activities and approaches prior to the development of serious
concerns, risk-taking behaviors, or other behavioral problems (Stoiber &
Kratochwill, 1998). An example of an MFG having a prevention focus is a
group designed to support adolescent parent or single-parent families
(Stoiber et al., 1998). Intervention-oriented MFG approaches focus on
families for which a problem has already been detected. Hence, partici-
pants of MFGs with an intervention focus usually share a similar mental
health issue, crisis, psychological problem, or behavioral disorder, such
as depression, child abuse, a chronic illness, or the loss of a significant
person (Stoiber & Kratochwill, 1998).

Group participant considerations. Prior to initiating an MFG, the clinician
or interventionist should consider the following question: “What reasons
and evidence exist to support conducting a multiple group intervention
rather than an individual-based intervention?” This question should help
delineate initial decision-making about the purpose and advantages of an
MFG. A response to this question also requires a thoughtful analysis of
the family group participants including type and severity of the problem,
capacity to work in a group, and the family’s social and emotional stabil-
ity. Inherent within MFG approaches is interactive dialogue and activi-
ties among and across families, including receiving feedback from other
group members.

Similar to conducting individualized interventions, MFG approaches
should incorporate adequate family assessment procedures that are used
for developing intervention goals and plans (Elliott, Witt, Kratochwill, &
Stoiber, 2002; Stoiber & Waas, 2004). By using procedures that link
assessment to intervention, the interventionist is able to evaluate impor-
tant considerations and conceptualize intervention plans based on
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several relevant indicators about family functioning, including the
severity of the presenting concern, source of stress, family needs for
support and education, focus of the intervention (e.g., all family
members, selected family members, mother–child dyad), and available
family resources.1 Individuals who demonstrate severe needs or
severe psychosocial problems are not considered good candidates for
an MFG. Attention needs to be given both to parent and child func-
tioning. Parent or adult family members should have the capacity to
function within the context of the group as a contributing group par-
ticipant (e.g., listen to others, wait to voice needs, cope in a group) and
to contribute to the group’s goal of producing positive coping and
functioning in families.

Children who exhibit particular problems that can interfere with
group participation and processing, such as Attention Deficit
Hyperactivity Disorder (ADHD) or severe antisocial or aggressive
characteristics, may not be well matched to MFG intervention. Sem-
rud-Clikeman (1995) aptly noted that children with severe impulsive
tendencies, language deficits, withdrawal, autistic characteristics, or
thought disorders may be poor candidates for many group interven-
tions. Moreover, those families or individuals experiencing heightened
crises or losses may require individualized attention, at least initially,
which is not typically feasible in MFGs. The family must demonstrate
the capacity to adapt to the social demands and expectations of the
group structure. Additionally, some MFG approaches incorporate
individual sessions with family units or family members to individual-
ize the intervention and feedback (e.g., Baker, Landen, & Kashima,
1991). Thus, additional sessions with individual families, follow-up
home visits, or other individual contact with a professional increase
the options for helping families experiencing heightened levels of
stress or difficulties.

Confidentiality. One further consideration in determining group par-
ticipants for MFG is confidentiality. Although confidentiality issues
pertain to all forms of therapeutic intervention, they emerge as a par-
ticular concern when conducting MFGs with multiproblem families
having limited coping capacities. Adult family members who have a
history with protective services and other social service agencies may
fear being honest with the facilitator and other group members during
group activities and discussion. Guidelines should be established at
the onset of the MFG about the need to contain revealed information
or aspects regarding parent–child interactions within the group and to

1. Editor’s note: See chapters 14 and 15 for Jane Gilgun’s and David Olson’s
family assessment tools which are particularly suited for determining where
and how best to intervene.
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not share sensitive information with nongroup members. Establishing
clear rules about the confidentiality of group interactions can help pre-
vent inappropriate sharing of information with nongroup members and
promote an atmosphere of openness, personal safety, and honesty within
the group.

Group size. Significant variability exists in the literature regarding the
number of families and children included in multiple family groups.
Some MFG approaches focus primarily on the adult family members
with the goal of developing competencies in the parent. Groups of 8 to 12
parents are typically viewed as an optimal number when group sessions
incorporate discussion, stress management, and skill demonstration.
However, larger groups (12 to 18 participants) may provide greater
opportunity for positive modeling and increase the likelihood that each
member of the group will identify with a fellow member (with whom
newly learned stress management skills can be shared). But larger groups
also have a number of risks associated with them. The facilitator will find
it more difficult to provide individual attention to each parent–child
dyad or family unit and to plan activities that are therapeutically relevant
and engaging to all families in the group, while it will be easier for some
children to be “off-task,” disruptive, or passive.

In general, MFG approaches that focus on family units contain fewer
numbers of adult participants so that appropriate attention can be given
to child issues and parent–child interactional components. One proce-
dure for minimizing the disadvantages associated with larger groups is
to recruit a co-therapist or assistant to help plan and implement group
activities. The use of a co-facilitator also holds considerable advantage
because therapeutic tasks can be split and thus more easily monitored
(e.g., one facilitator is responsible for implementing the MFG interven-
tion activities while the other has responsibility for monitoring affective
and coping responses of group participants).

Group facilitator considerations. Consideration needs to be given to ori-
entation, skills, and knowledge base of the group facilitator. Group inter-
vention work involves a planned process of psychosocial interaction
between the group facilitator and the family group participants.
Although some groups focus primarily on adult family members because
their functioning very directly affects child functioning, the parent–child
relationship and family functioning remain a primary focus. The intent of
MFG approaches is competence enhancement of both adult and child
participants. As such, the skills required of group facilitators are diverse
and involve making positive connections with adult family members and
their children. Research has suggested that conducting MFGs is a highly
complex task which involves building rapport with each participant,
facilitating family interaction and cross-family interaction, developing
group cohesion, and responding to individual member needs as
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indicated. As stated cogently by Dombalis and Erchul (1987, p. 488),
“Assessing and influencing a single family system requires a great deal
of finesse and skill; managing several families at once demands even
more.”

The group facilitator must adapt the MFG to the developmental levels
of the child group members and phases of family life. Group facilitators
need to have well-developed competencies in the areas of coping skill
development, empathy, listening, collaboration, confronting, conflict res-
olution, and negotiating. Facilitation of intervention groups involves var-
ious multitasking capacities. As noted by Stoiber and Kratochwill (1998,
p. 5),

Although similar competencies are needed for individual counseling and
therapy, knowledge and skill in their use is more complex when one needs
continually to focus and re-focus attention on affective, emotional, and
behavioral indicators across several individuals. The group facilitator
should monitor the development and progress of each group participant,
which frames what and how questions are asked and processed, guides
observations, and informs when and how to proceed. An ongoing,
conscious effort to attend to all group participants is extremely demanding
work. Similar to other areas of mental health competence, group facilitation
develops with deliberate reflective practice, explicit skill refinement,
continuous monitoring, and careful supervision.

Group facilitators of MFGs must continually evaluate their own
competence in dealing with and responding to the complex nature of
family intervention so that they do not go beyond their professional skill
and knowledge base. Although MFG can be a powerful form of interven-
tion for families experiencing similar stresses and challenging life
circumstances, it can produce unintended and adverse effects if facilita-
tors enter into the process with naïve notions about the dynamics and
mechanisms involved in conducting groups (Arnold & Hughes, 1999;
Stoiber & Waas, 2004).

Group structure and development. An extensive body of literature exists
on the stages of development for group intervention and in conducting
MFGs (e.g., Carlson, 1998; Corey, 2000; Yalom, 1995). Although a detailed
review of this literature is beyond the purview of this chapter, it is impor-
tant for group facilitators to be aware of the typical stages a group goes
through during the MFG process. Corey (2000), for example, has identi-
fied four general stages of group development. In Stage 1, group mem-
bers define rules and goals and expectations, begin the process of
establishing trust and identity with the group, and establish norms of
behavior. For MFGs aimed at promoting coping capabilities, this stage
may involve such tasks as assembling families and setting the schedule
for group meetings, establishing rules for the group, and completing
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activities designed to encourage group cohesiveness and trust among
group members.

During Stage 2, group participants confront and work through feel-
ings of resistance and anxiety. For an MFG, several issues typically
emerge in this stage, including fears of stigmatization, doubts and anxi-
ety about trust and confidentiality, and the realization that change
requires considerable effort on the part of family members.

During Stage 3, the MFG moves into a period of cohesiveness and pro-
ductivity. This stage often represents the work phase of the MFG when
groups focus on specific objectives that match participants’ needs and
provide a structure for therapy sessions (e.g., coping skill management
and anger control, coping with a chronic illness or loss). Structured exer-
cises such as role plays and nurturing activities may be used to help alter
patterns of interaction within families and to foster peer help and sup-
port across families. In this stage, extra care should be taken to ensure the
active involvement of all group members in each MFG session. For exam-
ple, the group facilitator often assigns roles to all members of the group
during activities (e.g., while two members are role-playing, two others
are serving as judges and providing feedback).

Finally, in Stage 4, participants review the gains they have made
during the group session and prepare for termination and possible after-
care. Particular attention may be given to helping families establish social
support networks with each other. In addition, participants often review
the use of self-management and coping approaches to respond to various
potential and future stressors.

Intervention Goals of Multiple Family Groups

A broad range of intervention goals for MFG approaches has been delin-
eated in the literature (Carlson, 1998; Clark, Paulson, & Seidl, 1998). Com-
mon goals of MFG include (a) better family functioning, (b) greater mutual
liking and respect among family members, (c) increased capacity to enjoy
day-to-day living, (d) sharing of attitudes and concerns about parenting, (e)
recognizing and developing ways of coping with family conflict and difficul-
ties, (f) reducing risk for maltreatment and neglect by focusing on the par-
ents’ needs and in increasing their sense of effectiveness, (g) providing peer
support and reducing social isolation, (h) improving parent interactions and
communication with their children, (i) eliminating or reducing negative
thought patterns or dispositions about parenting and the parent–child rela-
tionship, and (j) increasing capacity to develop satisfying relationships
within the family and with friends. Obviously, particular family needs and
issues will determine which goals are selected and form the basis for inter-
vention plans and individual session goals.
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The types of goals that are selected and addressed as well as the
format of the MFG also will determine the number and length of inter-
vention sessions. Sessions generally extend for 1 hr to 2 hr in length and
vary from weekly to monthly in frequency. Education-oriented MFG
approaches tend to be more structured in form and short-term in
duration (generally consisting of 6 to 8 sessions). MFG approaches aimed
at altering parenting practices, improving family interactions, and
enhancing problem-solving strategies for dealing with stressful life
events may require more frequent and extensive sessions (10 to 20 ses-
sions occurring on a weekly basis). An empirical study of MFGs by Cas-
sanso (1989) suggested that more than 10 sessions might be optimal for
extending the work phase and enhancing social support networks among
families.

Multiple Family Group Features and Elements

The particular characteristics of any particular MFG will be influenced
by a number of factors: orientation of the group facilitator, length of
intervention, age of group members, motivation level, and problem
severity of the participants, environmental constraints, etc. In addition,
the primary focus of the MFG will require attention to specific consider-
ations. In the following section, we discuss four approaches to multiple
family groups: (1) multiple family groups for enhancing parenting based
on a stress and coping framework, (2) multiple family groups for enhanc-
ing child functioning, (3) school-based multiple family groups, and (4)
family–school collaboration.

Multiple family groups based on a stress and coping framework. We find the
use of a systems or ecological model of stress and coping to be most
productive for conceptualizing the group interventions for families expe-
riencing crises or multiproblems. MFG approaches based on a stress-and-
coping model focus on improving the family’s capacity to handle the par-
ticular stressors or challenging circumstances in its members’ lives. In
this regard, the MFG enhances the adaptive capacities and competencies
of the families as opposed to providing therapy to adult or child partici-
pants. In general, MFG approaches view families as demonstrating
nonproductive or maladaptive functioning because of being over-
whelmed by pressing demands and limited resources.

Most MFGs based on stress and coping models incorporate multicom-
ponents including (1) self-monitoring procedures for evaluating and
responding appropriately to stressful events, (2) muscle relaxation
techniques for activating positive coping, and (3) systematic cognitive
restructuring of negative thoughts and triggers. Despite the inherent ben-
efits of stress-reduction-oriented MFGs, family stress can interact with
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the effectiveness of the intervention group; professionals need to be
aware of the manner in which parent stress levels can influence the out-
comes attained through group interventions. For some families, the
demands of the MFG may simply increase family stress by creating addi-
tional constraints on already limited family resources (Fine, 1995).

There are several group approaches aimed at enhancing skills or com-
petencies in parents sharing common characteristics or stressors. For
instance, Stoiber et al. (1998) describe a therapeutic group approach for
parenting teens. Topics such as feeding, health, bonding, nurturing, and
discipline are included in this multiple family approach in which the par-
ents and their infants or young children are involved. Strategies for
enhancing parenting skills in this type of MFG include role-playing,
discussion of parenting practices, and opportunities to practice skills.

Families at risk for child maltreatment (e.g., substance abuse, parental
history of abuse, etc.) can also benefit from MFG approaches, especially
when an explicit focus is given to the parent–child relationship. Gener-
ally, five to seven families can be served within a relationship-focused
MFG (Clark et al., 1998). A separate group involving parent participants
and one for children can be conducted simultaneously with different
facilitators leading each group. These separate parent groups and child
groups are then followed by a combined group wherein parent–child
dyads function together within the MFG. Typically, fostering healthy
parent–child interactions is the focus of the multiple dyadic group; how-
ever, the needs of the parent, child, and entire family can be considered
within this MFG structure. Clark et al. suggest that children involved in
these groups are generally young, ranging from approximately 3 to 24
months of age.

Promoting resilience in children. Stoiber and Waas (2004) discuss several
important characteristics of group interventions aimed at promoting
resilience. For instance, interactive techniques and comprehensive
competency-based strategies should be employed to facilitate as much
involvement from families as possible. Children in these groups can
benefit from instruction of positive decision-making skills, motivation,
and social competence. Also, children who are identified to be at risk
should be targeted before serious problems occur. It is generally most
effective to target a cluster of risk-taking behaviors rather than focusing
on one very specific problem behavior (such as drug use, gang involve-
ment, or violence). Interventions of this type should include realistic
expectations for youth participants and be sensitive to developmental,
cultural, and ethnic characteristics of the participants.

Topics typically covered in programs that aim to facilitate the
development of resilience include goal setting, values clarification,
communication, conflict resolution, social support, and problem solving
(Stoiber & Waas, 2004). It is also important to stress the development of a
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positive relationship with at least one adult role model, such as an adult
mentor from the community, if the parent is unavailable to participate in
the MFG. The incorporation of such community resources can provide
long-term benefits and ongoing social support to youth who are prone to
at-risk behaviors.

School-based multiple family groups. Schools are viewed as key sites for
MFGs for at least three reasons. First, the literature on the mental health
needs of school-age children is replete with examples documenting the
effect of family functioning on the child’s school-related performance,
including physical, academic, social, and behavioral functioning (e.g.,
Christenson, 2002; Jones & Unger, 2000; Stoiber & Good, 1998). A second
reason centers on accessibility and acceptability issues. Both children and
parents are more likely to engage in MFG services provided in schools as
compared to community-based or clinic-based mental health services
because schools connote a less stigmatizing environment. Third, groups
are a natural context within which children function in the school. Schools
are considered to be in a strategic position for conducting group preven-
tion and intervention because groups involving family members can be
formed naturally and utilized readily.

Several researchers (Carlson, 1998; Dombalis & Erchul, 1987) have dis-
cussed MFG approaches conducted within the school setting. Such
approaches typically focus on the development of networks with the com-
munity to support and help families. Within this model, referrals for MFG
are typically generated at the school level, with the group facilitated by
various cross-disciplinary school staff (e.g., school psychologist, social
worker, counselor). It should be noted that if a student has been deter-
mined to have a disability and the child’s individual educational plan
stipulates a need for family intervention, the school is then responsible for
covering the cost of the treatment.

Advocates of MFG approaches conducted within, or coordinated by,
the schools view student problems from a systems framework, and
conceptualize coping difficulties and other problems as a culmination of
many factors that may influence the child, rather than as individual
shortcomings. To adequately assess the many forces affecting a child’s
life, several researchers suggest ongoing communication with the many
individuals involved with the family to improve the child’s response to
the MFG. These individuals may include extended family, neighbors,
friends, churches, and school and government employees. Stoiber and
Waas (2004) also suggest that collaboration such as joint intervention
planning and implementation between group facilitators, families, and
school personnel can lead to improved outcomes for children. Such
collaboration should facilitate the generalization of coping skills learned
in the MFG to multiple settings.
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One of the key advantages of conducting school-based MFGs is that
they provide an opportunity to develop goals and objectives for positive
change which maximize ecological validity. By conducting MFGs in the
school milieu where many of the child’s difficulties are manifested, the
group facilitator can consult closely with teachers and observe the
student’s coping skills in critical settings (e.g., classroom, lunch, play-
ground). Information collected through these procedures can then be
used to carefully match the MFG objectives and activities with the child’s
needs (Elliott et al., 2002; Stoiber & Kratochwill, 2002). However, children
and families might be concerned about possible stigmatizing effects of
participating in an MFG. In this regard, school staff should make a con-
certed effort at “normalizing” participation in the group intervention.
Facilitators may want to develop an acceptable name for the group or
encourage families to construct a name that feels comfortable to them
(e.g., The Family Friendship Group or The Moms–Pops–Tots Group) as a
way to ameliorate possible stigmatizing effects.

In general, effective school-based prevention and intervention
programs incorporate three important components (Greenberg, Domitro-
vich, & Bumbarger, 1999; Zins, Elias, Greenberg, & Weissberg, 2000).
Effective programs (a) develop cognitive and behavioral skills in both the
parent and child which are protective, (b) help families become better
attuned to emotional regulation and potential stressors, and (c) improve
social functioning and relationships of children with parents and peers.
Those interventions found to be most efficacious integrate systems of
mental health into systems of education and childcare. Effective
approaches also assist in attaining resources at the individual (e.g., addi-
tional parent or child therapy or both, educational and job training), the
family (e.g., parent–child interaction interventions, paternal involve-
ment), and the community (e.g., affordable child and health care) level.
Successful provision of these comprehensive services requires collabora-
tion among psychologists, social workers, and community organizers.

Home–school collaboration for enhancing family resilience. The purpose of
home–school collaboration is the enhancement of children’s competence
in four areas: academic, social, behavioral, and emotional (Christenson,
2002). According to Christenson, it is imperative for schools to create
relationships with families so that success in all of these critical areas of
functioning can be realized.

Various researchers have defined the process of collaboration in
different ways. Esler, Godber, and Christenson (2002) refer to
home–school collaboration as working relationships between families
and schools to facilitate children’s learning. Minke (2000) more broadly
defines the concept as diverse individuals with various areas of expertise
working as equal partners. Esler et al. stress the importance of collabora-
tive relationships between schools and families because the influences of
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the two forces on children’s lives are very difficult to separate. They fur-
ther state that this process can only be successful if a family feels
respected, empowered, and consulted. Minke echoes this sentiment and
voices concern over the tendency for family involvement to be school-
directed as opposed to family-focused.

As a testament to the importance of home–school collaboration,
national standards for family involvement programs have been devel-
oped (Esler et al., 2002). First, communication between home and school
should be regular, two-way, and meaningful. Next, parents’ capacity to
cope with the demands of parenting should be promoted and supported,
and parents should play a role in student learning. Also, schools should
be inviting environments where parents feel welcome and comfortable in
requesting support or assistance from school staff. The standards call for
parents as full partners in decision-making. Finally, community
resources should be utilized to strengthen collaborative efforts between
schools and families and to promote positive outcomes for children.

The standards provide some general guidelines, but they do not
specifically provide any strategies for accomplishing the goal of
improved home–school collaboration. Esler et al. (2002) describe a model
that is based on attitudes, relationships, and actions. Key components
include family-centered practices such as family orientation, positive atti-
tudes, sensitivity, and friendliness. The development of trust is another
important step in the process and can be accomplished through accep-
tance of families as they are, sharing of information and resources, and a
focus on parents’ concerns, needs, and goals. Further suggestions for
school personnel for the development of a trusting relationship include
keeping one’s word, discussing issues openly, and being prepared for
meetings involving family members. An additional component of the
model is acknowledging parents as equal partners and experts on their
children. Cultural diversity must also be respected, which can be accom-
plished by creating an environment that allows for the expression of
many different cultures. Another important component is the develop-
ment of personal connections through frequent calls home, face-to-face
conversations, and relationships on a first-name basis. Finally, an overall
welcoming c l imate  is  important  for  successful  home–school
collaboration. Family resource centers and open house events are some
ideas for creating a family-friendly school environment.

Minke (2000) presents an alternative model of collaboration that is
untested but shares some of the characteristics of the model presented
above. The framework discussed by Minke is known as the CORE (con-
nection, optimism, respect, empowerment) model. The first connection
component consists of the development of trusting relationships, shared
goals and a common vision, and the constructive use of conflict in the
form of positive problem solving. The optimism component is crucial
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because of the difficult nature of the process of collaboration. Here school
and family participants are encouraged to focus on systems rather than
individual problems, link behaviors to the context, and assume those
involved are doing their best. The respect component refers to the
acknowledgment of others’ expertise and the acceptance of unchangeable
situations. In the empowerment component, participants are viewed as
change agents, each with their own strengths, competencies, and growth
potential.

Minke (2000) offers some additional strategies for successful
collaboration. First, she suggests school personnel act as an effective role
models by demonstrating systemic thinking, effective listening and com-
munication skills, and solution-focused problem solving. Also, opportu-
nities for the development of relationships should be created, which can
be achieved through family–school teams and family-oriented social
events. Collaborators also need to find and utilize resources pertinent to
specific cases. Additional strategies include prioritizing collaboration and
being judicious in collaborative decision making. Specifically, problems
and existing resources should be examined within a systems approach,
and efforts should focus on small changes that can affect the system.
Finally, Minke stresses the need for patience in the collaborative process,
as it could possibly take 3 to 5 years to reach a level of true collaboration.

Any discussion of home–school collaboration must consider the
notion of social or cultural capital. According to Christenson (2002),
many parents do not have a positive history of school experiences, or
they may be unfamiliar with the practices and policies that guide educa-
tion. This leaves them in a difficult position of trying to guide their
children through the educational system. Most parents genuinely care
about their children and want to assist them; however, issues of social
and cultural capital may make parent involvement in school-related
activities very difficult.

CONCLUSIONS AND IMPLICATIONS FOR THE PRACTICE OF MULTIPLE FAMILY 
GROUPS

Although evaluation research on group prevention and intervention
generally supports the effectiveness of group approaches, the evidence
base endorsing MFGs is not unequivocal, and continual focused research
and program evaluation are needed. Nonetheless, as the challenges
confronting multiproblem, poor, and distressed families are numerous,
several researchers recommend a comprehensive, competency-based
approach to intervention (Fournier & Perry, 1998; Kesner & McKenry,
2001; Stoiber et al., 1998). Thus, rather than focusing on remediating
family deficits, the intent of MFG approaches is to enhance the coping
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and psychological resource management of families facing stressors and
crises. Specifically, it is important for facilitators of MFGs to be cognizant
of the effects of limited adult resources within multiproblem and stress-
ful households, and thus, to provide families with the help and support
needed to promote resiliency and adaptive outcomes. Approaching mul-
tiproblem families within an ecological–normative stress and coping
framework also facilitates moving the focus of prevention and interven-
tion from altering a deviant family structure to enhancing coping ability,
optimizing parenting resources, and clarifying critical family roles and
responsibilities regarding the child.

A competency-based approach does not preclude the need to be cogni-
zant of the stresses surrounding families in crisis, including economic
strain, childcare and health insurance issues, depression, and other life-
transition circumstances. Therefore, facilitators of MFGs must be aware
and must attempt to address these multiple issues. In addition, group
facilitators should implement evidence-based practices (Stoiber & Kra-
tochwill, 2000; Stoiber, 2002; Stoiber & Waas, 2004) by drawing upon pre-
vention and intervention approaches that have been shown to reduce
depression, aggressive and violent tendencies, and stress-related trauma.
The most vital role for facilitators of MFGs is the promotion of healthy
relationships and functioning—both for children and families.
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Psychoeducational Treatment 
of Stressed and Traumatized 
Couples

CLAIRE RABIN AND ZEV APEL

Many factors determine how families cope with high levels of stress
and trauma. Even the most catastrophic traumas are influenced by medi-
ating factors that interact with the severity of the stress to determine the
degree of damage and future coping. Having information and knowl-
edge about stressful and traumatic situations is one such factor that can
mediate the manner in which people process and understand difficult
and potentially overwhelming situations. Equally important to positive
coping is the degree of social support received before, during, and after
stressful or traumatic events.

McCubbin and Figley (1983) note that families generally operate on an
assumption of a predictable normal cycle, anticipating and accepting a
sequence of events that will occur throughout the life course. When life
brings sudden, unexpected, and even catastrophic events that impinge
on the normative stress that families regularly undergo, families cannot
rely on past experiences or the guidance of others; they are left to fend for
themselves. In these situations, human contact is a primary antidote to
both the direct experience of catastrophic events and the longer term
adjustment to traumatic memories. Most of the literature on stress and
trauma emphasizes the importance of support from family, friends, and
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helpers as crucial in cushioning and ameliorating the effects of extremely
difficult life situations. Family members are more able to serve as
resources for one another when they are themselves supported through
stressful or traumatic events. Families who do not receive support may
find that a previously warm atmosphere can be eroded by increasing
conflict, bitterness, and alienation.

There are two major modes of helping people navigate and ameliorate
the potential harmful effects of stress and trauma. The first involves cog-
nitively processing stressful and traumatic events in a manner that makes
them understandable, meaningful, and more predictable. Information,
knowledge, and cognitive coping skills are all crucial in the treatment of
stress and trauma. Patterson and Garwick (1998) have reviewed the liter-
ature on how families develop a sense of coherence and shared meaning
in the light of serious stress. They note that almost all theories of family
adaptability to stress include a cognitive aspect to coping well. Elements
of this cognitive aspect of coping include the degree to which families
develop and maintain a sense of mastery, a belief that the family can
learn and gain control, the degree of openness to new information, a
belief in their solidarity as a unit, and their overall sense of optimism,
security, and meaningfulness.

The second mode of help comes through connections and bonds with
others. Strengthening family and social support, and deepening connec-
tion to others—especially others who more readily recognize and under-
stand the family’s experience because they are experiencing similar
stress—are the central goals in the treatment of stress and trauma.
Clearly, cognitive and social support factors are highly interrelated. A
family that develops a strong sense of coherence and solidarity is more
likely to view stress in an optimistic and health promoting manner.

Psychoeducational methods are designed to meet these two treatment
goals and therefore constitute a major resource in helping families deal
with stress and trauma. Psychoeducational groups constitute a form of
helping that is based on (a) creating cognitive change through education
and (b) increasing social support through connections with people in
similar situations. Psychoeducational groups give targeted populations
knowledge and skills while fostering group solidarity, mutual help, and
discussion as a form of social support.

While various types of psychoeducational methods differ significantly,
they all contain certain philosophical and practical aspects in common.
Psychoeducational groups, regardless of format, theoretical underpinning,
or population targeted, are based on structured sessions that utilize stan-
dardized educational modules provided in a time-limited format. These
modules are taught in groups using a variety of educational methods,
including lectures, videotapes, group exercises, readings, discussions, and
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skill training. From the start, participants are provided with a syllabus
which specifies the topics that will be covered and the learning goals for
the experience.

Psychoeducational groups for families have appeared under different
names over the years. In addition to the concept of psychoeducational
programs (Leveat, 1986), they have been termed “family life education”
(Groves & Groves, 1947), “marriage enrichment” (Mace & Mace, 1975),
“relationship enhancement” (Guerney, 1977), “skill or competence train-
ing” (L’Abate, 1990), and “preventive approaches” (Berger & Hannah,
1999). Although Berger and Hannah make a distinction between preven-
tive and therapeutic methods, such a distinction is not supported by
research. Studies suggest that a sizable proportion of prevention partici-
pants are, in fact, distressed (DeMaria, 1998; Zimpher, 1988). Moreover,
considerable change is effected within these types of groups, making the
distinction between preventive and remedial methods difficult to main-
tain.

In the case of psychoeducational methods with populations at risk due
to stress or trauma, the distinction between therapy and prevention
breaks down entirely. Structured psychoeducational programs have been
found to be particularly effective as a preliminary stage to individual
treatment and thus serve a distinct function in the overall continuum of
care. Psychoeducational methods are best conceptualized as a form of
treatment that can either stand alone or be combined with other forms.

PSYCHOEDUCATIONAL METHODS FOR FAMILIES AND COUPLES

Family and couple psychoeducational groups have gained increasing
support and interest in the last 20 years and especially in the area of
trauma in the last 10 years. In this chapter we will review some of the lit-
erature on family and couples groups, which are usually classified under
the heading of family and marriage enrichment or preventive approaches
for families. What all these groups have in common is a structured for-
mat which includes (a) a time-limited predetermined course of study for
the group, (b) a topic for each session, (c) use of lecture material com-
bined with experiential exercises, (d) role play and demonstration of
skills, and (e) use of educational teaching tools such as audio/video and
handouts. This does not mean that these groups do not deal with peo-
ple’s emotions or problems. Group discussion and sharing is a crucial
element in all these groups. However, group leaders and facilitators are
trained to stay focused on the topic, to universalize individual concerns,
and to bring the group discussion back to the predesignated topic. Strong
bonds are often forged between group members as their mutual concerns
become evident.
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While the focus of psychoeducational work with families and couples
is on teaching, an overall goal of all preventive work is strengthening and
utilizing the family’s inner existing resources. Thus, an emphasis on
fostering family and couple strength and pride is a common factor in all
the psychoeducational groups. For example, Lachariete and Daigneaut
(1997) showed the effectiveness of an enrichment group for families with
preschoolers. Their program showed increased parental perception of
competence, a fairer division of household and child caring responsibili-
ties between the mother and her main support figure, and a reduced
degree of parental stress, especially around child difficulties. Even
programs which target families with special needs, such as families of the
mentally ill, emphasize the importance of identifying family strengths
(Zipple & Spaniol, 1987). Alessi (1987) notes that the task of a parent
group leader is to encourage the group to help members feel better about
themselves as parents and people.

There are many different theoretical orientations for conducting
family and marital enrichment groups. While the majority of programs
focus on parents or couples, some programs include entire families and
invite parents together with their children (Sawin, 1986). Some programs
stress religious values and spirituality (McWhirter, 1989), while others
focus on dual career issues (Avis, 1986) or normative crises such as
letting children go off to college (Catron & Catron, 1989). Other popula-
tions targeted for psychoeducational groups include teenage fathers in
preparation for parenthood (Kiselica, 1994), parents of children with
intellectual disabilities (Schultz, 1993), and aging parents of adults with
developmental disabilities (Smith, 1996).

Berger and Hannah (1999) review the major approaches that have con-
tributed to the marriage enrichment field. These include programs based
on Alfred Adler’s work (Carlson & Dinkmeyer, 1999), on object relations
theory (Hendrix & Hunt, 1999), on communication skill training (Miller
& Sherrard, 1999), on the work of Virginia Satir and family systems theo-
ries (Gordon & Durana, 1999), and a program based on empirical studies
of couples interactions (Gottman & Gottman, 1999). There is a wide diver-
sity among these programs in regard to the number and duration of ses-
sions, ranging from a single weekend to a 4-month course of study. From
programs that demand professional degrees to programs that utilize lay
couples as mentors, there is considerable variation in training and profes-
sional accreditation required of group leaders. Different programs stress
different content material, depending on their theoretical orientation.
However, all programs focus on some form of communication training
and attempt to strengthen couple commitment and intimacy through cre-
ating shared values, increasing knowledge about marriage, and providing
social support for married partners.
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Many studies have evaluated the short-term benefits of these
programs and consistently found them to increase (a) family and couple
sense of well-being, (b) satisfaction with relationships, (c) cohesiveness,
and (d) trust (Hickmon, Protinsky, & Singh, 1997). A meta-analysis of 85
programs which varied in content, format, duration, orientation, subject
characteristics, outcome measures, and length of follow-up found these
programs to be beneficial and to be providing at least some long-term
gain (Giblin, 1986). However, some recent studies found that couples
may experience more distress after psychoeducational programs, leading
researchers to caution practitioners to evaluate their programs carefully
and design them specifically for targeted populations and problems
(Kelly & Fincham, 1999).

Psychoeducational Approaches for High-Level Stress and Trauma

While psychoeducational methods had their start in the prevention of
distress among nonclinical populations, their use has expanded to
populations undergoing severe stress and trauma. Most of these programs
are not intended to replace individual, couple, or family counseling.
Instead, they serve as an adjunctive form of treatment, assisting stressed
and traumatized couples and families to make sense of their situation
and obtain social support. Psychoeducational programs also help people
who might not ordinarily make contact with professionals to do so under
the auspices of a universal and normative educational experience.

Most programs offer an overview of general knowledge about the
problem area to increase cognitive understanding of the particular
stressors to be expected and the types of coping skills that are available.
Each session allows participants to discuss their own personal experience
related to the topic discussed and fosters mutual problem solving so that
participants can experience their own expertise and the experience of
helping others. Sessions generally consist of skill training and practice of
cognitive and behavioral strategies used in coping with stress, often
including homework assignments to help extend the new behaviors into
everyday life.

Abuse has received considerable attention in the development of
psychoeducational groups. Some abuse-related populations reached with
this method include foster parents of sexually abused children (Barth,
Yeaton, & Winterfelt, 1994), parents who have abused their children
(Berry & Cash, 1998), children and adolescents living in violent commu-
nities (Jones & Clark-Selder, 1996), child sexual abuse survivors (Sweig,
2000), and nonabused children receiving sexual abuse prevention skills
(Hazzard, 1993).
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Addiction is another area that has sparked the development of creative
psychoeducational groups. These groups include relapse prevention for
compulsive crack cocaine smokers and other drug use (Wallace, 1989; la
Salvia, 1993; Knight, 1994) and groups for family members who are
exposed to the drug user (Dore, Nelson-Zlupko, & Kaufman, 1999).

Psychoeducational groups for mental illness have been found to be a
useful adjunct to medication, family therapy, and traditional forms of
group work. Thus patients with schizophrenia (Asher & Krause, 1991),
depressed students (Burak-Maholik, 1993), patients with bipolar
disorders (Miklowitz & Hooley, 1998), and troubled children (Brendtro &
Van-Bockern, 1994) all have been offered the opportunity to take part in
psychoeducational groups.

Psychoeducational work is especially empowering for people who suf-
fer from some form of social stigma such as mental illness. Giving informa-
tion about the disease and the problem area offers the chance to separate
the person from the problem. The person is treated not as a schizophrenic
but as someone who has to cope with the stresses associated with the dis-
ease and for whom knowledge and skills can be learned not just from the
professional but also from others who are coping with similar situations.
Psychoeducational groups have been found extremely useful for empow-
ering families who are dealing with highly stressful and stigmatizing situa-
tions. Families dealing with AIDS (Pomeroy, 1995), unemployment and
downsizing (Foley & Smith, 1999), bereaved children (Vickio & Clark,
1998), and immigration (Thomas, 1992) are all potentially traumatized pop-
ulations that share a similar need for education and support.

PSYCHOEDUCATIONAL PROGRAMS FOR PRISONERS AND 
THEIR SPOUSES

Incarceration is frequently traumatic and has been viewed as a
potential focus of psychoeducational methods. Adolescents preparing
for sex offender treatment (Perry, Dimnik, Ohm, & Wilks, 2000), men
arrested for patronizing prostitutes (Sawyer, Rosser, & Schroeder,
1998), and inmates suffering from anxiety, depression, and trauma
(Pomeroy, Kiam, & Green, 2000) have all been offered the psychoeduca-
tional approach. As noted earlier, different programs stress different
issues based on their theoretical orientation. For example, one program
for sex offenders in prison focused on self-esteem as a concept to be
learned about and understood (Stump, Beamish, & Shellenberger,
1999), while another program for the same population focused on
teaching about the laws and norms in mainstream American culture
and the consequences for choosing behaviors outside the norms (Sloan
& Schafer, April 2001).
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The idea of using psychoeducational approaches for offenders or
prisoners is a relatively new one; however, there is literature on social
work, especially group work, in prisons. Zimpfer (1992) found that group
work with imprisoned criminals aims at preparing them for their return
to normal life when they are released, as well as adjusting to life in
prison, gaining insight, and developing self-control. Group work allows
prisoners the opportunity to learn about their emotions and beliefs, and
how their conduct is influenced by their emotions and beliefs.

Although families are highly affected by the incarceration of family
members, there are no reports in the literature of psychoeducational
groups with the families of prisoners. Families are cut off from the
incarcerated member and suffer from the effects of separation, stigma,
reallocation of roles at home, additional stress, and anger at the impris-
oned member. There has been one report of a psychoeducational
approach for families of U.S. Navy personnel who were gone for long
periods of time (Blaisure & Arnold-Mann, 1992) but no report of a
program for inmates and their partners.

We will describe the use of a psychoeducational program for prisoners
and their partners in Israel. The program was based originally on the
Practical Application of Intimate Relationship Skills (PAIRS) program
(Gordon & Frandsen, 1993), which is a well-established program for mar-
riage enrichment established by Lori Gordon. It was brought to Israel by
Lori Gordon and has been taught for 10 years at Bar Ilan University by
Dr. Zev Apel. As a requirement for fulfilling the course to become a
PAIRS leaders, students have to do field placement for one year. Many
chose to carry out PAIRS in the prison system with male inmates. In 10
years, hundreds of prisoners and their wives have undergone PAIRS
training.

EDUCATION, TREATMENT, AND REHABILITATION OF PRISONERS—THE 
ISRAELI SITUATION

“Anyone can be rehabilitated.” This assertion was made by Hoffman
(1990, Israeli Prison Rehabilitation Authority), relating the stories of 22
discharged prisoners who chose rehabilitation. Hence, it is our duty to
open the gates, to open our hearts, for those seeking rehabilitation. Next
to the penitentiaries and social deterrence institutions in Israel, there are
certain social institutions that are supposed to rehabilitate the felons.
Society is ambivalent about them; there is a desire to punish those who
strayed, yet “the desire to rehabilitate the ‘criminal’ and make him follow
the norms of the society they live in explicitly exists in most modern soci-
eties” (Wozner & Golan, 1994, p. 7).
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The social need for the rehabilitation of outlaws has been expressed
through legal amendments and the development and expansion of social
services in the corrective field (Freiberg & Hovav, 1994). When social work
started developing in prisons, it set two main goals: guarding the prison-
ers and keeping them under humane conditions, and changing deviant
norms while encouraging the prisoners to change their deviant conduct
during their prison term (Yelin, 1991). Regulation 47 of Prisons Regula-
tions from the Israeli Prisons Act of 1978 states that: “Every prison shall
organize and provide a study program, unless the commissioner ordered
differently. The prisoners shall be given with the possible alleviations to
expand their knowledge in their spare time. Special attention shall be paid
to literacy classes for illiterate prisoners.”

Educational activities in the prisons are part of the formal and
informal education given there. Informal education includes theoretical
studies, creative workshops, parent and children activities, parental
guidance classes, playrooms, and educational and therapy workshops
such as psychodrama, art therapy, and sports. As a rule, social work that
deals with corrective activities focuses on changing irregular or deviant
activities, preventing their recurrence, correcting their damages, helping
the perpetrators manage distress situations, and leveling the psychoso-
cial adjustment of the target population to the norms of social conduct.

Many researchers attribute considerable importance to the reincorpo-
ration of the prisoner into his family as a central element in the successful
rehabilitation of the father (Hoffman, 1994). There is a clear relationship
between the state of the prisoner’s family and the chances of his rehabili-
tation being successful.

The Triangle Program is founded on the premise that bolstering the
contacts between prisoners and their wives and children will improve the
chances of their returning to their families and successfully rejoining
society (Hoffman, 1985, 1986). The program combines tutors for the
prisoners’ children, groups for the prisoners’ wives, and groups for the
incarcerated fathers as a way of facilitating the development of more nor-
mative approaches to dealing with crises. The program helps improve
family relations by aiding both the prisoner and the family—providing
support for the mothers in shouldering their heavy load, while the
prisoners’ fatherly sentiments are facilitated through their positive
involvement with their families while still in prison.

WHY PAIRS IN PRISON?

The PAIRS program for the enrichment of marriage was developed by
Gordon and Frandsen (1993). It is based on developing five main skills:
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communication, conflict management, self-understanding, sexuality and
sensuality, and negotiations and agreements.

The PAIRS program has two main goals: (1) partners learning to take
care of themselves and their spouses so that spouses can identify,
recognize, and even enjoy the differences between them, instead of
seeing them as threats or attacks, and (2) learning to enjoy the partner
and maintain the relationship as an ongoing source of shared pleasure.
These goals are attained through a process that combines lectures and
group discussion in which an idea is presented along with practical
exercises for skill enhancement. The works of many different family and
couple therapists are featured in the PAIRS program, including Virginia
Satir’s concept of family laws, her focus on communication styles in
stressful situations, and her recommendations regarding daily tempera-
ture reading; George Bach’s anger ceremonies and concept of the fair
right to make a change; Sherrod Miller’s struggle styles; Murray Bowen’s
emphasis on family of origin and family mapping; Ivan Boszormenyi-
Nagy and Geraldine Spark’s (1973) concept of invisible loyalties; and
Daniel Casriel’s approach to bonding, emotional levels of maturity,
emotional expression, and the logic of emotion (Ladd, 1989).

The intervention program includes 10 3-hr weekly meetings that are
spread over three months. The instructors have been trained in group
guidance for the enrichment of marriage, based on the PAIRS method, at
Bar-Ilan University, Israel. The cognitive component focuses on altering
behaviors through perception and thought changes (Klingman & Eisen,
1990). The theory covers several approaches, particularly Ellis’s (1974)
Rational Emotive Therapy and Michenbaum’s Cognitive Behavior
Modification (Klingman & Eisen, 1990). The assumptions at the basis of
these approaches are: (a) people develop behavioral and emotional
patterns through cognitive processes, (b) cognitive processes affect the
creation of various emotions, and (3) identifying thinking patterns helps
adaptive learning.

EXPERIENCES USING PAIRS IN ISRAELI PRISONS

Prisoners are at high risk for stress and trauma due to prolonged
separation from their families and support networks, difficult living
conditions in prison, physical threats, and prolonged removal from their
daily routines. Their families, especially their wives, are suddenly
burdened with financially supporting the family and having to take on
all household and child care tasks. Family members deal with loneliness,
stigmatization, and emotions such as anger and shame. Marital partners
have to keep connected through telephone and brief weekly visits, which
cause a high level of strain on the relationship. These couples are at risk
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for divorce as well as emotional and functional breakdown in either part-
ner. Each program offered to the prisons was carried out in the prison
system by a pair of students (male and female) who taught 12 classes to
the men, 3 of which were with wives present. When the wives attended,
they were already trained in some of the communication skills and were
therefore able to practice with their husbands.

The following are notes from an interview of Rami Tsani, one of a
team of two group leaders working weekly with a group of 20 prisoners
and their wives over a period of 3 months. Due to lack of space, only the
first few sessions can be described here to give a flavor of the way these
men reacted to the PAIRS program.

The first thing I was aware of upon entering the prison for the first time
was the feeling of fear about the situation. I felt fear at suddenly being
inside with all those locked doors and bars. I have done a lot of groups, but
this was different, especially after going through all the security checks,
having to wait at each stage for an okay to continue further inside. … It is
hard to think how to talk with prisoners about being open about their
feelings when we are in such a closed restricted atmosphere. I did three
such groups that year, but others from my class didn’t want to go into the
prison and work with prisoners about marriage; they were scared.

The prison service offers all kinds of educational experiences, and when
we arrived, there was already a long list of prisoners who wanted to enter
our group, so we had to interview and decide whom to take since we
couldn’t have more than 20. The prisoners were told that this was a group
about communication and intimacy with their partners, so we took only
married men. They were concerned about trust from the initial interview,
questions such as who would get the information that they brought up in
the group, will this information be used against me? We assured them of
confidentiality and talked with them from the start that only if they were
willing for their partners to come for three meetings out of the 12, could
they attend.

We chose people of all ages, but not below 20 or above 60. We were told
by the prison social worker that men doing time because of violence in the
family would not be accepted in the group because they are rejected by the
other prisoners and have especially low status. However, we insisted that
the group be open to them and eventually they fit in fine, especially since
many of the other prisoners talked about violence at home as well.

During the first meeting, the men were closed and withdrawn. We
asked not to know what their crimes were so as not to stereotype them. We
talked about our goal of strengthening couple ties. We asked them to intro-
duce themselves by telling one thing about themselves and one thing that
their wives might have said about them. It was far easier for them to talk
about themselves (“Society ruined me”; “I never had a chance since the day
I was born”) than to think of something their wives might have said. There
were many negative opinions about women, such as “You can’t trust them”
or “You have to control them, always be one step ahead.” One man said, “I
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am very critical” and another said, “I know how to be responsible, but I am
also negligent, my life is complicated, and she would say that I am complicated
and that this ruined her life.”

In the discussion following this introductory exercise, they began to tell
us about their problems of communicating with their wives. What most
bothered the men was that the wives were busy and not always available
for talking when the husband called. They felt brushed off, and they felt
that the wives had more power over the communication and over them. If
it made them angry and they exploded in rage, their wives wouldn’t talk
with them.

Toward the end of the first session we asked for feedback and some of
the men said it was the first time they have been asked to “get inside her
shoes” and think how she must feel—it made them think. Others came
back the next week saying that they had thought about it all week and had
even asked their wives in phone conversations how they would have
described them.

In the next session, we worked on a group contract related to confidenti-
ality and the purpose of the sessions. They wanted reliability and a promise
not to share any information with people in the prison system. They also
said that they needed to feel more in control. They experienced a great deal
of anxiety about what was happening at home (Were the wives being faith-
ful? Were they considering divorce? Were they managing fine without
them?). They wanted to improve their communication with their wives.
However, they were also very clear that other people were to blame for
their being in prison—society, their parents, their wives, or their wives’
families. They found it difficult to empathize with any difficulty their wives
were experiencing. They said that the pressures and stresses they were
undergoing were worse than anything their families experienced.

During the second meeting, we taught about division of tasks at home,
how roles are delegated, and what was their own role at home. This was
preparation for family-of-origin work, and it opened up discussion about
the families they came from. They shared their roles in their families of ori-
gin, as well as stories and experiences from their childhood.

During the third meeting, we taught Satir’s defensive communication
styles (the computer, the blamer, the placater, the irrelevant) and linked
these to styles they had seen in their parents’ marriages. We demonstrated
the styles and had them do an exercise that gave each man a chance to
experience each style. The blamer was, by far, the most familiar style for
them. While at first they did the exercise in a monotonous way, they really
went into it and started yelling and screaming in the blamer mode. After-
wards they talked about how they had never realized how hard it was to be
blamed. Many of them talked about suddenly seeing how hard it might be
for their wives to be blamed by them. They connected the styles to people
they knew, especially people from their families of origins that had been
mentioned in the previous session.

We gave them a hypothetical case in which they had to imagine what
they would feel and do if their wife sold the family car and was cheated
and lost money. How would they respond when they got home and heard
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the story from their wives? Although a few of them were critical in their
reactions, many moved to a more supportive position, having been influ-
enced by the previous exercise. Each was asked what their reaction would
be, and we heard statements like “Too bad this happened, but I know that
you are upset” but also some critical responses, such as “When I finish with
them (the people who cheated the wife), I will take care of you.” We
handed out a list of supportive behaviors and how to move from a “you”
position to an “I” position. They were absolutely amazed by this list.
Although their natural response might have been “How could you have
done this?,” they role-played the supportive behaviors well, although
rather mechanically, and felt good with it.

What was unique for me as a student was the intensity of their reactions.
When we had learned all these skills in the university it was more sterile. In
the prison, the men were very emotional, filled with anger and conflict and
also amazed when they saw a different way to do things. It really upset
them to realize how they had been behaving to their wives.

During the fourth meeting, we introduced them to the family of origin
genogram by way of a guided imagery exercise. This exercise was a
portrayal of their own birth as a child, but it was changed to describe being
born to adoring and loving parents who received them with open arms and
love. They got into the atmosphere and quieted down as we dimmed the
lights and asked them to close their eyes. After the meditation, which takes
about seven minutes, they reflected on their individual experiences. Most
said it was the first time they ever considered whether they were wanted,
how their parents acted towards them as infants and whether they got any
warmth as babies. There were many different responses, from some who
noted that their own experience was very different than the meditation (i.e.,
“Oh, another child”) to those who experienced peace and happiness during
the meditation.

These men talked about enjoying an experience they never had, and I
was surprised how little embarrassment they displayed, how sensitive they
were willing to be. One of the prisoners cried and my co-leader went over
to sit with him. When she got up to leave, someone else went over and put
an arm around him, in a kind of macho way. There were several expres-
sions of physical closeness during this session. Their reactions included
feeling that they could love their wives more now, love themselves, and
feel more peaceful and quiet.

By the next session that was supposed to include the wives, group soli-
darity was well established. They always did the homework we gave them
and were always waiting for us for about a quarter of an hour before we
arrived. Although there were many problems for them in getting their
wives to attend (babysitting, traveling, financial problems in taking time off
from work), all the wives arrived. It was the first time the women had come
into the prison and we had to get special permission for that. No other pris-
oners were allowed near the wives. The men were very excited about the
visit, were allowed to walk in the inner court with their wives and held
their hands.
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We first met alone with the women for one hour. We used this time to
talk about their feelings about having their husbands in prison and also
shared the material we had taught their husbands. They mostly knew what
their husbands had experienced in the group meetings as the husbands had
already shared their reactions. But they had many complaints to air about
being wives of prisoners: the economic pressures, dealing with their
neighbors’ gossip, and the feeling of having to cope alone with everything.
They said that they were being punished although it was their husbands
who had committed the crimes. Moreover, they experienced intense loneli-
ness and were overwhelmed with responsibility and the expectation that
they should support their husbands even though no one was supporting
them. They said that they needed the program themselves, as they need
more support to be able to give to their partners.

The meeting itself was amazing. The women had dressed up for the
event and had brought a lot of food with them. Many had prepared for
days for this, even bringing a tablecloth. There was a holiday atmosphere.
We taught about the importance of sharing thoughts and feelings and used
an exercise called the “daily temperature reading” to practice. In this exer-
cise the participants give each other new information, ask questions, give
compliments and criticism, ask for change and share their hopes, wishes
and dreams. They were instructed in phone use of the exercise and role-
played telephone conversations. At the end of the exercise, couples were
close and holding hands, but when they were asked to say something good
about their partner, most of them could not do it out loud. They asked to do
this privately.

Although there was a holiday atmosphere they seemed to take the work
we did together very seriously. Someone said it was the first time he felt
that his wife really listened to him. They all mentioned how important it
was to improve the quality of their telephone conversations, how important
to stop and think before getting angry. With the phone conversation, there
is always the possibility that one partner will get angry and disconnect, and
this issue was a major focus of their discussion. We asked that they set up
fixed times for conversations, as we discovered that the men often called
when their wives were occupied with children. This idea was a new one for
many of them and seemed to be very helpful to them. Many scheduled half
an hour to talk after the children went to bed. While up to now they had free
access to the phone, they suddenly became aware that the quality of their
conversations determined the continuity and quality of their relationships.

In future sessions we taught them how to effectively handle conflict
through fair fighting and a dialogue guide that deepens emotional
expression. In addition, we spent several sessions working on their
genograms, which informed them about patterns of behavior that had
carried over from generation to generation. We also later practiced these
skills in two more sessions with the wives. After all sessions, the men were
given a summary of the teaching of the session, as well as practice
homework to do in telephone conversations with their wives.

After 12 sessions feedback was very good. Each person talked about tak-
ing new things back into his life. Two topics that were mentioned the most
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were the importance of listening and physical contact. There was a sense
that the group had gone a long way in overcoming their sense of isolation
from their partners. They mentioned being able to relate with less anger
and more self-awareness. One man discussed how afraid he had been
before the group that his wife would leave him. He now was secure that,
after 24 years of marriage, she would wait for him. Another said that he
had moved beyond feeling traumatized in prison, feeling detached and
embarrassed, to feeling that he was using the time well in learning
important material that would help when he got back. Wives mentioned
real changes in their relationship. One said we were doing “holy work.”
Most wives said that their partners were now more patient and under-
standing about the burden they carried at home.

I have to say that running psychoeducational groups in prisons has
changed me in many ways. I have gotten over my stereotypes of people in
prison, realized they are like anyone else, that anyone can get in this
situation. I have been changed by being exposed to stories of incredible
hardship, drug use, and neglect in childhood, loss of freedom, being closed
in. It was often good to know that at the end of the day I could leave. There
was some degree of identifying with them and understanding what it is
like to have to fight for everything. I understand now a bit of what it is like,
only a bit. I love the humanness of these people, the moment that they gave
us their trust, when they were no longer afraid to talk about everything, we
felt so close.

ONGOING RESEARCH ON PAIRS FOR COUPLES AFFECTED BY 
INCARCERATION

In one study in Israeli prisons (Nehushtai, 1999), 14 prisoners were
selected to attend a marriage enrichment workshop. The participants
were about to end their term and were concerned about their coming
reunions with their spouses. The workshop was intended to prepare
them for their reunion, prior to returning to normal life. The study, which
used the method of action examination through observations and
interviews, found that the workshop helped the prisoners return to
married life. The participants noted the usefulness of the tools for
effective communication with their spouses.

A study presently being conducted by Bar-Ilan University is looking at
the impact of the PAIRS program on prisoners in Israel. The study is
examining (a) the level of differentiation of self, (b) differentiation of the
family of origin, (c) anxiety levels, and (d) adjustment to marriage. The
researchers assume that the intervention would lead to the following
changes:

1. Differentiation of self would be clearly higher than before the
intervention.
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2. Differentiation of family of origin would be clearly higher than
before the intervention.

3. Level of anxiety after the intervention would be clearly lower than
before it.

4. Adjustment to marriage after the intervention would be clearly
better than before it.

Findings from this study will help shed light on the effects of using the
PAIRS program with prisoners and their partners.

CONCLUSIONS

Psychoeducational groups offer an innovative and effective adjunct to
the treatment of a diverse range of traumatized populations. Psychoedu-
cational methods offer a potentially effective method for creating social
support, increasing sense of competence and normality, and improving
cognitive coping with traumatic situations. These types of groups can be
especially important as a source of positive reinforcement, support and
caring in those situations in which the family’s own resources are
severely taxed. Psychoeducational groups can bolster families’ positive
coping and sense of mastery over potentially disabling situations.

Recently, psychoeducational groups have been offered in the rehabili-
tation of prisoners and their families in the Israeli prison system. These
groups have demonstrated that the tools for improving communication
and increasing self-awareness and intimacy, developed in the United
States, can be useful in other countries with a range of stressful
situations. These packages are clearly described and easily replicated and
can be offered in a wide range of situations and populations, making
cross-cultural research possible.

From our own clinical experience, it appears that families are helped
and strengthened even when the program is directed at only one partner.
We do not know yet whether the participation of the spouses in these
groups is actually crucial or not. But we believe that strengthening the
couples’ bond through psychoeducational programs can result in a sense
of mastery in a situation that often leads to chaos and family breakdown.
Future research will be aimed at whether such programs reduce
recidivism and whether marital relationships are indeed strengthened.

This chapter has proposed that psychoeducational group work be
developed for other populations undergoing trauma. Hopefully our own
enthusiasm for this method, strengthened by our students and the
participants’ enthusiasm, will encourage others to try out new and creative
ways to use these methods.
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Object Relations Couple 
Therapy With Trauma 
Survivors

DENNIS MIEHLS AND KATHRYN BASHAM

This chapter will illustrate the use of object relations theory as one
component of a synthetic model of couple assessment and practice with
survivors of trauma (Basham & Miehls, in press). Many survivors
experience intrapsychic and interpersonal difficulties in their intimate
partnerships that necessitate clinical interventions. The literature
documents that these individuals often experience relationship and
sexual difficulties in the partnership (Balcolm, 1996; Maltz, 1998; Nadel-
son & Polonsky, 1991; Pistorello & Follette, 1998; Riggs, Byrne, Weathers,
& Litz, 1998; Solomon, 1988). The difficulty trauma survivors often have
in regulating and modulating affect (Shapiro & Applegate, 2000; van der
Kolk, Pelcovitz, Roth, Mandel, McFarlane, & Herman, 1996) can
exacerbate difficulties in affect regulation for one or both partners in an
intimate partnership.

Many authors (Davis, 1991; Gil, 1992; Heiman, 1986; Karpel, 1995)
have suggested that a psychoeducational approach geared toward the
understanding and adaptation to symptoms of trauma is advisable when
working with couples. Balcolm notes that many of the initial efforts in
couple therapy are geared toward “helping the partner understand and
adapt to the trauma survivor’s changing symptoms and needs over the
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course of treatment” (1996, p. 433). Models geared toward psycho-
education tend to assume that intellectual understanding of the signs,
symptoms, and manifestations of complex posttraumatic stress disorder
(PTSD) (Herman, 1992) will help the couple systems to manage interper-
sonal difficulties. Using a purely psychoeducational approach with these
couples is seldom sufficient. Use of such an approach presumes that part-
ners of traumatized individuals will have the ego strengths to appreciate
the survivor partner’s experience. This is unlikely if the other partner’s
interpersonal style is to be aggressive or further traumatizing to the sur-
vivor partner (Jehu, 1988), or does not respect limits or boundaries in the
partnership (Talmadge & Wallace, 1991). It is not uncommon in clinical
settings that both partners in a given couple have experienced trauma
and will have difficulty with limits and boundaries (Balcolm, 1996;
Basham & Miehls, 1998b). More important, the idea of the survivor as the
pathologized identified patient is embedded in an approach that pre-
sumes a joining of the nontraumatized partner with the therapist to help
the survivor. This model of intervention poses a risk of further blaming
of the survivor or victim (Follette, 1991; Miehls, 1997; Reid, Wampler, &
Taylor, 1996; Verbosky & Ryan, 1988).

The model presented here utilizes an object relations approach to
assessment and intervention, and offers a rationale for using phase-ori-
ented work with couples in which one or both partners are trauma
survivors. A clinical example will be used to highlight the specificity of
work at each phase of treatment. In some instances, it is clinically
indicated to utilize object relations theory to promote insight in the
couple system, but some couples cannot tolerate this level of insight
work and may require interventions that are ego supportive. In either
case, object relations theory informs the clinical interventions at different
phases of treatment, whether it is used to promote insight or interven-
tions that are ego supportive. We will begin with a brief summary of key
concepts of object relations theory.

OBJECT RELATIONS THEORY

A basic tenet of object relations theory is that individuals form an
internalized world that characterizes one’s sense of self and other. This
internalized world is populated by self and object mental representations
that typify one’s early experiences with primary caretakers (Bowlby,
1969; Fairbairn, 1963). An object relational world forms a template that is
comprised of conscious and unconscious aspects, and influences one’s
perception of oneself, others, and relationships. Mahler, Pine, and Berg-
man (1975) describe how one’s internal world develops sequentially in
their model of separation–individuation. A number of developmental

RT7545_C22.fm  Page 474  Thursday, May 13, 2004  5:43 PM



Object Relations Couple Therapy With Trauma Survivors 475

progressions in one’s relationship with primary caretakers propel an
individual in the development of object constancy. The child starts in a
symbiotic-like relationship with the caretaker and gradually differenti-
ates and develops a sense of self that is separate from the caregiver. If
object constancy is achieved, the child is able to hold complex (ambiva-
lent) feelings toward the caretaker even when there is frustration. Anna
Freud (1968) noted that object constancy means that one can maintain an
attachment even if the other is unsatisfying.

Object relations theory predicts that individuals will develop the capac-
ity for satisfying partnerships if they have achieved object constancy
(Bader & Pearson, 1988; Sharpe, 2000). Scharff and Savege Scharff (1991)
point out that there is a dynamic interplay between one’s intrapersonal
world and one’s interpersonal relationships. Object relations theorists
contend that one consciously or unconsciously hopes that one’s partner
will provide a relationship opportunity for a corrective experience that
will ameliorate earlier developmental frustrations (Lachkar, 1992; Sharpe,
2000; Solomon, 1989). Lachkar (1992) emphasizes that the internal worlds
of both partners determines the satisfaction or dissatisfaction in the inter-
personal dynamic. Object relations theory underscores the dialectic in
couple relationships—each individual’s intrapsychic world affects the
couple relationship dynamic while the couple relationship dynamic
affects the intrapsychic worlds of the partners.

Object relations theory notes that each individual in a couple will often
use projective identification to attempt to maintain balance in his or her
own intrapsychic world. Siegel (1991) describes the attempts of individu-
als in intimate partnerships to shape each other through projective identi-
fication mechanisms. Disavowed internal conflicts are often projected
onto one’s partner, followed by an attempt to engage the partner in the
externalized conflict of oneself. In fact, projective identification is only
complete when the partner has enacted some part of the conflict. Couples
often collude in projective identification enactments so that neither
individual is really conscious of his or her own internalized conflict
(Willi, 1982).

BIOPSYCHOSOCIAL ASSESSMENT AND TREATMENT MODEL

Couples with trauma histories present for treatment with a wide range
of presenting concerns or symptoms. Regardless of the specific present-
ing issues, it is imperative that the clinician completes a thorough
biopsychosocial assessment of the couple system before treatment
decisions are made. As these couples often present with a sense of
urgency, many clinicians respond in kind, and precipitously attempt to
work with complex trauma and intrapsychic issues. In an effort to help
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the clients relieve affective distress, some practitioners cut short the
assessment process and begin to intervene in a manner that paradoxically
further heightens the anxiety of both partners. For example, if a clinician
prematurely attempts to do insight-oriented work or promotes the
retrieval or uncovering of traumatic memories, many couples will become
further embroiled in hostile and destructive interpersonal cycles. Couple
systems in which one or both partners are trauma survivors generally
require an initial phase of treatment that is geared toward stabilization,
the establishment of safety, and the reinforcement of the strengths and
resiliencies that will prepare them for more difficult work ahead.

The proposed model of synthetic couple therapy parallels many
contemporary individual and group therapy stage models with trauma
survivors (Courtois, 1988; Herman, 1992; Miller, 1994; Pearlman &
Saakvitne, 1995). Early stages of treatment are generally conceptualized
as preparatory work for the eventual working through of past traumatic
events. We propose a phase-oriented model in which key concepts and
themes may be revisited at different points in the therapeutic process.
Though our model does presume different types of interventions during
different phases of treatment, we do not hold to the idea that develop-
ment only occurs in a linear manner. Rather, interconnected themes can
be interwoven during different phases of treatment.

Biopsychosocial Assessment

Using a variety of theory models allows a comprehensive assessment,
but for purposes of this chapter, we will focus on a thorough assessment
of the couple’s object relational history. We will briefly discuss other
relevant aspects of assessment in a synthetic, phase-oriented approach to
place the object relations assessment in the context of a culturally
sensitive, relationally focused approach. At the outset, a central recipro-
cal question arises: In what ways do the aftereffects of trauma influence
individual capacities for a partnership and in what ways do these
aftereffects influence the relationship itself?

We look in three broad areas (institutional–sociocultural, interactional,
and individual–intrapsychic) when completing biopsychosocial assess-
ments of couple systems. Our starting place of assessment centers on pre-
senting concerns and acute symptomatology. We presume each couple
system will have unique resiliency and vulnerability, and we look for
specific ways to determine the nature of the early stabilization work. Our
assessment process moves with a fluidity of crisis management from the
initial symptoms, which is geared toward the establishment and develop-
ment of safety.
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Institutional–sociocultural assessment. We are conscious of societal and
political messages concerning trauma that may have influenced the
couple and the clinician. The clinician’s stance on trauma may be affected
by attitudes of the agency in which the work is being conducted. Are
trauma survivors viewed as difficult clients? Is there administrative
support to do couple therapy with individuals who are trauma survi-
vors? In addition to being aware of specific countertransference
responses to trauma survivors (Chu, 1988; Francis, 1997), is the clinician
aware of the potential for vicarious traumatization (Pearlman &
Saakvitne, 1995)? What is the extent of support available to the couple?
Does the couple therapist need to take on a coordinating role with other
professionals who are involved with the couple? Relevant diversity
themes need to be assessed as these factors also have an impact on the
incidence and aftereffects of trauma. We explore themes related to race,
ethnicity, religion, gender, sexual orientation, age, disability, and socio-
economic status for the couple (Allen, 1998).

Interactional assessment. The interactional or interpersonal assessment
draws from intergenerational and narrative theory bases. Issues of power
and control, sexuality, communication, and boundaries (Miller, 1994) are
all assessed. A central feature is the assessment of the victim–victim-
izer–bystander dynamic (Herman, 1992) that is characteristic of many
trauma survivors. In couple systems, partners often oscillate among the
different dimensions of the internalized dynamic that set the stage for
polarizations in thought, affect, and behaviors. The capacity to tolerate
ambivalence and disappointment in relationships influences the extent of
the polarizations in these interactional dynamics.

Individual–intrapsychic assessment. Lastly, we assess the individ-
ual–intrapsychic strengths and vulnerabilities of members of the dyad.
Here, we assess the impact of Complex PTSD symptomatology. The mne-
monic device, F-E-A-R-S, proposed by Herman (1990) is a useful tool to
assess the most salient features of Complex PTSD. Briefly, we assess for
the presence of fears (nightmares, flashbacks, and intrusive thoughts), ego
fragmentation (dissociation or identity distortion), affective changes–addic-
tions–antisocial behavior, reenactment and suicidality–somatization (insom-
nia, hypervigilance, numbness vs. hyperarousal, startle response, and
bodily complaints).

Object Relations Assessment

There are three main avenues to an object relations assessment of the
couple system: (a) the couple’s interactional patterns, (b) each partner’s
early developmental history, and (c) the manner in which each partner
positions himself or herself with the clinician.
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Object constancy. The clinician needs to determine whether each
individual has achieved a reasonable level of object constancy. Several
questions must be considered. Do the individuals possess the capacity for
whole object relations or do they use each other as part-objects in an
attempt to have needs met? If using each other as part-objects, how does
this affect the couple’s sexual relationship? Is there any evidence of sadis-
tic aggression in the sexual relationship? Is there evidence that these indi-
viduals can maintain complex and ambivalent images of the other even
when their own needs are being frustrated? Is there a tendency for either
individual to position the partner as the all-bad, frustrating, withholding
object during times of conflict?

Developmental Themes

Bader & Pearson (1988) and Sharpe (2000) have elucidated how a
couple system replicates the separation–individuation phases of individ-
ual object relations development. The authors find it useful to consider
thematic areas related to developmental achievements, but they do not
believe that couples follow stages in a discrete manner. However, in
order to understand the presence of consistent developmental themes,
the authors listen for material that is reflective of symbiotic, practicing, or
rapprochement issues.

Symbiotic issues. Does the couple tend to be threatened if either
individual shows different thoughts or feelings? Is there an injunction
between the partners to stay merged in a symbiotic-like relationship? If
symbiotic, the couple will likely present as either merged or, more
commonly, as having hostile–dependent features. What evidence is there
that any self-differentiation work has been accomplished? What is the
primary level of anxiety within the couple system? Is it largely abandon-
ment anxiety or is there a more regressive pull toward annihilation anxi-
ety when the couple system is threatened? What is the response of one
partner when the other partner attempts to develop some emotional dis-
tance? In summary, does either partner tolerate any difference in the
other in terms of thoughts, feelings, or behavior?

Practicing issues. Practicing themes are related to issues of exploration
and pursuit of individual interests. Here, however, themes are more
likely to reflect an unbridled enthusiasm for pursuit of activities; concern
for the partner’s wishes or thoughts are essentially not considered. Practic-
ing related themes tend to be more narcissistic in nature; there is often a
remarkable lack of empathy in the couple system. For example, is there any
ability to empathize, even cognitively, with the partner’s trauma story or
is the response more narcissistic (Lansky, 1982; Miehls, 1993; Solomon,
1989)? Often motivated by narcissistic envy, one partner may become
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very agitated if he or she perceives the other partner as having more suc-
cess. Narcissistic rage is likely to be directed toward the partner who is
perceived as standing in the way of one’s individual pursuits and ambi-
tions.

Rapprochement issues. The couple with rapprochement issues will
present with a great deal of ambivalence. For example, a couple may
have severe oscillations between closeness and distance, perhaps a ten-
dency for one partner to move closer only to feel frightened and pull
away. Is there an increased anxiety when one partner pushes for more
emotional closeness? Rather than annihilation anxiety, here the anxiety
will reflect concerns about loss of love or approval from the partner. Is
there any capacity to maintain autonomy while still being connected in
the relationship? Is there any capacity to share angry feelings in the sys-
tem without symbolically destroying the partner (Benjamin, 1992; Miehls,
1999; Winnicott, 1971)?

Projective Identification

The nature of and processes of projective identification are central for
all couples. The assessment challenge is to explore how the couple uti-
lizes projective identification. What evidence is there of the couple’s use
of projective identification mechanisms in their interactions? Is the dis-
avowal of a partner’s conflicts operating on a conscious, preconscious, or
unconscious level? Is the other partner conflicted about similar dynamic
issues and colluding in the projection process? Can the site of various
dynamic conflictual issues be determined? How are the dynamic themes
similar or dissimilar for these individuals?

Understanding a couple’s projective identification process is aided by
careful examination of the therapist’s personal experience in the presence
of the couple. Are you, as therapist, also enjoined to take in the projec-
tions of one or both partners? Are you aware of what is motivating you
to feel and/or behave in certain ways with this particular couple? Com-
pared to how you usually work with couples, are you falling outside of
your usual frame, or are you falling into a countertransference trap (Chu,
1998)? If so, is this particular response related to the projective identifica-
tion enactments with this couple?

Partners who are trauma survivors will often use projective identification
mechanisms to alleviate their own unwanted, overly stimulating,
conflicted object relations dynamics.
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Phase-Oriented Treatment Model

We propose three phases of couple therapy that are guided by the
biopsychosocial assessment of participants.

Phase I: Stabilization and safety . This work often utilizes cogni-
tive–behavioral interventions that are characterized as ego supportive
work. Affect regulation is usually an important element of the stabiliza-
tion of the couple.

Phase II: Reflection of trauma narrative. The goal of this phase is to create
the setting for the exploration of meaning of earlier trauma histories.
Intergenerational patterns of victim–victimizer–bystander (Herman,
1992) dynamics need to be exposed and altered. At times, clarification of
projective identification patterns may be indicated. There also may be
uncovering of traumatic memories. However, it is important to recognize
that these treatment interventions are indicated only when each partner
has the object relational capacities and ego strengths to tolerate the affect
associated with memory retrieval. It is important to assess congruence
with cultural beliefs about the efficacy of retrieval of traumatic memories
before this task is pursued.

Phase III: Consolidation of new perspectives. Improved attitudes and
behaviors are reflected in a number of domains. The participants develop
increased empathy toward each other’s trauma history. Each partner
shows an enhanced ability to enact practices of self-care. There will often
be a further shift in parenting styles, an enhanced sexual relationship,
and a relationship style that is based upon reciprocity. There may be an
improvement in the relationships with each partner’s family of origin.
Partners often report an enhanced spirituality and a broader definition of
self. Self-definition tends to move beyond a survivorship identity. As
there will have been relief from multiple internalized oppressions, many
couple systems experience a shift in their social consciousness.

Clinical Illustration

Scott and Dianne had been referred for couple therapy by Dianne’s
individual therapist. Dianne had recently contacted her individual thera-
pist and had resumed a therapy that she characterized as “on and off” for
a couple of years. Dianne was three months pregnant with the couple’s
first child and she was becoming increasingly anxious that the couple
“fix” all of their problems before their child was born. Briefly, Scott was a
32-year-old white male who works as an accounts manager for a small
sporting goods company. Dianne was a 29-year-old white woman who
works as a legal secretary. The couple had only been married for 6
months; they had lived together for 4 years before deciding to marry.
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They decided to marry as they had consciously decided to have a child.
The couple had met at a 12-step program 6 years earlier. Each had been
alcoholic and had just started their recovery toward sobriety; each had
remained sober to date. Scott was previously married to his high school
sweetheart. His former wife left him after a brief marriage of 14 months.
Scott reluctantly admitted that he had a tendency toward violence and
that his former wife told him she would leave unless he stopped drink-
ing. Dianne has not been married before; she had one former long-term
relationship, which she ended when her partner was discovered in an
extra-relationship affair.

Developmental histories. Scott disclosed a traumatic childhood. His alco-
holic father regularly verbally abused Scott and his three younger sisters.
Scott repeatedly observed his father’s physical abuse toward his mother.
Scott’s mother often disciplined him with severe beatings, saying that she
wanted to ensure that he would not be as bad as his father. Scott’s sisters
were spared the physical abuse of the mother. This perceived outrage
propelled Scott to be abusive toward his sisters, which only exacerbated
his mother’s frequent beatings. He became a drug and alcohol user in his
early teens and dropped out of high school. He lived with his girlfriend’s
parents for 2 years, and he and his former wife were married at a young
age. His work history was poor; however, he did not have any trouble
with the law. After his beginning sobriety, he completed his high school
equivalency and attended a community college program to train for his
current position. His father was deceased and he had limited contact
with his mother and sisters.

Both of Dianne’s parents were also alcoholics. She initially described
her father as a passive man who continuously drank when he was not
working. Dianne described her mother as being very controlling and
domineering, often ridiculing her husband. Mother would chastise him
for his drinking and his inadequacy as a wage earner. At times, she was
verbally assaultive to Dianne and her sister. Father seldom responded to
the mother’s accusations; rather, he would become more withdrawn and
sullen. Dianne’s mother would often leave the home for nights; it was not
uncommon for her to be away for the bulk of weekends. Dianne
presumes that her mother had numerous sexual affairs. She described
her father as being obsessed with sex; she noted that he would often
bring pornographic material into the family home.

Dianne credits her older sister for attempting to protect her from some
of the family pathology, but it was a common occurrence for her and her
sister to have to take care of their father. Often, he would fall asleep in
the living area of the house and they would get him to his bed. Dianne
does not remember that her father ever had direct sexual contact with
her; however, as a child, she often heard him masturbating. It was only as
an adult that she understood the meaning of the father’s noises; as a
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child, she worried that he was perhaps physically sick and in need of
some help, but her sister discouraged Dianne from trying to help him.
Dianne left home to attend college, and during that time of her life, she
became a heavy alcohol user. However, she did start some therapy while
in college and managed to finish an undergraduate degree. Her parents
are now separated and she has limited contact with each parent. Her
mother is now sober and often calls Dianne with unsolicited advice.
While Dianne recognizes that her mother is still intrusive, she keeps hop-
ing that she will finally respond to Dianne’s longings to be parented.

Assessment. Neither of these individuals has achieved a sense of object
constancy. In fact, the couple relationship is largely symbiotic. They have
features of hostile dependence and each has a great fear of abandonment.
At times of conflict, each regresses to annihilation anxiety. At times,
when Scott attempts to make some efforts toward differentiation (e.g., by
attending a different 12-step meeting than Dianne), Dianne becomes anx-
ious and tries to pull Scott back into the relationship. This heightens his
frustration and he perceives Dianne as being a “controlling bitch”; she
unconsciously views him as her mother who went off and abandoned the
family. Other aspects of mutual collusive patterns will be illustrated in
the following clinical material.

Interventions. Considering the developmental assessment and the
saliency of the presenting issues—anger management, relapse prevention,
and parenting concerns—the initial sessions were focused on Phase I sta-
bilization work with this couple. Essentially, the therapist worked in a
cognitive–behavioral, problem-solving approach to the couple issues. The
therapist also actively monitored the couple’s ability to contain affect, and
did ego-supportive work around affect tolerance and containment. The
couple reported that they wanted to find ways of solving problems and
resolving conflicts. They had slipped into patterns of verbal assaults with
each other, though they denied any physical altercations. Scott did
acknowledge his impulsivity and his tendency to feel rage during the cou-
ple’s arguments. Dianne acknowledged that she was frightened that they
would not know how to provide a stable environment for their child.

The therapist offered an explanation of what they might expect in cou-
ple therapy and set some ground rules for the time spent outside of ses-
sions. These included the honoring of time-outs during arguments, the
use of journaling about their angry feelings, the injunction to bring espe-
cially explosive material to the sessions for problem-solving, and some
basic communication techniques. In order to decrease frustration, the
coordination of household responsibilities and money management issues
were discussed and they were helped to problem-solve about how they
could be more effective in their budgeting. Using a psychoeducational
model, the therapist talked with the couple about how their trauma histo-
ries understandably would cause worry about their own parenting style.
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They agreed to focus on parenting issues in later sessions. The therapist
also talked about the necessity for each of them to feel more emotionally
stable and strong before the therapy would address past hurts and frus-
trations in the relationship.

In the sixth session, the couple reported that they had had a difficult
week. They had argued extensively and felt estranged from each other.
Dianne had come home early from work as she was feeling some flu-like
symptoms. Scott had also stayed home with the flu and had spent a
morning geared toward recuperation. Dianne walked in on Scott as he
was masturbating and this sent the couple into a protracted argument.
Dianne accused Scott of being perverted and wondered why a married
man had to do such a thing. Scott retaliated by saying that he might not
do such a thing if she wasn’t so disinterested in their sexual relationship.
He accused her of being controlling and manipulative in every area of
their life, including their sexual relationship. Dianne further told Scott
that she thought he was hooked on pornography. He retaliated by saying
that she also, in the past, had shown interest in watching pornographic
videos.

The reader will see the clear links of this interaction with each of the
individuals’ family-of-origin material. Essentially, Dianne’s conscious
and unconscious memories of her father’s sexual behavior were being
stirred up. Scott’s view of his mother as controlling and hostile was being
activated. While it would eventually be useful for the couple to identify
and work through projective identification patterns, it is contraindicated
for the clinician to attempt to do insight-oriented work with couples who
are working on Phase I stabilization aspects of the treatment.

The therapist interrupted the escalation of angry exchanges in the ses-
sion by pointing out to the couple that it appeared as if their interaction
was becoming more destructive. The therapist reminded them of the
need to slow down the interactions in order to do some damage control.
Each partner seemed to appreciate the therapist’s acceptance of responsi-
bility for ensuring safety. Each partner positively responded to attempts
to provide safety in the here-and-now interaction. Essentially, the thera-
pist was providing external ego support so that the couple could become
more reality-focused and more able to regulate their affect. By shifting
the content to a cognitive level, the therapist linked content to presenting
issues rather than pushing for insight about projective identification pat-
terns or family-of-origin patterns.

The therapist inquired about how their attitudes about their sexuality
had shifted since Dianne’s pregnancy. The therapist wondered if the cou-
ple had preconceived ideas about the impact of sexual activity on a
developing fetus. Dianne, while embarrassed, said that she did fear that
somehow their baby would be hurt if the couple had intercourse. She
rationally knew this was not so, but she also wondered what it would be
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like for their baby to hear the couple making love to each other. Though
the therapist recognized the connection to her childhood memories of
overhearing her father when he masturbated during his drunken
stupors, he refrained from addressing it. The work of Phase I is to
stabilize, educate, and use cognition to help to lessen hostility and
victim–victimizer exchanges. Insight work is not yet indicated in these
interactions.

The therapist normalized Dianne’s response by suggesting that other
pregnant women have shared her fears. Scott added that he had
wondered if Dianne had been worried about damaging their baby but he
had not known how to approach her about this subject area. He went on
to say that he was missing the sexual relationship with Dianne but that
he didn’t want to force himself upon her. The therapist reinforced his
ability to empathize with Dianne and empathized with his wish to have
sexual contact with his partner. The therapist explored what it meant to
them if one or both partners occasionally masturbated. Dianne replied
that after their argument, she had coincidentally seen an article about this
in a popular magazine. The article, she said, had reported that it is
common for men to masturbate at times, even when in a relationship.
The therapist congratulated her on seeking out this information and
again reassured her that Scott’s masturbation was not necessarily a sign
that he was distancing himself from her. The therapist checked with Scott
about his comfort with discussing the masturbation and, while he
expressed some discomfort, he thought it might be useful to discuss it
with Dianne. He reassured her that his masturbatory activity did not
change how he felt about her. Dianne wondered if men were more apt to
use masturbation as part of their sexual practices. The therapist indicated
that there was potentially a gender difference in this area and that other
couples have expressed similar patterns.

Shifting to a psychoeducational approach, the therapist talked with
the couple about the idea that any behavior could become problematic if
it was addictive or repetitive. Scott heard the implicit question and
responded that he was not hooked on masturbation but that he occasion-
ally did masturbate as it helped him to stay calm. They discussed the
social construction of sexuality with heterosexual couples and the fact
that many couples feel inadequate if they are not living up to the
publicized, romanticized, and idealized image of the perfect, mutually
orgasmic sexually satisfied heterosexual couple.

When the therapist was satisfied that the couple seemed to be staying
in their cognitive worlds, he inquired if they would like to talk about
their own sexual relationship. The therapist’s intention was to ascertain
the couple’s ability to problem-solve about the here-and-now aspects of
the relationship; it was still premature to push for insight about the
dynamics potentially involved with sexuality. At a later point in
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treatment, it may be indicated to utilize the object relational assessment
of the couple’s sexual relationship more directly. Is the fear about hurting
the fetus related to sadistic aggression? Is the wish for sexual connection
linked to merger fantasies? Will a new baby be perceived as a major
threat to the couple’s symbiotic ties?

During Phase I interventions, the work stays focused on the cogni-
tive–behavioral level. The couple agreed to talk about the patterns of
their sexual relationship. They revealed that Dianne was the initiator of
the couple’s sexual activity. Scott felt flattered by this and he did not
mind that Dianne took charge of this aspect of the relationship. Of
course, when angry and agitated, he would accuse Dianne of being a con-
trol freak. In this exchange, the couple was encouraged to separate out
ideas of affection and sexuality. They readily agreed that each enjoyed
the affection and cuddling that they shared. Dianne said that she missed
the intimacy of the sexuality but found herself to be too tired to initiate
sex. She attributed this to her pregnancy and her full-time job demands.
She said that she wished Scott would sometimes initiate the sexual rela-
tionship. He wondered if they should plan a time when they could be
intimate so that they would not be so tired. The therapist acknowledged
that this plan would contribute to reduced spontaneity and asked Dianne
what it would be like for her to have Scott initiate a plan about their inti-
macy. She thought it would be okay but she once again wondered if the
baby would be hurt in any way. The therapist again normalized her con-
cern and suggested that if she was not in any physical discomfort, and if
her physician had not specifically instructed her to avoid intercourse,
there was no physical danger to her or the baby. They discussed how that
may change at the later stages of pregnancy.

The therapist asked if they knew other couples who were pregnant.
The intention was to encourage the couple to broaden their support
systems and to increase their knowledge about the normative processes
of pregnancy. The discussion included whether they were going to take
any prenatal classes together or if they were doing any reading about
changes during pregnancy. They acknowledged that they did know two
other couples who were pregnant and that it would be useful for them to
expand their support system. Scott disclosed that Dianne hoped that her
mother would be supportive but that Dianne becomes agitated when she
talks to her mother. Dianne agreed but said that she does need some sup-
port; she added that she would love to talk to her sister more but it was
expensive to talk long-distance. Scott admitted that he had chastised
Dianne about running up phone bills but that he now could see the
benefit of Dianne’s positive contact with her sister. They talked about
what would be reasonable in terms of phone contacts. The therapist
explored the possibility of getting the sister to share some of the cost of
the long-distance bills. Dianne said that she did not want to be a burden;
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the therapist suggested the sister might like to know how she could be
more supportive.

The remainder of the session revisited some of the earlier agreements
including the couple’s daily schedule, self-care activities, their use of 12-
step meetings and their sponsors, the benefits of time-outs, journaling,
and the value of postponing discussion of affectively laden arguments to
their next session. The therapist reinforced the idea that support systems
were valuable resources for them. The session ended with a brief review
of the plan in which Scott would take some responsibility for arranging
some time for the couple’s intimacy.

In summary, the object relations assessment informs Phase I work
with Scott and Dianne. The developmental histories and the recognition
of projective identification patterns can be used to guide the cognitive,
behavioral, and psychoeducational interventions in this phase of the
work, and the Phase I work may be revisited throughout the course of
the treatment.

CRITERIA FOR PHASE II WORK

Let us now illustrate how this material would have been utilized in a
different way had the couple been functioning at a higher level of object
relational development. With consistent and ongoing progress in Phase
I work, some couples stop treatment after stabilization has occurred,
while others continue to work toward greater insight and clarification
of projective identification processes. In order to responsibly engage in
this work, couples need to have sound problem-solving tools and a cog-
nitive understanding of issues that promotes beginning empathic
exchanges. It is important they they have learned ways to effectively
manage affect; in addition, the clinician needs to explicitly assess the
couple’s capacity to alter victim–victimizer stances (hostile dependent
interactions) with each other. Phase I work may have assisted the cou-
ple to differentiate somewhat from each other. In terms of object con-
stancy, each partner should be able to have some ability to tolerate
ambivalence in the relationship. Full attainment of object constancy is
unrealistic in a brief treatment model. It is often useful for the couple to
reassure each other of the long-term nature of the commitment. It is
equally important that the couple agree that each will not threaten
abandonment (separation) when the relationship runs into difficult
moments. If in recovery, the individuals need to be firmly in control of
their sobriety. The clinician needs to monitor the couple’s ability in any
session to do insight or family-of-origin work. At times, it may be
necessary to resume Phase I interventions that are based upon ego-
supportive measures and cognitive–behavioral interventions.
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PHASE II INTERVENTIONS

Phase II work centers on the unraveling of the projective identification
patterns of the couple. The ability of the couple to offer some reparative
functions to each other’s object relational world often enhances the inter-
personal relationship. Increased satisfaction and intimacy are possible
when the object relations patterns are altered as a result of insights about
intergenerational and family of origin patterns. In addition, the opportu-
nity to work through aspects of hostility and rage is a developmental
achievement that many couples can tolerate in Phase II work. Conse-
quently, there is a deepening of the work with resulting reinforcement of
ego strengths that allows each to better tolerate intimacy and regulate
affect.

In this work, it is important to have each partner explore the meaning
of his or her traumatic backgrounds. In this process, the clinician often
fluidly moves back and forth between the individuals, creating an oppor-
tunity for each partner to story and restory his or her trauma history.
Elaborating this historical work in the context of couples therapy offers
an immediate context for the partners to become more empathically
attuned to each other, and as mutual empathy increases, the process of
unraveling the projective identification patterns can be initiated. The
complex work of owning one’s projections and working through those
conflicts in a more adaptive manner can begin. The ability to use each
other as objects who can offer corrective emotional experiences is
complicated; however, when partners can begin to see each other in more
expansive ways, the tendency to distort is diminished. If this work
becomes too threatening for either partner, the therapist can reinstitute
Phase I ego-supportive interventions.

It would be important for each of these partners to have an opportu-
nity to discuss some aspects of their trauma history. But the discussion of
the trauma history will be counterproductive if it is being used to further
hurt or victimize the partner. If either individual is unable to move away
from the stance of “See, I told you that you were further victimizing me
like my parent,” then exploring the meaning of the traumas is contraindi-
cated. It is often difficult for partners to separate out their own behavior
in the interpersonal exchange; this is improved by a structure in which
one partner speaks of his or her history coupled with a frequent checking
in with the other partner. We would have Dianne talk about her child-
hood memories of her father’s drunken stupors and hearing his mastur-
batory activities. While we would encourage her telling some of her
story, we would be checking in with Scott in terms of what he heard and
to ensure that he was not taking in the message that he was being posi-
tioned like Dianne’s father. It would be important to have Dianne
describe her coping strategies, her resilience, and her adaptation to the
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events. In doing so, we would encourage her to own her current
strengths and adaptation in dealing with her feelings of loss and betrayal.
The Phase I work of the cognitive discussion of masturbatory activities
could be revisited. We could then explore the rationale for her need to be
the initiator of the couple’s sexual activities. It is possible that Dianne
may have new memories of abuse or trauma during this phase of the
work. Again, assuming the ego strengths of the individuals and the
strength of the therapeutic alliance, some opportunity to explore new
memories may be indicated. The presence of the partner during these
explorations again provides an opportunity to enhance intimacy and
connection, and discussing strategies that promote empathy and healing
is often a very rewarding process for partners.

Scott’s work in the above exchange would center on his experience of
Dianne as controlling and manipulative. He would need to understand
that this perception is likely to be distorted as a result of his interactions
with his controlling mother and perhaps sisters. He would need to exam-
ine his sexist, misogynistic attitudes. He would also need to examine his
identification with his abusive father and his own explosive temper,
thereby preparing himself for his own retelling of some of his trauma his-
tory. Dianne would need to witness Scott’s insight work without feeling
defensive or blaming herself. She would need to open up her empathic
pathways so as to see the hurt, frightened little boy aspect of Scott. If
other traumatic memories emerged for Scott, Dianne would have the
opportunity to be a trusted intimate partner who could witness Scott’s
further growth toward resilience.

CONCLUDING COMMENTS

This vignette offers a glimpse of the range of approaches to addressing
object relations issues as they are manifested in the projective identifica-
tion patterns of the couple. Note that the therapist did not even acknowl-
edge Scott’s accusation that Dianne also enjoyed the use of pornography
in their sexual relationship. To acknowledge such a statement would
likely exacerbate the couple’s hostility and victim–victimizer exchanges
during the Phase I work. However, in Phase II, the couple will be ready
to begin to work with this kind of projective identification pattern. A
working through of such projective identification pattern may enhance
the partners’ object relations capacities in the relationship. This sort of
work requires a long-term commitment to therapy.

Miehls (1997) has previously noted how survivors of childhood
trauma can be positioned as identified patients in couple systems; it is
not uncommon for trauma survivors to carry the burden of a psychologi-
cal conflict that is experienced by both partners. The unraveling of
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projective identification is more challenging when both partners have
been trauma survivors. Each partner would need to eventually
understand his or her own conflicts around control, sexuality, and the
unconscious wish to use the partner as a part-object in the sexual
relationship. Dianne would need to recognize the impact of her parents’
sexual behavior. It is likely that she felt some envy toward her mother’s
ability to escape the family home. Even though she consciously was
aware that her mother had numerous affairs, Dianne may have identified
with aspects of her mother’s sexual acting-out behavior. Scott also may
have identified with the sexist attitudes of his father. He would need to
own his wish to retaliate against women. In addition, each would need to
fully examine his or her fears of abandonment and how each has
colluded with the other to play out issues of closeness and distance.

Phase III work in this treatment model would help the couple further
consolidate new identities. Aspects of self-definition would assist Scott
and Dianne to move beyond survivorship identity. Revisiting some
Phase I parenting themes will reassure the couple that they can break the
intergenerational pattern of violence and abuse. The ability of each to
truly be empathic to the other will be consolidated. It is quite likely that
the couple will experience further adaptation and pleasure in their sexual
relationship.

This example shows the relevance of having a thorough object
relations assessment history for each partner in the dyad. Although alter-
ing projective identification patterns is contraindicated in the beginning
stages of couple treatment with trauma survivors, the patterns are
addressed in a psychoeducational mode of intervention. At different
points in treatment, when the couple is able to hold the tension inherent
in the process of changing earlier developmental issues, movement
toward further growth and resilience can be a satisfying endeavor for the
couple.
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Facing the Dragon Together: 
Emotionally Focused Couples 
Therapy With Trauma 
Survivors

SUSAN M. JOHNSON

The word trauma comes from the Latin word for wound. There is
ample evidence that such wounds are not anywhere near as uncommon
as the DSM suggests (Root, 1992; Waites, 1993), and will be particularly
well represented in those clients who seek psychotherapy. It should not
be surprising then that therapists note that a significant proportion of the
distressed partners who come to a couple therapist for help are suffering
not just from marital distress and the depression that often accompanies
such distress but also from posttraumatic stress disorder (PTSD)
(Whisman, 1999).

In old stories the image of fighting a dragon was used to symbolize the
experience of helplessness and terror that is the essence of PTSD. In a
fight with a dragon, we have a special need to know that we can count on
those we love to stand beside us. At times of stress and vulnerability,
attachment needs become particularly powerful and compelling (Bowlby
1969). Traumatic experience can initiate or exacerbate marital distress if a
spouse is perceived as not responding in a caring manner and supporting
the wounded partner in dealing with his or her distress. Couples therapy
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can then be a crucial part of treatment; a better spousal relationship can
support healing while relationship distress can often undermine it. The
couple therapist will also encounter a number of clients who suffer from
complex PTSD (Chu, 1998: Herman, 1993; Moeller, Bachmann, & Moeller,
1993). Most of these clients have been traumatized by the very people
they loved and relied on, by former spouses, by parents and relatives, or
by older siblings, they have learned to associate fear and suffering with
closeness and dependency. Their trauma has been a “violation of human
connection” (Herman, 1992); the same kind of connection that the couple
therapist is attempting to help them shape and improve. For these clients,
the dragon is often standing right behind their partner; the whole
relationship occurs in the dragon’s shadow, and couples therapy is an
opportunity to create a new corrective emotional experience of safe
connection that can strike at the very heart of the wounds inflicted by
past trauma.

The concept that a new experience of safe connection offers an
antidote to wounds inflicted in past traumatic relationships is not new;
however, this kind of connection has mostly been viewed as being
provided by a therapist in individual therapy. Couples therapy can shape
such a connection and so play a crucial role in the treatment of trauma,
especially in cases of complex PTSD (Johnson, 2002; Johnson & Makinen,
2003); Gurman (2001) notes that it is also becoming clear that for change
to endure it should occur in, and be supported by, the natural
environment, and a client’s primary relationships are a key part of such
an environment.

AN INTERPERSONAL PERSPECTIVE ON TRAUMA

Trauma is usually formulated in individual terms as symptoms of
reexperiencing, numbing and avoidance, and hyperarousal. There are
now indications that the avoidance and numbing, the most interperson-
ally oriented of these symptoms, may be the most central and also the
most difficult to treat of all the after-effects of trauma (Foa & Rothbaum,
1998; Riggs, Byrne, Weathers, & Litz, 1998). These specific symptoms do
not fully capture the complex picture of the effects of trauma. Survivors
have general problems with affect regulation; they often find toxic
solutions to their stress, such as self-mutilation, that perpetuate shame
and avoidance; they often develop a problematic relationship with their
own body, which reverberates with traumatic memories and so seems
out of control and contaminated; they have low self-efficacy and an
impaired ability to set workable goals and, as an inevitable corollary to
the above, survivors have problematic relationships with others colored
by mistrust and a sense of isolation and estrangement (Johnson, 2002).
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Everyday relationship behaviors, such as confiding or making love, are
going to be colored and distorted by these kinds of problems.

If we place these problems in the social context in which survivors
live, we can conceptualize traumatic stress disorder as a trap (Shalev,
1993), an absorbing state of unregulated negative emotion and a
corresponding way of engaging the world and other people (Johnson,
2002, p. 21). In this state everything leads into, and nothing leads out of,
helplessness and terror. For example, many ways of coping with trauma
cues tend to exacerbate alienation from others. The inner experience of
traumatic isolation is reinforced by interactional responses that make
secure connections with others difficult to achieve. A lack of secure
connection with others appears to preclude dealing with the dragons of
trauma with a sense of efficacy. The new social context of couples
therapy can change attachment patterns by fostering emotional
experiences that are inconsistent with existing models of attachment
(Epstein, Prezer, & Fleming, 1987).

If a survivor, who usually rises and cuts herself when the dragon
comes for her in the middle of the night, instead can seek to be held by a
responsive spouse, she may wake up to a new world the next morning. It
is not trauma history that predicts the effects of trauma but whether one
can seek comfort in the arms of another (van der Kolk, 1996). Both
feminist and social constructivist perspectives encourage us to place the
symptoms of trauma in an interpersonal context (Neimeyer, 1993; Jordan,
Kaplan, Miller, Stiver, & Surrey, 1991). Attachment theory offers a
comprehensive way to understand survivors in their interpersonal
context and how that context can be a source of healing or a source of
ongoing dysfunction. As McFarlane and van der Kolk (1996, p. 24) note,
“emotional attachment is probably the primary protection against
feelings of helplessness and meaninglessness.”

ATTACHMENT AND TRAUMA

Attachment theory is a systemic theory that bridges self and system
(Johnson & Best, in press) and offers couples therapists a theory of adult
love and a way to understand how a sense of felt security with others
enables us to cope with dragons and darkness. A premise of attachment
theory is that the need for a secure connection with a few significant
others is one of the main motivators of human behavior from the cradle
to the grave. This approach has recently generated a large theoretical and
research literature on adult love (Cassidy & Shaver, 1999; Simpson &
Rholes, 1998). It is the perspective that informs Emotionally Focused
Couples Therapy (EFT [Johnson, 1996]), now one of the best validated

RT7545_C23.fm  Page 495  Thursday, May 13, 2004  5:43 PM



496 Handbook of Stress, Trauma and the Family

and most effective couples therapies (Johnson, Hunsley, Greenberg, &
Schindler, 1999).

Attachment theory views bonds between lovers, parents and children,
and other family members as physiological regulators. Contact with
those we love and depend upon “tranquillizes the nervous system”
(Schore, 1994). The safe haven of secure attachment, characterized by
emotional accessibility and responsiveness, promotes resilience in the
face of uncertainty, exploration of the environment, active learning, and
adaptation. Those who are securely attached can optimally regulate their
emotions in the face of stress, openly ask for their needs for comfort and
reassurance to be met, and take in and use such comfort to calm
themselves. They can then integrate their experience and flexibly deal
with their environment. Secure attachment is associated with better affect
regulation, increased capacity to process information, and openness to
new evidence and more than one perspective (Mikulincer, 1997), as well
as the ability to communicate with others effectively (Johnson & Whiffen,
1999). For example, securely attached adults, who believe that others will
be there when they are needed, are more empathic and more self-
disclosing in close relationships. Securely attached Israelis were better
able to deal with Scud missile attacks (Mikulincer, Florian, & Weller,
1993) and were found to have a more positive, coherent, and elaborated
sense of self (Mikulincer, 1995).

Attachment responses seem to be organized along two dimensions:
anxiety and avoidance (Fraley & Waller, 1998). When the connection with
an irreplaceable other is threatened but not yet severed, attachment
behaviors become heightened and intense, as anxious clinging, pursuit,
and even aggressive attempts to obtain a response from the loved one
escalate. A second strategy for dealing with the lack of safe emotional
engagement, especially when hope for responsiveness has been lost, is to
suppress attachment needs, focus on tasks, and limit or avoid distressing
attempts at emotional engagement with attachment figures. These two
strategies, anxious clinging and detached avoidance, can develop into habit-
ual styles of engagement with intimate others and require different
interventions from the couples therapist (Johnson & Whiffen, 1999). A
third fearful strategy that combines anxious clinging with avoidance is
often found in survivors of trauma, particularly survivors of childhood
sexual abuse (CSA) (Shaver & Clarke, 1994; Roche, Runtz, & Hunter,
1999). These survivors tend to have the most negative self-concepts and
are found to be worse off on every measure of mental health. They tend
to blame themselves for their traumatic experiences, and this self-blame
has been found to mediate adult adjustment in CSA survivors (Coffey,
Leitenberg, Henning, & Turner, 1996). This combination of anxious cling-
ing and avoidance stems from a situation in which the attachment figure
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is both the source of fear and the solution to fear; it tends to create chaos
in close relationships and to disorient the spouse as well as the survivor.

For survivors of interpersonal trauma, a basic level of secure
attachment is desperately needed but difficult to obtain, and often crucial
both to everyday functioning and to the ability to heal past wounds. Cou-
ples therapy offers an arena where survivors and their partners, who
often suffer from secondary PTSD (Waysman, Mikulincer, Solomon, &
Weisenberg, 1993; Nelson & Wampler, 2000), can address absorbing
inner states of chaos and distress and learn to manage them together.
They can also find ways to engage each other that create a sanctuary in
which healing can occur.

COUPLES THERAPY FOR TRAUMATIZED COUPLES

Interventions in the multidimensional problems faced by trauma
couples ideally should be based on a clearly formulated model that has
been tested. Two models of couples therapy fit these criteria—cognitive
behavioral and emotionally focused approaches—and both have been
applied to couples dealing with trauma (Follette, 1994; Johnson &
Williams-Keeler, 1998; Johnson, 2002, 2004). EFT seems particularly
suited to addressing the needs of traumatized couples because: (a) it
actively works with emotion, and PTSD is essentially a problem of
affect regulation and integration; (b) EFT focuses on attachment and the
building of secure bonds; (c) EFT is a humanistic approach that is
explicitly collaborative and respectful of clients, and such an orienta-
tion is essential with trauma survivors; and (d) EFT appears to achieve
better and more stable outcomes in general than the behavioral
approaches (Johnson et al., 1999). EFT is also consonant with research
on marital distress that stresses the importance of emotional engage-
ment, soothing interactions, and the ability to exit from specific nega-
tive cycles such as critical pursuit followed by defensive withdrawal
(Gottman, 1994).

The EFT Model

The EFT therapist considers both self and system and how they define
each other. The therapist focuses on (a) how partners construct their
experience (using an experiential approach reminiscent of Rogers, 1951)
and (b) how partners then construct patterns of interaction (using a struc-
tural approach reflecting the work of Minuchin & Fishman, 1981). A
snapshot of an EFT therapist might show the therapist (a) helping a client
unfold a poignant moment (where, for example, she could not accept her
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partner’s offer of love and support), (b) helping this client piece together
this experience in a new way or expanding marginalized aspects of this
experience, and then (c) using this new formulation of experience as the
basis for a new kind of interaction with the other partner. So a client
might begin by simply turning away and refusing to look at her spouse
or by making a cynical remark about how anyone who trusts is pathetic.
The therapist helps her to come to a place where she can turn and tell her
partner about how afraid she is that if he comes close he will see her. He
might then feel the disgust she feels for herself. The therapist will then
work with the partner, who is hopefully pulled toward his spouse, by
this latter disclosure, to respond in a caring, reassuring way. The tasks of
EFT are always to expand and further process key emotional experiences
and to structure interactions that contain negative responses, moving the
relationship toward a more secure bond.

The three stages of EFT (applied to trauma couples) are similar to the
steps in the change process with individual trauma (McCann and
Pearlman, 1990). They are (a) the de-escalation of negative cycles and sta-
bilization, (b) the creation of new interactions that restructure the
relationship into a more secure bond that supports a positive sense of self
and where partners can stand together against the dragon of trauma, and
(c) consolidation and integration, where partners can actively problem-
solve and integrate the changes made in therapy into their everyday lives.

Special considerations apply when initiating therapy with trauma cou-
ples (Johnson, 2002). Briefly, they include:

1. The need to liaise with any individual therapist who is working
with the survivor to ascertain the stage of treatment and how
couple and individual therapy can best potentiate each other.
Survivors are often referred to couples therapy by individual
therapists.

2. Issues of possible violence must be carefully assessed since one of
the aftereffects of trauma is a loss of affect regulation and a
tendency to rage and aggression.

3. The question of how survivors deal with encounters with the
dragon must be directly addressed. Is there a tendency to self-harm
such as cutting or suicide attempts? If so, the therapist has to create
specific safety nets (sequences of agreed-on coping behaviors) to
contain these behaviors.

4. An educational aspect of the nature of trauma has to be added to
the traditional EFT model. Spouses of survivors often know only
the barest of facts about the survivor’s abuse or trauma. Survivors
may not feel entitled to care and comfort and often present their his-
tory in a very diluted and sanitized manner. Spouses often know
very little about the effects of trauma and may take many traumatic
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stress responses as personal slights. Overall, the therapist helps the
couple recognize the specific moments when the dragon rears his
head in their relationship and controls the dance between them.

5. The goals of therapy and the length of the therapy process must be
tailored to the needs of each couple. In research studies, EFT is con-
ducted in 10 to 12 sessions. When working with survivors, the pace
is slower and temporary relapses are expected, so treatment may
take up to 30 sessions or more. The goals of therapy must also be
sculpted to fit the couple. For example, CSA survivor will probably
always desire a more controlled form of sexuality than a partner
who has never been so traumatized. If partners can be open about
these kinds of issues, they still can deal with them in a way that pro-
motes satisfaction and intimacy.

6. Last, the alliance with the therapist and the therapist’s ability to cre-
ate a safe haven in the therapy session, the foundation on which EFT
interventions stand, is even more crucial with survivors and their
partners. It is important to expect rifts in this alliance and so to moni-
tor and actively mend them. The therapist must be genuine and
transparent and remain open to learning from every couple in every
session. This is crucial in trauma cases, where the therapist is acting
as a relationship process consultant but may never have faced a
dragon personally, let alone tried to dance around one with a partner.

EFT Interventions

The focus of intervention and the specific interventions used may
vary depending on the couple’s stage in the change process. In Stage 1,
the focus is on the de-escalation of negative cycles of interaction and
accessing underlying attachment-oriented affect. The therapist will
repeatedly reflect the process of interactions and frame negative cycles
as the enemy that keeps both partners off balance and on guard. The
therapist will use evocative questions, reflection, and interpretation to
expand reactive emotions to include the more vulnerable affect that
underlies them. The therapist will encourage the couple to share these
core emotional responses in enactments, which usually involve various
forms of fear of loss, abandonment or rejection, and grief and hurt. The
therapist also reframes key responses in terms of attachment needs and
fears and the aftereffects of trauma. At the end of Stage 1, the partners
are kinder and more generous with each other and can view the nega-
tive cycle and traumatic stress as their mutual enemy (rather than label-
ing each other in this way), but the attachment between partners is still
insecure.
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In Stage 2, the focus is on restructuring interactions toward more
secure attachment. The therapist works toward reengaging withdrawn
partners and helping critical blaming partners to soften (ask for
attachment needs to be met from a position of vulnerability). When both
partners are accessible and responsive, bonding interactions reassure
partners and define the relationship as a safe haven and a secure base,
paving the way for the final stage of therapy. The therapist can structure
new patterns of interaction, encouraging the couple to create a coherent
narrative of how their relationship became distressed and how they then
repaired it. The couple can also then problem-solve around how to
prevent the incursions of traumatic stress into their relationship.

Emotional responses. The EFT therapist privileges emotional responses
and views them as organizing interactions between the couple as music
organizes a dance. When working with survivors, there are times when the
therapist helps to contain chaotic and overwhelming emotional responses
(see Johnson & Williams-Keeler, 1998) and to deconstruct negative
responses such as shame. Often, the spouse is able to respond to a survivor
in a more loving and compassionate way than the survivor can initially
allow or accept. This compassion begins to act as an antidote to negative
emotions like shame and validates the worth of the wounded partner.

Emotion is seen as a high-level information processing system that
communicates to an individual and to others what that individual’s
needs and motives are. Emotion plays a central role in the creation of
meaning; as Sartre commented, emotion can transform the world in an
instant. It is also a body experience that organizes action. Negative
emotion is (a) reframed in the context of cycles of distress, traumatic
stress, and attachment, and (b) restructured, often by including
marginalized elements. New emotional responses, such as fear of hurt
and longing for comfort and reassurance, are used to structure new
positive interactions between spouses.

How does the therapist know which emotion to focus on? The therapist
focuses on the most present poignant emotions that arise in the therapy
process, the nonverbal gesture or the hot image, or the emotion that is
most salient in terms of attachment needs and fears. The therapist also
focuses on the emotion that seems to organize problem interactions or has
the potential to organize positive ones. For example, the therapist might
highlight the look of sadness and compassion on a husband’s face when
his partner says that she interrogates him out of fear, not out of contempt.
Fear is addressed extensively in EFT, primarily because fear tends to
become an absorbing state that overrides other cues and constricts and
constrains both information processing and interactional responses.
Attachment longing, or its mirror opposite, the pain of isolation and fear
of loss, is also used to prime new behaviors such as risk-taking and asking
for caring responses. Emotion is designed to rapidly reorganize behavior
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in the interests of survival and the fulfillment of basic needs. Attachment
longing and fears play a part in the establishment of negative cycles, but
they can also be part of the way out of such cycles.

The core interventions in EFT used to reprocess emotional experience
are as follows (Johnson & Denton, 2002):

Tracking and reflecting emotional experience

Example: “Could you help me to understand? I think you’re saying that
you ‘stay on the surface’ as you put it because this feeling of hopelessness
comes up when you think of talking about how lonely you feel. And now
there is another piece to this that makes you want to throw up your hands
like you just did. This is that if you talk about your needs, you are afraid
that you will not only feel more alone but you will also be told how
demanding and impossible you are. Am I getting it?”
Main functions: Focusing the therapy process; building and maintaining
the alliance; clarifying emotional responses underlying interactional posi-
tions.

Validation

Example: “You feel so alarmed right now that you can’t even focus. When
we’re that afraid, we can’t even concentrate, is that it? And you had to learn
to stay vague and kind of numb. It was the only way to grasp a little safety.
It was a way of saving your life, wasn’t it?”
Main functions: Legitimizing responses and supporting clients to continue
to explore how they construct their experience and their interactions; build-
ing the alliance.

Evocative responding: Expanding by open questions the stimulus, bodily
response, associated desires, and meanings or action tendency implicit in
an emotional response.

Examples: “What’s happening right now, as you say that?” “What’s that
like for you?” “So when this occurs, some part of you just wants to run, run
and hide?”
Main functions: Expanding elements of experience to facilitate the reorgani-
zation of that experience; formulating unclear elements of experience and
encouraging exploration and engagement.

Heightening: Using repetition, images, metaphors, or enactments

Examples: “Could you say that again, directly to her, ‘I can’t let you in.’” “It
seems like this is so difficult for you, like stepping off into space, so
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terrifying.” “Can you turn to him and tell him, ‘It’s too hard to ask you to
hold me and help me feel safe.’”
Main functions: Highlighting key experiences that organize responses to
the partner and new formulations of experience that will reorganize the
interaction.

Empathic conjecture or interpretation

Example: “You turned your head, it is almost as if you were turning away
from this feeling … like you don’t want to touch it … to own it. It feels
wrong, unacceptable almost, is that right? You don’t want to know this …
to feel this way?”
Main functions: Clarifying and formulating new meanings, especially
regarding interactional positions and definitions of self.

It is important when working with emotions to (a) repeat interven-
tions since difficult emotions take longer to process, (b) be congruent
with the affect (for example, to speak of sadness in a soft voice), and (c) to
use simple language and simple images. The best images of all are the
ones generated by the clients themselves.

Core interventions to restructure interactions in EFT are as follows:

Tracking, reflecting, and replaying interactions

Example: “So what just happened here? It seemed like you took a big risk
and put your weapon down and asked for his comfort. Is that okay? But
Bill, you were on guard, waiting for the slam, so you stayed cool and
stepped behind your wall, yes?”
Main functions: Slows down and clarifies steps in the interactional dance;
replays key interactional sequences.

Reframing in the context of the cycle, trauma, and attachment processes

Example: “You freeze because you feel like you’re right on the edge of step-
ping into all that helplessness, yes?” “You freeze because she matters so
much to you, not because you don’t care.”
Main functions: Shifts the meaning of specific responses and fosters more
positive perceptions of the partner.

Restructuring and shaping interactions: Enacting present positions, enact-
ing new behaviors based upon new emotional responses, and choreograph-
ing specific change events.

Examples: “Can you tell him, ‘I promised myself never to be open and so
easy to hurt again. You don’t get to devastate me again’”. “Can you tell him
directly, ‘I am so afraid, I have to hold you at a distance just to breathe …
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can’t let you close … feel like I have no skin … so raw’?” “Can you ask him,
‘Please’? Can you ask him for what you need?”
Main functions: Clarifies and expands negative interaction patterns, creates
new kinds of dialogue and new interactional steps and positions, leading to
positive cycles of accessibility and responsiveness.

New Developments in EFT

Two new developments in EFT are relevant to working with
traumatized couples. First, process research has shown that positive
outcomes, deeper emotional experiencing, and more affiliative responses
are produced by a change event called a softening; i.e., where a previously
blaming spouse is able to risk asking for attachment needs to be met from
a position of vulnerability (Johnson & Greenberg, 1988). The steps that
constitute this event have been mapped out, as have the specific therapist
interventions that foster a specific change event. The EFT therapist uses
evocative responding, reframing in terms of attachment, and heightening
before choreographing an enactment where one spouse confides in the
other. Therapists who were successful in helping couples complete these
events also gave partners a picture of what a secure attachment response
might look like, while at the same time validating how hard this was to
do. The therapist might say, “So you could never, never turn and ask for
reassurance, to just turn and say how afraid you are and how much you
long for his soothing. You could never do that.” This intervention
seemed to offer partners an image of an alternative response, while
encouraging them to acknowledge blocks to this response. This kind of
intervention might be especially appropriate for traumatized couples
who may never have experienced any kind of safe attachment and who
need to begin by acknowledging how almost impossible it is to risk this
kind of interaction.

The second recent development in EFT is the outlining of a form of rela-
tionship trauma that shatters the assumptions of secure attachment and
becomes particularly salient when partners are asked to risk new levels of
emotional engagement with their spouse in therapy. These past events,
which are usually abandonments at moments of intense need (such as
during a miscarriage or after a medical diagnosis), arise in the manner of a
vivid flashback and block engagement in change events where partners
reengage or soften. Such traumatic events appear to disproportionately
influence the quality of the attachment in a relationship, defining it as
insecure (Johnson, Makinen, & Millikin, 2001). It is not the event itself that
appears to create an impasse but its attachment significance and the fact
that past attempts to repair this relationship wound have confirmed the
injuring spouse’s unresponsiveness. If the therapist does not actively
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address these injuries, the couple does not complete the Stage 2 change
events and are less likely to recover from distress at the end of therapy.
The steps in the resolution of these relationship traumas appear to be as
follows:

1. With the therapist’s help, the injured spouse stays in touch with the
injury and begins to articulate its impact and its attachment
significance. New emotions frequently emerge at this point. Anger
evolves into clear expressions of hurt, helplessness, fear, and
shame. The connection of the injury to present negative cycles in the
relationship becomes clear. For example, a spouse says, “I promised
myself, never again. I won’t let myself need him again, so he can
just wipe out my hurt like that—like I was nothing to him.”

2. The partner begins to hear and understand the significance of the
injurious event and to understand it in attachment terms—as a
reflection of his or her importance to the injured spouse, rather than
as a reflection of his or her personal inadequacies or insensitivity.
This partner then acknowledges the injured partner’s pain and
suffering and elaborates on how the event evolved for him or her.

3. The injured partner then tentatively moves toward a more integrated
and complete articulation of the injury and expresses grief at the loss
involved in it and fear concerning the specific loss of the attachment
bond. This partner allows the other to witness his or her vulnerabil-
ity.

4. The other spouse becomes more emotionally engaged and acknowl-
edges responsibility for his or her part in the attachment injury and
expresses empathy, regret, and remorse.

5. The injured spouse then risks asking for the comfort and caring
from the partner which were unavailable at the time of the injurious
event.

6. The spouse responds in a caring manner that acts as an antidote to
the traumatic experience of the attachment injury. The partners are
then able to construct together a new narrative of the event. This
narrative is ordered and includes, for the injured spouse, a clear
and acceptable sense of how the other came to respond in such a
distressing manner during the event.

Once the attachment injury is resolved, the therapist can more
effectively foster the growth of trust, softening events and the beginning
of positive cycles of bonding and connection. The literature on trauma
and attachment contributed immensely to our understanding of these
events, and the mapping of such events and their resolution have
allowed us to work more successfully with trauma survivors.
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Case Illustration: “So Many Traumas I Can’t Count Them”

Jane and Trevor were in their early thirties and had been married for 7
years. Both partners were in individual therapy. Trevor was being treated
for depression and panic attacks. He referred to himself as “the rock” and
viewed his problems as “out of character.” Emotions were very much
held in check in his family of origin and he did not understand how talk-
ing about them could ever be helpful. He related the problems in the rela-
tionship to the following series of events. First, Jane lost a baby; then she
had surgery for medical problems arising from the loss. Shortly after, she
was raped by a colleague when she was working late in the evening. The
rape induced hemorrhaging and toxic shock, and she was rushed to a
hospital where she remained in a coma for 4 months. She had a very dif-
ficult and slow convalescence and was now on a disability pension.
Trevor stayed beside her all through her coma but then became
enmeshed in the police investigation where he concluded that she had
not been raped. When Jane awoke from her coma, he told her that he
believed she had engaged in illicit sex. A few months after that, Jane’s
closest living relative, her aunt, committed suicide. Jane began to express
suicidal feelings; she experienced Trevor as distant and she felt con-
nected to no one.

A few months later, this couple walked into my office and told me the
above story in a calm, reasonable monotone. They described small
conflicts about his being late for supper and seemed to exhibit a careful
withdraw–withdraw style of interaction. She described PTSD symptoms
of nightmares, intrusive images and thoughts, numbing and avoidance,
and hypervigilance concerning safety issues, as well as problems with
chronic pain and somatic complaints. Trevor appeared to be suffering
from secondary PTSD and I hypothesized that his skepticism about the
rape might also constitute an attachment injury for his wife. For partners
who had walked through this kind of nightmare, they appeared to be
laid back and unemotional.

The pattern of mutual carefulness and distance soon changed to
pursuit and attachment protest by Jane and appeasement and emotional
distancing on the part of Trevor. Contact with the individual therapists
revealed that Trevor’s therapist felt that couples therapy was the
treatment of choice while Jane’s therapist viewed himself as mainly
supporting Jane to adapt to her present life. He had placed Jane on
medication for chronic pain and anxiety. The trauma trap this couple
were caught in was that Jane’s sense of traumatic helplessness and terror
seemed to be constantly confirmed by her partner’s distance and doubts
about her fidelity, while her anxiety and threats to hurt herself cued
Trevor to shut down more and so exacerbate her sense of isolation.
Neither had a safe haven where they could deal with their loss, hurt, and
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fear. Their habitual ways of engaging each other in attachment
interactions seemed to fit the anxious preoccupied (Jane) and the avoidant
dismissing (Trevor) patterns. With support and validation, Jane talked of
how she felt she had lost her identity. Before the events, she had been
independent and strong; now she was disabled. Trevor shared some of
the insights he had gained in his individual therapy; he related his panic
to the pressure of work demands and his increasing fears that his wife
would come to harm and he did not know how to take care of her
properly. He did not confide in her because he saw her as overwhelmed
already and his emotions “didn’t make sense” anyway.

In the individual sessions for each partner that are part of the
assessment phase in EFT, Jane confided that even before the trauma of
the rape, she experienced Trevor as cold and suspicious regarding her
fidelity. When her cousin died, Trevor stayed distant and so she viewed
her threats to hurt herself as part of a desperate attempt to pull him
closer. She wept at the memory of his accusations of infidelity after she
awoke from her coma. At this point, however, she experienced him as
trying to trust her and trying to be supportive. She now felt safe enough
with him that they could make love without her experiencing flashbacks.
The flashbacks she did experience were of her time in the hospital.
Trevor talked of feeling controlled and how he had sat by his wife’s
bedside for months, only to be assailed by doubts and finally anger about
her possible sexual betrayal of him.

In the fifth session we discussed the issue of the rape and the part it
played in their carefulness with each other. They each had carefully
avoided talking about the rape and other difficult topics, which left each
of them feeling alone until Jane blew up over seemingly minor issues.
Jane shared her despair that she could not prove that she had been
faithful and pleaded with Trevor to understand that at the time of the
rape she was still in postoperative pain and not sexually active. He
explained that he had stopped sharing his doubts since it only hurt her. I
encouraged him to talk about his fears and how they had been
exacerbated by the police investigation. He acknowledged that his
anxiety over possible betrayal had always been part of the relationship
for him since he had always seen himself as the less able and attractive
partner.

Trevor was able to own his fears and express deep regret that he had
accused her. Jane expressed the pain of abandonment that this had
brought up in her. The next few sessions then went on to deal with his
sense of injury at her threats of suicide and how it had overwhelmed him
and inhibited him in interactions with her. She was able to respond and
empathize with his feelings and reassure him that she would not hurt
herself. The relationship was becoming safer; both partners were able to
share the skeletons in the closet that blocked their emotional engagement
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and their sadness about that. They were able to see the cycle of mutual
withdrawal and pursue–criticize distance that prevented them from
being close. Trevor talked about his panic attacks and related them to
Jane’s suicide threats and how his fear and anger ambushed him after he
felt that he had successfully tuned out all these emotions. Both were able
to talk about how they wanted to learn to open up, to listen, and to
comfort each other in the face of their loss and fear. They were able to
speak of the suicide of Jane’s aunt and help each other grieve this loss.
With many clients, attachment injuries come to the fore when they are
asked to risk emotional engagement in change events in therapy. In this
couple these injuries had to be addressed in the de-escalation phase to
foster the creation of basic safety in the relationship and in sessions.

The task of the second phase of therapy was to foster secure bonding
interactions that would create a healing environment. We began to work
with Trevor’s reluctance to express his emotions. He said, “I just tell her
the surface and it is a bit lonely.” He visited his fidelity fears again on a
deeper level, and admitted that he had doubted that the baby she lost
was his. He feared he would find out that “She doesn’t love me and I
don’t matter to her. I don’t know how to love her. I am so ordinary …
never felt good enough for her.” Jane responded supportively.

Jane had become more open in our sessions, but she now began to
have flashbacks and nightmares that she was being held hostage by the
rapist and could not reach Trevor. She found it very hard to share this
with Trevor, fearing that she would be more of a burden if she came to
him seeking comfort. Trevor responded that he wanted her to come to
him and he wanted to learn how to comfort her. She then expressed the
shame, so common in trauma survivors, that she felt “dirty” even talking
about this and would “contaminate and hurt” him if she confided. He
told her that he felt he was able to be responsive to her now. She shook
her head and then brought up a recent incident, and I could see the
dragon of trauma come between them.

Jane (very, very quietly): “If he’s in the office—I know I can reach him—but
he goes out and he forgets to turn his cell phone on. Like Wednesday when
he played golf and I couldn’t reach him. I asked him, and I have asked him
and asked him. [Begins to cry very quietly.] If I can’t reach him when I feel
this way. He won’t be there!!!”

Trevor (to the therapist): “Well, I do carry the phone with me most of the
time, you know, but if I am out of the office it is hard to respond
sometimes. This feels a bit unfair; it’s a lot of pressure. I don’t understand
why you are so upset.” (The therapist reflects and validates this.)

Therapist (turning to Jane): “It’s scary for you to think of depending on
Trevor, to think of reaching and not being able to get him to respond? That
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would feel just awful? [She nods and weeps.] Jane, recently you were
telling Trevor some of the details of the rape—things that are very, very
hard to talk about—things that you hadn’t really told him before. [She
nods.] I remember you mentioning that you kept passing out—and that
was completely terrifying for you; you were bleeding and your body was
going away on you. You were totally helpless …”

Jane: “Yes, I remember.” (Weeps.)

Therapist (soft voice and speaking slowly): “You also said that you still
have dreams of this, of drifting in and out of consciousness and of seeing
the phone … just out of reach. You tried to reach for it each time you came
to, but your body wouldn’t respond, you couldn’t reach it. And you were
thinking, if I could call Trev, if I could just call him and he would come and
help me—yes?” (She nods vigorously.)

Jane: “I couldn’t reach it. I couldn’t get to it. I couldn’t get to Trevor.”
Therapist: “Right … and you were dying. So now when you can’t reach
him, that panic comes up and takes you over. Yes … is that right? You are
alone, helpless and held hostage all over again?”

Jane (looking down, very quietly): “He doesn’t have the phone on. I can’t
get to him. [Looks at therapist.] I’ve told him, I feel so alone. I feel
abandoned. [Changes her voice, looks away.] So sometimes I get mad
instead and won’t talk to him when he comes home. [Turns to Trevor.] You
blame me and you find it inconvenient. You won’t even turn the phone on
for me. It’s too scary to come to you, to try, so I get mad.”

Trevor (quietly, sadly): “You get so mad, you even threaten to commit
suicide. I get paralyzed.”

Therapist: “You want to be there to hold and comfort Jane [he nods] but
sometimes all the emotion and the fear get too much and you have blocked
and shut down?” (He nods.)

Jane: “I have threatened suicide in the past … I have. Why not? I give up
sometimes. It’s such a struggle. I can’t get through to you … and I feel even
more alone.”

Therapist: “So for you, in that moment, when you need to reach for Trevor
and know he is there for you—in that moment, it is life and death, isn’t it,
Jane? He was your lifeline, every time you grabbed onto consciousness, you
tried to reach for the phone … for Trevor. And it still feels like that? [She
nods vigorously.] He was the only link to safety—the only way out of that
terror, that helplessness …”

Jane: “Now when I call and realize that his phone isn’t on, my body goes
into overdrive. My face gets red hot; my temples pound; I am on alert.”

RT7545_C23.fm  Page 508  Thursday, May 13, 2004  5:43 PM



Facing the Dragon Together: Emotionally Focused Couples Therapy With Trauma Survivors 509

Therapist: “Panic comes for you. You are alone … and so vulnerable. It is
unbearable. So in the past the only escape route you could find was to think
of suicide, ending the panic. Can you tell him?”

Jane: “Yes. [She looks up, dries her eyes and turns to Trevor.] But … how
can I help you understand that? I don’t want to restrict you … have you feel
controlled.”

Trevor: “I didn’t understand; I didn’t understand this. I don’t want you to
feel so panicked. I want you to reach for me. I will have my phone on
always.”

Therapist: “So Trevor, if I am hearing you right, you want Jane to know
that you are there to hold and protect her. Yes? [He nods and reaches out
his hand to Jane.] You are distressed at her helplessness, her terror. You
want her to reach for you … to know she can reach for you, that you can
stand against this together.” (He agrees.)

Therapist (to Jane): “Can you tell him? ‘I have to know I can reach you and
you will respond. When this panic comes for me, I have to know you are
there. You are my safety.’ Can you tell him?”

Jane (in a cool voice): “He wants me to calm down and spend more time
with his parents.”

Therapist (refocusing the dialogue): “Can you tell him how scary it is to ask
for his comfort, his caring, to put yourself in his hands?”

Jane (to Trevor, weeping): “In the hospital, I was a shell. I had lost me and
then I had lost you. I still think about this when I want to ask you … when I
can’t get hold of you. Do I know you will be there another time? Do I risk
it? Can you handle it?”

Trevor: “I want you to. I am learning.” (She smiles at him.)

Therapist: “What do you need right now, Jane? Can you ask him?”

Jane (to Trevor): “Can you hold me very tight? Can I count on you?” (He
stands up and pulls her into his arms.)

This is an example of a softening event in EFT where a vulnerable
spouse asks for comfort and connection in a way that pulls the other
spouse toward him or her. In a traumatized couple, the therapist has to
prepare for these events more carefully, approach them more slowly and
repeat the process more times than with a nontraumatized couple. This
event occurred after 14 sessions. The therapist expected relapses, after
which the couple would need to repeat this process, with the therapist
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supporting Jane’s taking the risk to ask for comfort and Trevor’s sharing
his own fears. At the time of writing this chapter, this couple have com-
pleted therapy and are doing well. Trevor is now able to tell Jane when
his fears and doubts arise and she is more able to turn to him when the
dragon of trauma comes for her.

CONCLUSION

Attending to attachment and affect and the shaping of interactions
that characterize secure attachment brings a focus to the sessions and
provides a map of the overall process of change and a guide to specific
moment-by-moment intervention. As Allen states (2001, p. xxii), “Attach-
ment theory provides a unified framework for organizing our under-
standing of trauma, it’s developmental impact and its treatment.”
Couples therapy that focuses on the creation of more secure attachment
has a definitive contribution to make to the treatment of trauma. The pro-
cess of emotionally focused couples therapy with couples such as Jane
and Trevor reminds me of the lines from the famous hymn, “Abide with
me, still falls the eventide. Darkness is falling—still with me abide.”
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Critical Interaction Therapy 
With Couples

DAVID READ JOHNSON

Immersed as we are in a multitude of relationships—past, present, and
future, real and imagined, solacing and malignant—how is it possible for
two people to sustain a loving bond in the midst of such cacophony?
Couples presenting for treatment are often beset by the competing pulls
of relatives, children, memories of dead parents, and imagined affairs.
Too often the grip of inertia, income, or fear serves as the glue that keeps
people together, with love relegated to infrequent encounters. The recur-
sive nature of human interaction produces an ever-narrowing pattern of
behavior within the relationship as each person accommodates to the
ever-more predictable moves of the other. What cannot be mutually
accommodated becomes distilled into an exquisitely refined conflict that
periodically escalates in predictable, even scripted, form and ends in the
tears, the slammed door, the separate beds, or the night drive, followed
by the silence or politeness or the occasional apology at the next
morning’s ceasefire.

Couples therapy can help identify and sometimes sort out these forces
that weaken the relationship. In the case where one or both members of
the couple have experienced psychological trauma, couples work can be
especially rewarding, since unlike many influences which are known to
the couple, trauma has a way of remaining hidden, denied, and
unattended to. The revelation of its profound influence on the couples’
conflicts can liberate new resources to deal with their troubles, as well as
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produce a powerful basis for intimacy between them. Nothing separates
like trauma, for trauma is a nothingness that eats away at experience; it is
a strange attractor that draws individuals inward away from the increas-
ing chaos of their everyday life. Worse in its intangibility than an affair,
the trauma is a shadowy third in the couples’ milieu; it continues to
haunt their every action despite their collusive attempts to unname it,
undo it, and unlive it.

This chapter will present a model of treatment for couples in which
one or both partners have experienced a traumatic event either before or
during their relationship, and either known or unknown to the other
member of the couple. This model, critical interaction therapy, was
initially developed with Vietnam veterans and their spouses (Johnson,
Feldman, & Lubin, 1995) but has since been adapted in work with all
forms of trauma.

TRIANGULATION WITH A SHADOW

The central concept of this model is that the couple has established a
triangulated relationship with a person associated with the traumatic
event, even if that person is unknown to one member of the couple. Tri-
angulation is generally understood as a familial relationship pattern in
which a couple manages its conflicts through a third party (usually one
of their children) who may appear to be more attached to one member of
the couple but actually serves to communicate with the other member
(Bowen, 1978). The triangulated member is required for the successful
maintenance of the couple’s relationship, often interfering with their per-
sonal development and individuation. In cases of severe conflict, the tri-
angulated member may develop symptoms and become an identified
patient who is brought in for counseling. It is important to note that all
three members collude with each other to maintain the triangulation.
Most family dynamics are structured by these overlapping triangulations
across generations (Roberto, 1992).

We have found that when one or both members of the couple have
been traumatized, the couple develops a triangulated relationship with
the shadow presence of a person associated with the traumatic event.
While it is understandable that the traumatized person remains vulnera-
ble to the influence of the traumatic event and may remain attached to
the memory of the people involved in the event, that still does not
explain how these shadows become entangled in the couple’s relationship.

In the midst of a traumatic event, the individual is beset by horren-
dous fear; the person’s very survival is at stake. It is this intensity of the
trauma experience that allows for such deep insertion of the traumatic
situation into the person’s self schemas and memory. Other individuals
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associated with the event, especially the perpetrator, are inserted into the
survivor’s psychic core, albeit in disguised or distorted form. Sensory
clues—the closeness, sweat, eyes, smell, and weight—associated with the
enemy soldier in hand-to-hand combat, the rapist in the dark of night,
the hands of the batterer around one’s neck, and the sound of the child
run over by the automobile all form images inside the victim in the most
intimate way. Even the most passionate sex with one’s spouse cannot
come close to the intensity of traumatic experience. In terms of intimacy,
marriage pales before trauma. Thus, the victims maintain a powerful
relationship to the events and people associated with their trauma, and
these may be present in their minds on a daily basis.

SHATTERING THE INTERPERSONAL BRIDGE

The interpersonal bridge refers to the assumption that we are in con-
tact with each other, that there is a mode of communication between us,
and that we both have agreed to this (Kaufman, 1980). What makes two
individuals a couple is an illusory agreement that they are together. It is a
specific element of the general social contract. That such an interpersonal
contract is assumptive or illusory is revealed by trauma which shatters
this bridge, throwing the persons into terror and a nothingness from
which they will take a long time to return. Janoff-Bulman (1992) notes
our “assumptive world … developed over time, that provides us with
expectations about the world and ourselves … that reflect and guide our
interactions in the world and generally enable us to function effectively”
(p. 5). She defines trauma as the shattering of these assumptions. It is
exactly this experience of losing one’s world that leads the victim to grab
onto elements of the traumatic situation so tightly.

Interestingly, Kaufman (1980) has noted that, in addition to trauma, one
other more common condition breaks the interpersonal bridge—shame.
“The interpersonal bridge is built upon certain expectations which we have
come to accept and to depend upon. … Shame is likely whenever our most
basic expectations of a significant other are suddenly exposed as wrong. To
have someone valued unexpectedly betray our trust opens the self inside
of us and exposes it to view. The anger evidenced is but a mask covering
the ruptured self” (Kaufman, 1980, p. 15). The experience of shame sepa-
rates individuals, isolating them under their own scrutiny; that is why one
feels all alone under a spotlight; one averts one’s eyes from the other
(Lewis, 1992; Wurmser, 1981). “One feels ashamed for being exposed,
exposed as one who has acted in a way that reflects poorly upon oneself,
by treachery, by bedwetting, by being a tattle tale, by having failed in
school or life—in short, of failing someone else’s expectations or failing the
demands of performance by one’s own conscience, standing under the
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glare of one’s own mind’s eye. To disappear into nothing is the punish-
ment for such failure” (Wurmser, 1987, p. 67).

Many observers have commented on the frequency of shaming attacks
between couples. Shaming attacks have been associated with domestic
violence (Lansky, 1987), the natural cycle of intimacy–distance within
couples (Nathanson, 1987), and unavoidable individual differences
between partners (Lewis, 1992). Nearly all couples express their inability
to accommodate to each other in the development of repetitive conflicts,
where shame is frequently encountered.

DEVELOPMENT OF THE CRITICAL INTERACTION

The model posits that during the course of the couple’s interactions,
when a core conflict arises, a shaming situation breaks the interpersonal
bridge between the couple. For the traumatized member, this break
becomes a powerful reminder of the disconnection and shame experi-
enced during the trauma, capable of shifting the attention internally from
the spouse to the traumatic event. What produces the link that creates the
critical interaction is the similarity of the breaking of the interpersonal
bridge in the present with the shattering of the assumptive world during
the traumatic event.

An example of this process appears in an article written by Lansky
(1987) on shame and domestic violence. Lansky, of course, was not
writing from a critical interaction perspective.

Mario:  Because Anna seems to have a talent for pushing buttons that make
me go. Nobody’s been able to get to those buttons before because I always
protected them very well. With Anna I’m much more open in that area. I’m
much more emotional with her than I ever would get with anybody else. …
I know what can set me off. Unfortunately she does too.

Anna:  I don’t realize it.

Therapist: Well, if you can tell me then she’ll have a chance to listen.

Mario: Okay Anna and I, you know, had an affair before my marriage was
ended.

Anna: You were separated and divorcing.

Mario: (Silent; becomes flushed.)

Therapist: What happened just now?
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Mario: She aggravated me because she stepped in.

Therapist: You look furious at her. Do you feel that way?

Mario: Yes I do. She stepped in. She stepped all over what I was trying to
say. She’s broken a train of thought.

Therapist: Is that typical of what goes on between the two of you?

Mario: Yes, very much so.

[The therapist asks more about this interaction, and then asks Mario if this
has been a problem in the past. Mario immediately speaks about his father,
a Marine drill sergeant, who had humiliated him severely as a child.]

Mario: He’d come in in the middle of the afternoon and say, “Well, we’re
going down to the Post.” I’d say, “Well, let me change clothes.” He’d say,
“No, no, that’s what you’re wearing, wear it, go on.” He made me feel like
an idiot. … I got so that in school I’d take a piece of paper out of a note-
book, and if it had a speck of dirt on it I’d throw it away because it wasn’t
neat enough, and that’s ridiculous. … (pp. 343–344)

Here we see the repetitive conflict, the shaming comment, the emo-
tional withdrawal (picked up by the therapist), and certain evidence that
he was thinking about his past emotional neglect and possible physical
abuse. (Mario’s comments about being “stepped all over” and “broken
train” suggest a possible link to abuse by the father in Mario’s childhood.)

Ironically, even though a horrible situation and the shame of being
victimized are revived, there is also a revived attachment to the people
associated with the trauma. Since the present is experienced as harsh and
demanding (the critical spouse, the anger, and the relational cutoff), the
past actually appears less demanding; it is filled with the now-familiar
spirits and the well-known chronology. It may even have a solacing
effect. The survivor reaches out to them, just as he or she reached out
during that disorienting fall into nothingness so long ago.

Over time, the traumatized member of the couple increasingly associ-
ates the repetitive relational conflicts with the trauma, and his or her
behavior is subtly shaped by these associations. Because of their solacing
function, these associations provide short-term value; they help the
couple to get through the conflict with withdrawal rather than violence.
However, the long-term effect is that the couple fails to resolve the con-
flict. The other effect of the repetitive nature of this process is that the
nontraumatized member of the couple is subtly influenced to match the
behavior evoked by the traumatic schema with ever-greater precision.
Thus, the repetitive conflict increasingly takes on aspects of the trauma.

RT7545_C24.fm  Page 517  Thursday, May 13, 2004  5:44 PM



518 Handbook of Stress, Trauma and the Family

This repetitive conflict, infiltrated with the traumatic residue, is the
critical interaction. The critical interaction is thus an attempt by the couple,
however dysfunctional, to bring together and integrate the family reality
with a disturbing historical event. Like many symptoms, it is a compro-
mise formation, a story encapsulating a double entendre. It is an attempt
both to symbolize the traumatic experience within the couple’s interaction
and to avoid awareness of the trauma. Unfortunately, this lack of
recognition does not allow for a working through or mourning of the
past. The present remains conflictual while the past increasingly takes on
a solacing quality. The other member of the couple unknowingly
becomes shaped by the traumatic material and develops a relationship
with the shadow in the service of managing the conflict with the spouse.
The result is that the memory remains unmourned and unacknowledged,
the partners each feel misunderstood, shamed, and enraged, and effec-
tive communication ends since neither person can listen without reacting
defensively.

The critical interaction sequence follows these steps:

1. Core conflict with spouse
2. Shaming attack by one or both
3. Turning attention away from spouse onto memory
4. Withdrawal by victimized member
5. Either (a) withdrawal by spouse (in disgust or victory) and commu-

nication ends, or (b) withdrawal challenged by spouse (in anger),
leading to rage and violence, and then communication ends

6. Further consolidation of each person’s inner narrative as shaped by
the interaction

7. Eventual repetition of conflict

When the traumatized partner1 withdraws, the shaming spouse often
also withdraws, though with a mixture of disgust and victory, and leaves
the partner to stew in the shame. However, sometimes the argument
touches off a different response in the nontraumatized spouse. If they
sense the breaking of the interpersonal bridge and the inner attachment
of their partner to something else, the nontraumatized spouse may try to
reestablish the connection, usually by not allowing the withdrawal to

1. The traumatized partner is the one whose trauma is activated in the particu-
lar interaction. Since both partners may be trauma survivors, the role of trauma-
tized partner and spouse may change from interaction to interaction. Indeed, in
some interactions involving two trauma survivors, it is possible for each partner
to play both roles; that is, both experiencing the activation of their own trauma
schemata and behaving in such a fashion (e.g., shaming) as to stimulate the part-
ner’s trauma schemata.
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continue. “Speak to me!” and “Don’t ignore me!” usually will be
followed by a physical withdrawal by the traumatized partner into
another room. If the spouse follows and moves too close, the withdraw-
ing member, unable to maintain the avoidant stance, explodes in rage
and a violent interaction is the usual result. In either case, effective com-
munication ends, a period of distance ensues, followed by a resumption
of normal interaction, and the eventual return of the core conflict in
another guise, precipitated by another glitch in the flow of daily life.

UNDERSTANDING SECONDARY TRAUMATIZATION

This model provides a basis for understanding the mechanism of sec-
ondary traumatization, in which members of a victim’s family develop
stress reactions and may even have thoughts that contain traumatic
material that was never verbalized to them (Harkness, 1993; Herndon &
Law, 1986; Jurich, 1983; Kishur & Figley, 1987). This phenomenon has
been adequately described in several trauma populations, but its mecha-
nism of action has not been detailed (Figley, 1989). It is proposed that this
process involves triangulation with a shadow; that is, the family
members’ behaviors have been subtly shaped by the inner attachment of
the victim to the traumatic schemas. In the midst of shame-evoking fam-
ily conflicts, relational elements of the trauma are covertly communicated
to the family members. The demands of the critical interaction result in
progressive approximations of the traumatic scenario, eventually evoking
behaviors and imagery in the family members that parallel those experi-
enced during the trauma. This process is sometimes so powerful that
later, during treatment, when the spouse does hear about the relevant
traumatic event, a paradoxical feeling of familiarity, or déjà vu, is
evoked, as though they had already been there. In a way, they had.

TREATMENT MODEL

The purpose of the critical interaction approach is (a) to bring to light
the underlying traumatic memories of the traumatized partner, (b) to
allow the spouse to engage in the role of witness to the traumatized part-
ner’s mourning, (c) to help the traumatized partner differentiate the past
from the present, (d) to engage the spouse in the role of caretaker, and (e)
to help the couple problem-solve and practice better communication. The
treatment of the triangulated relationship involves opening the barricade
between the spouse and the lost love objects. The aim is to establish a
mutually held representation of their situation that integrates past and
present. The basic principles include the balanced attention to the
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spouse’s needs for support, utilization of physical comforting during the
sharing of the traumatic material, and education of the couple about the
dysfunctional process.

This method was devised to circumvent the need to meet individually
with the victimized member of the couple to prepare them to reveal their
traumatic experience, as suggested by previous writers (Rosenheck &
Thomson, 1986; Williams & Williams, 1985). This method is not designed
merely to reveal and allow the traumatized partner to process the trauma
but to disentangle the couple from the covert traumatic schema.

Indication. Critical interaction work is indicated when the therapist
senses that recurrent conflicts between the couple are being influenced
by prior traumatic experiences. The method is appropriate whether or
not the spouse has been told of the victimized partner’s trauma, and
whether or not the couple experienced the same traumatic event.

Timing. Theoretically, working with critical interaction can take place
during any session within the treatment sequence. Usually, several ses-
sions are required to make initial assessments, develop treatment goals,
and collect enough background information, particularly about prior
traumatic events. The method can be easily integrated into any family
therapy approach being used by the clinician.

Contraindications. Generally, critical interaction therapy is appropriate
when the couple is motivated to remain together. If separating or divorc-
ing, or when there is a serious affair, the spouse may use the opportunity
(in listening to the trauma story) to disrupt the relationship further
through humiliating or denigrating comments. The therapist should be
relatively confident that the spouse will be responsive to the victimized
partner before proceeding.

Procedures. The critical interaction therapy process adheres to a specific
sequence of interventions that occur in nine steps: (1) free discussion, (2)
emergence of the critical interaction, (3) identifying the traumatic memory,
(4) establishing the physical connection, (5) reporting the traumatic story,
(6) linking trauma with current conflict, (7) checking in with spouse, (8)
reviewing the critical interaction sequence, and (9) offering directives.

Critical Interaction Therapy Procedures

Step 1: Free discussion. The emergence of the critical interaction occurs
during an interaction between the couple. Depending upon the approach
used by a particular clinician, this can be at various points during the ses-
sion. Nevertheless, we begin our sessions by asking each partner in turn
to describe his or her perceptions of the various issues, weekly events, or
progress being made, and then asking both partners to talk together
about these issues. It is usually during this interaction that their conflicts
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emerge and eventually move back toward core conflicts. It is therefore
important not to intervene early when they may be presenting more
workable, surface conflicts so that the more enduring, underlying critical
interaction will arise.

Step 2: Emergence of the critical interaction. When the critical interaction
occurs, a perceived shaming attack will be followed by a withdrawal by
the other partner from the interaction, signaled by an eye shift, pause, or
postural shift.  The conflict will usually reflect an oft-repeated
disagreement in the relationship, yet be accompanied by a relatively high
level of tension. The therapist must notice the withdrawal of the partner,
which may be quite subtle.

Step 3: Identifying the traumatic memory. The therapist interrupts the dia-
logue between the partners, inquires about the traumatic memory, and
often elicits it from the traumatized partner. The therapist may feel
uncomfortable with interrupting, making what may appear to be a non-
sequitur comment or distracting the couple from the immediate issue by
saying, “What are you thinking about now?” or “Are you thinking about
the rape now?” However, overcoming this discomfort is essential. We
have been consistently amazed at how often the client will answer in the
affirmative and begin saying more about it as if no shift in the conversa-
tion had taken place. The therapist should then ask a few questions about
the memory to establish the basic setting and events, before proceeding
to the next step. This will also allow the assessment of the spouse’s initial
reaction to hearing about the trauma.

Step 4: Establishing a physical connection. The spouse is asked to physi-
cally comfort the traumatized partner by holding both hands of the part-
ners and looking into the partner’s eyes. Holding only one hand is
usually not sufficient enough of a connection, and hugging prevents eye
contact. If the couple hugs initially, allow it, and then ask them to
separate in order to hold hands. The use of a physical connection is an
essential element of this process. We have found that spouses who do not
physically touch the traumatized partner by holding hands often
maintain an emotionally distanced, shut-off stance that the traumatized
partner mirrors and responds to by becoming more vague in his or her
reporting of the trauma. We have been impressed by the lack of physical
intimacy and ability to provide physical comfort among these couples—a
consequence of years of defensive withdrawal and fear of emotional
expression. For some couples, holding hands may be extremely awkward
(reflecting their alienation), but it is best to persevere through any resis-
tance and work with them until a level of comfort is achieved. Nonverbal
connection between couples appears to facilitate a rapid transfer of
emotional states and provides a concrete demonstration of support to the
traumatized partner. The result is often a burst of emotion and grieving
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from the traumatized partner who then clings to the spouse, who
responds less defensively and with more caring.

Step 5: Reporting the traumatic memory. The traumatized partner is
asked to tell his or her story to the spouse in detail, allowing them to
grieve together. Sometimes the story just comes out on its own, with little
need for direction from the therapist. Often, encouraging and inquiring
comments from the therapist allow a fuller reporting of the events and
feelings that occurred to the victimized partner. If the spouse attempts to
derail the telling by stating they have already heard it, tell the spouse that
he or she may not have heard all of it and direct the spouse to try listening
again. This step may be brief or long; the criterion for moving on is when
the therapist has enough information to make the link between the trau-
matized partner’s trauma experience and the couple’s repetitive conflict.

Step 6: Linking the trauma with the current conflict. Once the story has
been told, the therapist allows the couple to let go of their hands or to
embrace each other if they wish. The therapist then points out to the cou-
ple how the memory is connected to the original repetitive conflict in
their relationship. This is done briefly and in just enough detail to clearly
communicate to them how past and present have overlapped. Generally,
the couple is not asked to respond, and there should not be a long
discussion at this point.

Step 7: Checking in with the spouse. The traumatized partner is asked to
check in with and comfort the spouse, demonstrating his or her own
capacity for solacing. This is usually done with the resumption of hold-
ing hands and the statement, “Now I want you to check in with your
wife (or husband), and ask her what she felt when you spoke about your
experience.” Without ensuring a balance of support in the relationship,
the therapist may reinforce the dysfunctional role pattern of victim–care-
taker which may already characterize their present relationship. The
therapist should spend some time helping the traumatized partner
inquire about how the spouse felt while listening to the partner, helping
the spouse voice his or her own pain and needs, and encouraging the
traumatized partner to express concern for the spouse. Often, trauma-
tized partners will feel embarrassed and worried that they have
overwhelmed, frightened, or disgusted their spouses. If the spouse does
not immediately reassure the partner, he or she can be encouraged to do
so. Spouses often exclaim, “I had no idea” or “I didn’t realize how
upsetting this still was for you.”

Step 8: Reviewing the critical interaction sequence. Following the conclu-
sion of the interaction, the therapist reviews the entire sequence and
identifies the behaviors of each partner. The couple is again allowed to let
go of their hands, while the therapist educates them about how their
recurrent conflict triggers the link to the trauma and how that prevents
effective problem-solving around the issue. The therapist underscores
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that the traumatic experience does not serve as an excuse for the trauma-
tized partner’s behavior; it is simply the reason the conflict cannot be
resolved. The therapist determines the amount of time required and the
style of presentation based on the couple’s dynamics, the treatment goals,
and other factors specific to the situation.

Step 9: Offering directives. In the final step in the sequence, the therapist
gives directives to the couple—prescribing time for further retellings of
the story and directives for interrupting the flow of future critical interac-
tions and arguments. It is usually helpful for the traumatic story to be
retold several more times; this helps the couple externalize it and desen-
sitizes them to its previous secrecy. Avoidance is to be expected; there-
fore, setting a specific (but limited) time during the week for further
retelling is usually necessary. It is helpful to instruct the couple as to how
to derail future critical interactions. This protective process includes (a)
knowing what the critical interaction is so that it can be labeled when it
arises, and (b) knowing what to do if it progresses to the withdrawal
point; that is, the spouses can be directed to ask if the clients are thinking
about their trauma and to listen to them. (One couple rapidly detoxified
their frequent arguments by playfully shouting, “Oh, no, it’s that thing
again!” and giggling together.) We have found the sequence of steps
listed above to be reliably effective. The following are three case
examples using critical interaction therapy.

CASE EXAMPLES

Childhood Sexual Abuse

Susan and Michael were in their thirties with two small children. He
was a workaholic manager in a large company, and a very affectionate
man. She was from an enmeshed and conflictual Italian family that was
in constant turmoil. The referral for couples treatment occurred after
Susan found a videotape in their machine that showed a female neighbor
undressing in her bedroom, filmed from outside the house. The film was
obviously made on someone’s home video camera. When confronted,
Michael admitted to having taped it but denied having an affair.

The initial couples therapy sessions addressed this incident, their over-
all relationship, and difficulties they were having with Susan’s extended
family. They demonstrated a repetitive conflict in which Susan criticized
his working too much and his seeking recognition within his company,
and then coming home and wanting to be admired. Michael would take
offense at this and declare how hard he was working for his family, espe-
cially for his demanding wife who wanted many material possessions
and beautiful clothing which he “couldn’t care about.” During the course
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of these sessions, Michael revealed that something had happened in his
childhood that bore on the videotape incident, and he had told Susan
about it. Susan reported that he had told her that he had been “played
with” by three older boys in his extended family. The therapist asked if
she knew any more about it, and she said no. Michael said he did not
want to go into it any more, and Susan sarcastically commented that she
did not want to hear some “lame excuse” for his bad behavior, though
“he’d better deal with it in his own therapy.”

During the fourth session, the critical interaction was explored:

Michael: I feel under a lot of pressure at work, where they want me there all
the time, and at home with you and the kids. [Step 1: Free discussion]

Susan: But you have said the same thing for years.

Michael: And you make the same critical remarks, like last weekend when
you again mentioned that you wish we could afford better things.

Susan: I don’t want to be seen in rags.

Michael: You’re not in rags, besides I don’t care about those things.

Susan: [Sarcastically] Oh well, it doesn’t seem to stop you from prancing
around in front of the girls at the office! [Shaming attack]

Michael: [Shifts his eyes downward, is silent.] [Step 2: Emergence of the
critical interaction] [Pause]

Susan: Not that I don’t appreciate how hard you are working, but …

Therapist: Michael, what are you thinking about now?

Michael: Nothing important.

Therapist: Are you thinking about the incident in your childhood?

Michael: [Pause] Yeah.

Therapist: Susan, Michael has been drawn toward the abuse he suffered as
a child, and if it is okay with you, I’d like you to listen to him tell you about
it in more detail. [Step 3: Identifying the traumatic memory]

Susan: I guess so.
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Therapist: Can you reach over and hold his hands—yes, both of them. I just
want you to listen to him and watch him as he talks about it. [Step 4: Estab-
lishing physical connection]

Susan: All right.

Therapist: Michael, I want you to describe to Susan what it is that you are
seeing in your mind right now. Go ahead. [Step 5: Reporting the trauma
story]

Michael: [With great difficulty, and increasing sadness] I am dancing. I am
7 years old, and my older two brothers and their two friends, maybe they
were 14 or 15, were sitting on an old sofa in our basement. They are egging
me on … [he pulls his hands away from Susan].

Therapist: Susan, don’t let him let go of you. Continue, Michael.

Michael: [Bursting into tears] I am naked. They’re making fun of my geni-
tals. They are laughing at me.

Therapist: What are they doing?

Michael: Two of them are masturbating. Later, one of them sat on me, and
… [heaving sigh] came all over my behind. The others applauded. I feel so
disgusted! [He now grabs Susan’s hands very tightly, and Susan is now
tearful].

Therapist: Michael, you are doing fine. You haven’t told Susan the details
of this sad story. Now is the time to tell her, as much as you can.

Michael: Sometimes they punched me or spanked me, but most of the time
I had to do a show for them … [very upset] and sometimes I did …

Susan: What did you do, honey? You can tell me.

Michael: I’d play with my penis, I’d do disgusting things. I just didn’t want
to get beat again.

Susan: That was awful.

Therapist: What else should Susan know?

Michael: One time they left me there and they took my clothes and locked
the basement door, so I had to go outside and around the house to get in,
only they locked the front door, too, so I had to ring the doorbell and beg
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them to let me in. I was on the porch, naked. I felt so frightened and
humiliated!

Susan: They were sick.

Michael: They were my brothers. [Breaks down] I didn’t know what to do
… [Susan moves over to hug him and he cries into her shoulder for a few
minutes].

Therapist: Michael, that took courage to share, for the events you describe
were truly horrible, and I am sure that these memories have been a con-
stant burden on you. Susan, perhaps you can see how Michael turned
toward this memory when you made the comment about his “prancing
around at work,” and the two of you got into your typical argument about
the importance of clothing. [Step 6: Linking trauma with current conflict]

Susan: Yes, I see that.

Therapist: Michael, I’d like you to hold Susan’s hands now, and ask her
how she felt in hearing your story. Check in with her. [Step 7: Checking-in
with spouse]

Michael: Are you okay?

Susan: Yes, I am, honey.

Michael: You’re not disgusted by me? I didn’t want to tell you because I
know how upset you’ll be.

Susan: I am not disgusted by you. I feel so sad for you that you have had to
deal with this. I had no idea it was this bad.

Michael: You probably think I’m just trying to make excuses for the video-
taping.

Susan: You know how upsetting that was. But now I understand what was
going on. Maybe now you can get some help for this. Maybe now we can
get some help.

Michael: I love you, you know.

Susan: I love you too. [He moves over to embrace her.]

Michael: I can’t believe you were able to listen to all that.
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Therapist: Well, she did, Michael. And I agree with her that now it is possi-
ble to begin to work on this. So let me review what has happened here.
Michael’s memories of his childhood experiences weigh him down all the
time. He has been trying to forget them and suppress them, and recently
they have reemerged in his need to videotape. But Susan, by leaving the
tape in the recorder, he unconsciously wanted you to know. You have
known about his trauma through his behavior, without knowing why.
Now you know why. Each time the two of you get into one of your old
arguments, it tends to kick off these memories for Michael. The arguments
are about the value of clothes, about being admired and prancing around,
about making demands, about being locked out of the house, all themes
that parallel Michael’s abuse from so long ago. This is the way trauma tries
to be heard. Of course, this does not excuse Michael’s behavior, and he
needs to deal with it in his own therapy. Any questions? [Step 8: Reviewing
the critical interaction sequence]

Susan: I feel better that I know more about what happened. Those kids
were cruel.

Therapist: They were. Now this week, I’d like the two of you to try some-
thing. When you have one of your arguments, and of course you still will,
I’d like you to try something different, just this week. Susan, when you see
Michael withdraw into himself just like he did here, I’d like you to stop and
go into another room, to give the two of you a breather, for maybe 10 min-
utes. After that, you are free to resume the argument. How about that?
[Step 9: Offering directives]

Susan: I guess I can try to do that.

Therapist: Susan, it is critical that the two of you practice this, so it is essen-
tial that you have one of your arguments. Is that a promise?

Susan: A promise.

Therapist: And Michael, I’d like you to do something. Once this week,
when the two of you are alone, I want you to spend 15 minutes, no more, in
telling Susan the story again, and I want you to answer any of Susan’s
questions about it. Just once. Okay?

Michael: It can’t be worse than it was today.

Therapist: Great. See you next week.

Discussion. Susan’s knowledge about Michael’s childhood trauma was
insufficient for her to fully understand the magnitude of its effect on his
current behavior. Such minimization is common around trauma, as are
the avoidance and displacement evident in Michael’s coping strategies.
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The dynamics of his voyeurism and her needs for attention interacted to
form repetitive conflicts that served to alienate them from each other. As
their connection became more conflictual, each resorted to separate strat-
egies even more, which in turn intensified the conflict and led to
Michael’s acting-out (and call for help) with the videotape. The critical
interaction work allowed Michael to communicate the trauma to Susan,
revealed her continued commitment to him, and thus facilitated a healing
process that moved toward forgiveness and collaboration. The couples
therapy transformed the trauma from a covert shadow within Michael to
a common challenge shared by both of them; the triangulated relation-
ship loosened.

Physical Assault of a Couple

In the following case, both members of the couple experienced the
same traumatic incident in which a burglar entered their apartment bed-
room at night and proceeded to attack them with a knife, stabbing Bob
nearly to death in his bed and striking Ramona in the face. At one point
during the 10 min attack, Ramona had run into the apartment hallway to
escape, the door closed and locked behind her. She sat for several
minutes against this door, hearing her husband struggling with the
perpetrator.

Eight years later, they came for couples treatment, each having been in
separate trauma-based treatments. They came to work out some current
conflicts. When asked about their trauma, they both acknowledged it and
said they had been working on it in their therapies, and because they had
gone through it together, it was not an issue between them. The couple’s
view that the shared trauma was not an issue in their current relationship
was unlikely to be accurate. Though they did share the same traumatic
event on one level, each of them was deeply alone in the midst of it, and
each must have had an entirely unique experience of those 10 horrible
minutes. It is best to assume that each had his or her own separate
trauma.

In the critical interaction work with this couple, each one was given an
opportunity to tell his or her story to the other, which at first they
resisted because they “already know it.” What emerged, of course, were
two deeply distinct stories, each story communicating the terror of being
alone. Ramona had felt enraged that the door had locked behind her and
thought that the perpetrator had locked it. She felt she had abandoned
her husband to die and was overwhelmed with a feeling of helplessness.
Bob, on the other hand, felt he was keeping the attacker from her, but he
did not know whether she had escaped unharmed or was lying in the
next room dying. He purposefully did not cry out, though he was being
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stabbed numerous times, because he was afraid that she would return
and the attacker would kill her.

Their current conflict that had brought them into therapy was her
complaint that he was emotionally unavailable and uninterested in talking
to her about his new job. She felt “locked out” of his inner world. He was
angered by her recent brief hospitalizations in which she had a combina-
tion of depressive and somatic symptoms. He derisively termed these as
“her pitiful calls for help,” and felt she simply was being hysterical.
Neither one had made the connections between these conflicts and his or
her traumatic experiences. As they descended into their critical interac-
tion, the feelings of being “locked out” and “calling for help” drew each
one back into the past, preventing the possibility of any rational attempt
at solving the current conflict.

Despite years of good trauma-based individual treatment, Bob and
Ramona were surprised at how their current interactions had been
infused by their specific experiences of that terrifying night. Over the
course of the couples therapy, numerous conflicts were identified as
being triggered by her helplessness over being locked out of his thoughts
and his fears that calling for help would bring disaster. Both reactions, it
turned out, were motivated by love of each other, and as they rediscov-
ered this, their relationship improved significantly.

Combat Trauma

Roger and Sylvia had a unique arrangement. They had both divorced
their previous spouses in order to be with each other. Sylvia had become
pregnant with their child prior to the finalization of their divorces. She
allowed her former husband to stay in her house until the day she went
into the hospital to deliver the baby. Roger had moved into his mother’s
apartment, supposedly on a temporary basis. After the baby was born,
Sylvia did not want Roger to move into the house immediately, and later
revealed that she was allowing her former husband to visit the house
during the day to walk the dog since he “loved it so much.” She was wor-
ried about his mental fragility and felt guilty because she had initiated
the divorce. Roger responded compliantly, though he was anxious to
move in. This situation continued for many months. As could be
expected, they began to argue about this arrangement and it quickly
became an ongoing, repetitive conflict. Sylvia felt she was not yet ready
for a more intimate commitment; Roger accused her of not loving him,
which she denied. When she would go out to visit friends, she did allow
him to babysit their daughter alone. Roger’s friends and family told him
she was crazy and just using him for financial support, and that he
needed to move on. He agreed with their assessment but was unable to
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move on. Both had been seeing individual therapists for several years.
Eventually, they agreed to come to couples treatment to work on their
impasse.

During the critical interaction work, Roger was able to make the con-
nection between his inability to move on and a prior trauma from his Viet-
nam war experience. His unit had been based near a village for some
months. As the medic, Roger had been in charge of distributing food and
other supplies to the children, and he had become quite fond of them. One
day, his unit was attacked by a large enemy force. They were required to
retreat and call in an air strike. The enemy advanced into the nearby vil-
lage and held the villagers hostage. As Roger’s unit watched from a dis-
tant hilltop, the airstrike came and destroyed the entire village,
presumably killing some or all of the children. Roger was ordered not to
return, and his unit was pulled back from the region. He never knew if
any of the children survived.

Each time Roger and Sylvia got into an argument about moving in or
breaking up, Roger was faced with the issue of leaving his daughter
behind and having the other husband “move back in,” thus repeating his
traumatic experience. They now understood why he had become so
immobilized. On the basis of this work, Roger decided he would wait for
Sylvia to decide to commit to the relationship, “since now no one is order-
ing me to pull back; well, my mother is, but now I don’t have to comply
like I did in Nam.” When Sylvia saw that Roger was willing to wait for
her, she came to understand how important it was for Roger to move in
and reconstitute a family. This reduced her mistrust, and she committed
herself to work toward having him move in, and she no longer allowed
her former husband to visit the house.

CONCLUSION

Critical interaction therapy is a method that can be used to facilitate
the untangling of traumatic schemas from current conflicts in couples’
relationships. As a technique, it can be readily integrated within ongoing
couples therapy when the need arises. The method is based on a concep-
tual proposition that traumatized couples have established a triangulated
relationship with people associated with the trauma, and that this link is
outside their awareness. Over time, the traumatic schema becomes a
formula that is recursively applied to their interactions, progressively
altering the interactions to reflect aspects of the trauma. The collusive
and covert nature of the critical interaction prevents successful problem-
solving, interferes with standard treatment interventions, and maintains
the repetitive cycle.
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The method is based on concepts of trauma theory related to second-
ary traumatization and is not merely the application of an existing family
therapy approach to traumatized clients. Though it includes elements of
psychoeducational, experiential, and strategic family therapy, critical
interaction therapy specifically targets distortions and impasses in the
couple’s relationship that are due to prior traumatic events. As more
experience with this method is gained, we hope that further insights and
modifications will be incorporated.
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Researchers in the area of traumatic stress have produced an extensive
literature examining the impact of sexual trauma on adult intrapersonal
functioning. Though not all women with a history of sexual trauma
experience problems later in life (Rind, Bauserman, & Tromovitch,
1998), studies indicate that adults who have histories of child sexual
abuse and adolescent or adult sexual assault report a wide range of
individual problems more often than adults without such histories. These
problems, usually described as long-term correlates of sexual trauma,
include posttraumatic stress disorder (PTSD) symptomatology,
depression, anxiety, substance abuse, self-injury, dissociation, eating dis-
orders, and physical health complaints (for reviews, see Browne &
Finkelhor, 1986; Polusny & Follette, 1995).

Fewer studies have systematically investigated the long-term
interpersonal correlates of sexual trauma (DiLillo, 2001), but relationship
distress has been identified in the clinical and empirical literature as a
significant problem among many survivors of sexual trauma (e.g., Briere,
1992; Davis & Petretic-Jackson, 2000; DiLillo, 2001; Polusny & Follette,
1995). Researchers have suggested that a history of child sexual abuse
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(CSA) can have a significant negative effect on adult couple functioning
(e.g., Briere, 1992; Briere & Runtz, 1991; Johnson, 1989). Couples in which
one partner is a survivor of CSA commonly report problems in social and
relationship adjustment, emotional expressiveness and intimacy,
physical violence and revictimization, and sexual dysfunction (Compton
& Follette, 1998; for reviews, see Davis & Petretic-Jackson, 2000; DiLillo,
2001).

Despite these findings, the couple treatment literature suggests that
couples in which one partner is a survivor of sexual trauma may not ben-
efit from traditional behavioral couple therapy (Epstein & Baucom, 1988;
Jacobson & Margolin, 1979; Stuart, 1980), a well-established, empirically
supported approach to couples treatment (Hahlweg & Markman, 1988).
Some researchers have argued that traditional behavioral couple therapy
may be limited in its emphasis on current relationship functioning as
opposed to a more contextual understanding of the couple (Jacobson &
Holtzworth-Munroe, 1986) that includes a balance between acceptance
and change (Jacobson & Christensen, 1996). This chapter will describe the
theory and rationale for a contextual behavioral conceptualization of
treatment for trauma in the context of the couple and will provide a thor-
ough overview of an acceptance-based behavioral treatment approach to
couple therapy for sexual abuse survivors.1

TREATMENT THEORY, RATIONALE, AND OVERVIEW

A theoretical framework is essential in the development and effective
delivery of any treatment. Theory offers a foundation from which to
build, refine, and empirically evaluate treatment, as well as organize,
clarify, and understand complex relationships between phenomena. In
addition, theory guides the way in which treatment is delivered when
confronted with a novel problem or situation (Hayes, Strosahl, & Wilson,
1999). Given the range of problems observed in survivor couples, a
coherent theoretical conceptualization of interactions between partners is
crucial in order to (a) understand the development and maintenance of
problematic behavior patterns and (b) effectively intervene to change
those patterns. Without such a theoretical framework, a set of therapeutic
techniques may be applied to a broad array of problems with few
guiding principles, potentially leading to diluted treatment outcomes.

1. The term survivor couple will be used to refer to couples in which one
partner reports a history of CSA. The treatment principles and examples in this
chapter can be applied to same-sex as well as heterosexual couples.
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A Contextual Behavioral Perspective

A contextual behavioral approach is one useful way to understand the
problems experienced by couples in which one partner is a survivor of sex-
ual abuse. This perspective fosters the examination of individuals and cou-
ples in the context of both historical and environmental factors in order to
understand how clinically relevant behaviors develop, function, and are
maintained. For example, a couple may identify one partner’s alcohol use
as a problem which they wish to address in treatment. During assessment,
the partner reports that she experiences anxiety, guilt, and flashbacks
about her abuse whenever her husband shows affection toward her, and
that she drinks in order to be able to have sex with her husband. Further
assessment reveals that the partner’s husband displays less affection and
interest in sex for two or three days after sexual intercourse, while the part-
ner reports a decrease in flashbacks and unpleasant emotion.

From a contextual behavioral perspective, the therapist can understand
the partner’s drinking behavior both historically and environmentally.
Current sexual advances may serve as a trigger for the survivor partner’s
flashbacks and subsequent feelings of fear and guilt. Her drinking may
have developed as a short-term strategy for escaping these unpleasant
memories and feelings and for tolerating sexual intimacy. In addition,
participating in sexual intimacy with her husband temporarily reduces
her husband’s sexual advances and displays of affection, thereby reducing
the frequency of her flashbacks, fear, and guilt. In other words, the part-
ner’s drinking behavior has become negatively reinforced over time by
both the temporary reduction of pressure for sexual intimacy in the rela-
tionship and the alleviation of painful memories and feelings related to
her abuse history.

This conceptualization of the partner’s drinking behavior provides the
therapist with a more informed understanding of how the problem
functions currently and historically, allowing the therapist to intervene
more precisely than if the behavior were treated as an individual
problem outside the context of the relationship. Hayes, Wilson, Gifford,
Follette, and Strosahl (1996) have suggested that functional classification
of psychopathology is superior to a more traditional syndromal approach
because it increases identification of underlying change processes and
strengthens treatment utility. Understanding topographically different
collections of symptoms as behaviors that have functional similarity may
yield powerful implications for treatment by providing clinicians with
clear targets for change (Hayes et al., 1996). This approach allows for the
treatment of specified behaviors in context (e.g., hypervigilance; attempts
to avoid specific thoughts, feelings, or activities; detachment from others)
rather than the amelioration of collections of symptoms (e.g.,
posttraumatic stress disorder).
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Experiential Avoidance, Trauma, and the Couple

The theory of experiential avoidance has been described as one such
functional diagnostic dimension that may organize the topographies of
several different forms of psychopathology, including substance abuse,
anxiety disorders, obsessive–compulsive disorder, and posttraumatic
stress disorder (Hayes et al., 1996). Hayes et al. (1996) suggest that the
different characteristic behaviors of these disorders may actually function
similarly to eliminate or reduce the frequency of unpleasant private expe-
riences. For example, obsessive–compulsive disorder is defined by
repeated behavioral efforts to alleviate or escape distressing obsessive
thoughts; agoraphobia involves overt efforts to avoid symptoms of panic,
and posttraumatic stress disorder includes attempts to avoid both private
and external trauma cues.

Hayes et al. (1996) describe experiential avoidance as “the phenomenon
that occurs when a person is unwilling to remain in contact with particular
private experiences (e.g., bodily sensations, emotions, thoughts, and mem-
ories, behavioral predispositions) and takes steps to alter the form or fre-
quency of these events and the contexts that occasion them” (p. 1154). In its
more extreme forms, experiential avoidance is the unhealthy effort to
escape, avoid, or control thoughts, emotions, memories, and other private
experiences.

Experiential avoidance is one way of functionally conceptualizing the
broad range of individual problems and relationship difficulties
associated with a history of interpersonal victimization (Hayes et al., 1996;
Polusny & Follette, 1995). Polusny and Follette (1995) have hypothesized
that women with a history of interpersonal trauma may seek to avoid or
escape negative private events such as distressing thoughts and feelings
about their trauma histories by engaging in such behaviors as dissociation,
substance abuse, and self-injury. While these behaviors may provide sur-
vivors of CSA with short-term relief from negative internal events, such
behaviors may eventually lead to many of the other long-term correlates
of interpersonal trauma discussed in the literature, particularly relation-
ship distress. CSA survivors often report relationship dissatisfaction (e.g.,
Briere, 1988; Russell, 1986), difficulties trusting others (Briere, 1992; Her-
man, 1992), sexual dysfunction (e.g., Briere, 1992; Polusny & Follette,
1995), and revictimization (e.g., Herman, 1992; Polusny & Follette, 1995).

For survivors of CSA, the context of the relationship may serve as a
cue or stimulus for unpleasant private events (e.g., memories, feelings,
physical sensations) leading to subsequent efforts to escape those events.
These escape efforts are then reinforced by the temporary relief of those
unpleasant internal experiences, yet they also produce significant costs to
the relationship. For example, a display of affection by the survivor’s
partner may trigger memories of the abuse and intense feelings of shame
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or fear. She may then dissociate, thereby eliminating these memories and
feelings in the short-term yet distancing herself from her partner in the
long-term (Follette & Pistorello, 1995). Because sexual abuse most often
occurs in the context of an intimate relationship, interpersonal intimacy
may have become associated with invalidation, emotional or physical
pain or both, and intrusion. As an adult, interpersonal closeness may
then elicit feelings of anxiety, memories of the abuse, and flashbacks, hin-
dering survivors’ willingness to trust others and decreasing relationship
satisfaction and sexual interest (Pistorello & Follette, 1998). For these rea-
sons, the context of the couple relationship provides a powerful setting in
which to address survivors’ avoidance of interpersonal closeness and to
assist both partners with communication and sexual issues (Follette &
Pistorello, 1995).

Treating Individual Issues in the Context of the Couple

Individual and group therapies are common treatment approaches for
many of the problems reported by survivors of CSA, but couple therapy
may be an effective treatment strategy for addressing both individual
issues and problems in interpersonal functioning in survivor couples. Cou-
ple therapy has been used successfully to treat both intra- and
interpersonal problems for a wide range of individual difficulties
(Jacobson, Holtzworth-Munroe, & Schmaling, 1989). A reciprocal
relationship has been found between intrapersonal distress and couple
functioning when one partner has been diagnosed with individual
psychopathology. Couples with a diagnosed partner tend to focus on the
diagnosed partner’s individual problems while avoiding shared issues in
the relationship (Beach, Sandeen, & O’Leary, 1990). In addition, when one
partner is depressed, relationship dynamics appears to be a significant fac-
tor in the development, maintenance, and treatment of individual distress
(e.g., Jacobson, Dobson, Fruzzetti, Schmaling, & Salusky, 1991).

Although empirical investigation of relationship problems and
treatment needs in survivor couples is in its infancy, some preliminary
findings lend further support for a couple therapy approach to treatment
for CSA survivors, particularly when relationship problems are primary.
Treatment outcome studies examining group therapy for CSA survivors
found that married survivors had smaller treatment gains (Follette, Alex-
ander, & Follette, 1991) and were more likely to drop out of treatment
(Fisher, Wine, & Ley, 1993) than unmarried survivors. These studies also
found that marital satisfaction was correlated with adjustment at pre-
treatment (Follette et al., 1991) and that reports of domestic violence and
partner objection to therapy were associated with attrition (Fisher et al.,
1993). In another study, survivors of CSA reported that involvement of
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their partners in treatment was critical in addressing relationship prob-
lems, sustaining their partners’ support, and educating their partners
about CSA (Reid, Taylor, & Wampler, 1995). More recently, Saxe and
Johnson (1999) found that time-limited group treatment for adult survi-
vors of CSA was less effective in alleviating interpersonal difficulties
than in reducing intrapersonal symptomatology.

Traditional behavioral couple therapy seems a logical choice for
treating survivor couples, given its well-established reputation as an
empirically supported treatment for relationship distress. However,
studies show that traditional behavioral couple therapy is less effective
for couples who report more severe levels of relationship distress
(Baucom & Hoffman, 1986), emotional disengagement and conflict
avoidance (Gottman & Krokoff, 1989; Hahlweg, Schindler, Revenstorf, &
Brengelmann, 1984), and more traditional and rigid gender roles
(Jacobson, Follette, & Pagel, 1986). Survivor couples may be among these
treatment nonresponders.

Integrative Couple Therapy (ICT; Jacobson & Christensen, 1996) was
developed to address some of the limitations proposed by researchers as
explanations for traditional behavioral couple therapy ineffectiveness
with these couples. ICT expands the treatment emphasis of traditional
behavioral couple therapy to include an understanding of the couple in a
broader context with the inclusion of acceptance interventions as a
supplement to change-focused treatment strategies. ICT bears a number
of similarities to Acceptance and Commitment Therapy (ACT; Hayes et
al., 1999) in its emphasis on a behavior analytic conceptualization of
problems. In both approaches, assessment and treatment of problematic
behaviors are based on a foundation that emphasizes acceptance and
change. While a thorough discussion of the distinctions between ACT
and ICT is beyond the scope of this chapter, in general, ACT differs from
ICT in its use of Relational Frame Theory (Hayes, Barnes-Holmes, &
Roche, 2001) as its underlying theoretical framework. ICT was developed
specifically for the treatment of relationship distress, while ACT was
originally developed as an individual intervention. However, the
functional contextual assessment of problematic behaviors is of central
importance in ACT, allowing for the coherent application of ACT to
relationship problems. The remainder of the chapter describes ACT as it
has been adapted for use with distressed survivor couples.

Overview of Acceptance and Commitment Therapy

ACT is a contextual behavioral intervention designed to treat
experiential avoidance and foster commitment to behavior change in
individuals experiencing a wide range of problems. The principles of
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ACT are easily applied to survivor couples in addressing both individual
and relationship treatment targets. ACT is founded on the premise that
avoidance of private experience plays a significant role in many forms of
psychopathology. While the avoidance of private experience is not a new
concept and has been identified by clinicians from a number of
theoretical perspectives, Hayes and colleagues explain experiential
avoidance within a unique behavioral framework (see Hayes et al., 1999
and Hayes et al., 2001).

Avoidance in couples. In part, ACT is based on the idea that human
beings take steps to avoid situations or feelings that give rise to
unpleasant thoughts, memories, or physical sensations, or engage in
efforts to escape such painful private experiences at the time they occur.
Although some avoidance of private experience may be necessary for
healthy functioning and may in fact serve as effective coping (e.g., taking
a walk to distract from work-related stress), routine avoidance of
unpleasant private stimuli may result in psychological distress when the
avoidance gets in the way of effective living.

The process of experiential avoidance in survivor couples can be seen
in the case of an individual who has difficulty engaging intimately with
her husband and experiences a variety of aversive private events
including feelings of shame, memories of sexual abuse, thoughts
associated with feeling shame such as “I’m dirty and worthless,” and
thoughts related to her memories such as “I can’t handle these
memories.” She may then dissociate, which, in the short-term, distracts
her from the abuse memories and reduces the intensity of the shame
(experiential avoidance) but in the long-term reduces intimacy with her
husband.

Similarly, an individual who has difficulty trusting her partner may
experience a set of aversive private events when her partner returns
home late from work and she has feelings of fear, memories of betrayal
by her perpetrator, thoughts associated with feeling fear such as “He’s
planning to leave me,” and thoughts related to her memories of betrayal
and distrust such as “He’s just like [perpetrator].” She may then angrily
accuse her partner of intending to leave her, lying to her, or not loving
her, temporarily escaping or distracting herself from feelings of fear and
memories of abuse and betrayal, while engaging in behaviors that
function to distance her from her partner. If her partner responds by reas-
suring her of his commitment or coming home on time the following day,
this may only further serve to reinforce her expression of anger in place
of the more accurate labeling and expression of fear. In both examples,
excessive experiential avoidance by these survivors will likely become a
significant barrier to functioning effectively in their lives, especially in
their intimate relationships.
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Principles of change. ACT treats experiential avoidance by emphasizing
experiential acceptance, values clarification, and commitment to behavior
change. These goals are achieved through several different types of
therapeutic strategies, including metaphors and experiential exercises in
session, as well as outside homework assignments. In its most basic form,
acceptance involves the experience of difficult thoughts and emotions
without attempts to control or eliminate their presence. For survivors of
CSA, this might include experiencing abuse memories and associated
thoughts and feelings without engaging in efforts to escape them. For
partners of survivors, this might involve experiencing feelings of
helplessness or fear in response to their partners’ histories without
engaging in behavior that distances them from their partners. Acceptance
of history, self, and others are additional forms of experiential acceptance
that are key treatment targets for survivor couples.

Intervening. Commitment to behavior change in accordance with
specified values involves challenging the link between aversive private
experience and overt behavior rather than the content of the aversive pri-
vate experience itself. Clients are taught to make behavioral choices on
the basis of what will produce valued life changes, rather than on the
basis of what emotions or thoughts they may be experiencing. For
example, rather than challenging the content of the thought, “I can’t
handle these memories” by searching for evidence contrary to that
thought, the ACT therapist would challenge the client’s behavioral
response to the thought. The therapist would encourage the client, who
usually dissociates in response to the thought, “I can’t handle these mem-
ories,” to observe her private experiences while remaining fully engaged
in a given activity with her partner. In other words, the client is pushed
to experience directly that she can participate in exchanges with her part-
ner while remembering the abuse, while having thoughts like “I can’t
handle these memories,” and while feeling painful emotions like shame
and fear. Over time, clients are shown through direct experience that
urges to escape painful thoughts and feelings need not drive their behav-
ior.

A critical component of ACT is assisting clients in identifying and clar-
ifying core values and goals, as well as recognizing barriers to achieving
those goals, in several life domains. ACT takes the perspective that treat-
ment success requires a great deal more than symptom reduction. When
clients participate in defining their own valued life directions, treatment
gains are maintained. In other words, “values can motivate behavior
even in the face of tremendous personal adversity” and compared to con-
trol or avoidance of private experience, “chosen values provide a far
more stable compass reading” (Hayes et al., 1999, p. 204). This strong
emphasis on client-defined values and goals is a crucial treatment com-
ponent in ACT for survivor couples. Not only is it important for partners
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to clarify their own values, but it is also critical that both partners share in
the identification of their values as a couple.

ACT AND THE TREATMENT OF SURVIVOR COUPLES

Assessment

A functional analysis of both relationship and individual factors is cru-
cial to the successful treatment of survivor couples using ACT. In a func-
tional analysis, the context in which behaviors occur is examined in order
to understand the relationship between events prior to and immediately
following the behavior of interest (Compton and Follette, 1998). This type
of assessment allows the therapist to better understand how problem
behaviors develop, function, and are maintained. Close attention is paid
to categories of behavior that may appear topographically different but
serve a similar function either individually or in the relationship.

The major area of interest with survivor couples is (a) whether or not
individual partner behaviors serve an avoidance function and (b) how
those same behaviors function within the context of the couple. Levels of
closeness and emotional expression between partners can be greatly
affected by avoidance patterns in the relationship. For example, a couple
identifies one partner’s bad temper and the other partner’s constant
nagging as one of their reasons for seeking treatment. During assessment,
the therapist discovers an interesting transaction between partners.
When one partner raises his voice in response to a request from his wife,
she withdraws. The longer she remains quiet in session, the less her
husband engages in verbally aggressive behavior. The therapist
hypothesizes that the husband’s verbal aggression functions to reduce
behavior in his wife that he finds unpleasant (nagging), while the wife’s
withdrawal functions to reduce behavior in her husband that she finds
aversive (temper). Over time, this creates decreased intimacy and
emotional expression in the relationship, described by the couple as “act-
ing like strangers” and “feeling hostile and resentful” toward each other.

In addition to more overt behaviors, assessment of experiential
avoidance with respect to specific private events is also important.
Therapists examine how both partners deal with unpleasant thoughts,
feelings, or memories and how effectively those strategies are working
for them. It is important to recognize that while the CSA survivor’s his-
tory plays a role in the couple’s current relationship functioning, both
partners bring to the table a variety of historical variables that may be
sources of individual avoidance and that subsequently contribute to their
interactions with each other. In the couple described above, each
partner’s overt behavior (temper and nagging) functions to change the
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behavior of the other. However, their behavior may also simultaneously
function to avoid their own private responses to each other. For example,
the husband may experience shame or guilt when his wife makes a
request possibly related to events in his history. These unpleasant
feelings may be alleviated when he raises his voice and she withdraws.
Similarly, she may experience fear or shame when he raises his voice; his
temper may trigger thoughts about events in her history. These painful
thoughts and feelings may then subside as she withdraws and he stops
shouting. Such avoidance of difficult private events on the part of both
partners can lead to ineffective communication patterns in the
relationship.

Trauma History and Posttraumatic Stress Symptomatology

Although the focus of this chapter is the treatment of survivor couples,
therapists are strongly advised to routinely assess for trauma early in
treatment and not to make assumptions about partners’ histories. This
type of assessment is best accomplished during individual interviews as
many survivors may be reluctant to discuss traumatic events in the
presence of their partners and may even feel hesitant to disclose such
information with therapists. Therapists should ask questions about
traumatic events openly and directly while recognizing and normalizing
any difficult feelings that arise for the client. Once a client has disclosed a
traumatic event, further assessment should include a complete
understanding of how that event has affected the individual. There is no
one constellation of symptoms experienced across survivors of CSA, so it
is important that therapists not make assumptions about how a traumatic
event has affected a client. An assessment for PTSD may be important to
determine whether or not individual treatment is indicated, in addition
to couple therapy.

Further assessment of the circumstances surrounding the traumatic
event at the time it occurred (e.g., age of onset, frequency, duration, envi-
ronmental responses, etc.) can help the therapist place the client’s current
functioning in context. For example, a survivor who received appropriate
support in her environment for disclosing abuse as a child may, as an
adult, have less difficulty trusting herself and others than a survivor who
was blamed for the abuse or instructed to act as if the abuse did not
occur. In the latter case, behaviors such as excessive acquiescence or
chronic feelings of worthlessness may be easily understood. Therapists
should regard thorough trauma assessment as an ongoing process that
may span the course of treatment as survivors feel increasing emotional
safety with their partners and therapists (Compton & Follette, 1998).
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A number of other problems occur at significantly higher rates among
sexually abused women compared to nonabused women. These include
substance abuse, depression, suicide attempts, self-injurious behavior,
and relationship violence (Polusny & Follette, 1995). Assessment of these
behaviors should include a thorough exploration of the circumstances
surrounding them in order to determine their function.

Individual and couple strengths. While survivor couples certainly present
to treatment with a wide range of problems, they also bring with them a
variety of strengths that have helped them cope with their difficult and
challenging histories. Some survivors of CSA report that their traumatic
experiences have made them stronger, enhanced their caring and
compassion for others, and increased their willingness to recognize when
they need support or treatment (Compton & Follette, 1998). Choosing to
participate in treatment as a couple may be a strong indication of a
couple’s willingness to face problems in their relationship and make
necessary changes. Highlighting specific strengths alongside targeted
problem areas sets a validating therapeutic tone during assessment and
provides a strong posit ive foundation from which to discuss
commitment to treatment.

COMPONENTS OF TREATMENT

Acceptance and Commitment Therapy is composed of strategies for
change and strategies for acceptance, founded on a clear understanding
of the purpose of the therapy. It has several specific components.

Informed Consent and Treatment Commitment

Perhaps the most important component of treatment occurs even
before treatment begins. Thorough informed consent and commitment to
treatment are crucial to effective therapy with survivor couples. Both
partners must be fully educated about the rationale and structure of
treatment, including the importance of completing homework outside of
sessions. Couples must also understand that treatment may make
relationship problems appear worse before they get better, especially as
partners face issues they may have been avoiding for some time.
Therapists can help the couple anticipate likely barriers to treatment
participation in an effort to reduce premature termination of therapy.
Normalizing fears about treatment, hopelessness about problems
improving, and thoughts about ending therapy when difficult issues
come up can help couples’ willingness to address rather than avoid those
issues when they inevitably arise.
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Values and Goals Clarification

The first task in treatment is to help clients identify individual and
couple values. From these values, treatment goals can be more clearly
specified. Values clarification work is essential in ACT with survivor cou-
ples for several reasons. The task of identifying values can be extremely
challenging for both partners. Individuals are rarely asked to think about
what they value in life as separate from what others expect of them.
Engaging in this task often elicits intense emotion, especially when part-
ners’ current lifestyles and behaviors are not congruent with identified
values. This provides a rich opportunity early in therapy to coach clients
on how to identify and express those emotions effectively to each other in
session. Some CSA survivors may be so skilled in experientially avoidant
coping that they have difficulty identifying a sense of self from which to
observe their own private experience, much less deciding on core life val-
ues. Initial attempts at identifying their values may be influenced by oth-
ers, both past and present. For this reason, it is important for both
partners to complete their values homework separately. Therapists can
validate the difficulty of the task and reassure clients that they can shape
and refine their values as they progress in therapy. Values clarification is
a powerful tool for helping partners find common ground for both treat-
ment targets and shared life goals. Some couples may need to clarify for
themselves and each other that being in an intimate relationship is a val-
ued life direction in and of itself. Discussing values in session also pre-
sents an early opportunity for couples to practice approaching, rather
than avoiding, communication and emotional intimacy.

Behavior Change Strategies

While acceptance is an essential component of treatment, couples also
learn alternative ways of communicating and interacting in the
relationship. Without acquiring skills for behavior change, couples may
be unable to fully engage in acceptance work or move in the direction of
their values. Clarifying desired values and recognizing areas of
avoidance can be a crucial first step toward making behavioral changes
in the relationship. For this reason, treatment incorporates both
traditional behavior change strategies and acceptance-based strategies in
a nonsequential manner, alternating between the two as needed
(Compton & Follette, 1998). Self-monitoring, behavior exchange, and
skills training in a variety of domains are key behavior change strategies
that are incorporated into ACT for work with survivor couples.

Self-monitoring. Self-monitoring using a daily diary card to track
changes in treatment targets should be an ongoing part of therapy. Each
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partner can track both individual and couple targets on their own diary
card (e.g., ratings of relationship satisfaction, frequency of flashbacks or
nightmares, frequency and content of relationship conflict, ratings and
frequency of avoidance behavior such as substance use or suicidal
ideation, identification of specific emotions, etc.). Not only can self-moni-
toring serve as a basic intervention in and of itself, but diary card infor-
mation can also be used to set the agenda for each session, track
treatment gains over time, revise treatment plans, and evaluate treatment
progress.

Behavior exchange. Behavior exchange (BE) is a standard technique
used in behavior couple therapy (Jacobson & Christensen, 1996; Jacobson
& Holtzworth-Munroe, 1986). In its most basic form, BE involves each
partner in generating lists of behaviors in which they could engage and
that would increase their partner’s day-to-day relationship satisfaction.
Couples are then asked to engage in as many of these behaviors as
possible and to notice when their partners perform these behaviors. BE is
a useful strategy for facilitating collaboration and trust between partners
early in treatment, issues that are particularly salient in this population.
Because trust can be tremendously difficult for CSA survivors, BE
exercises present regular, graduated opportunities to take risks in the
relationship and build trust over time (Compton & Follette, 1998). The
participation of both partners in BE homework also fosters an
environment of collaboration between partners and shared responsibility
for relationship satisfaction.

As with any skills practice, BE homework may expose skill deficits in
communication and provide rich opportunities for assessment, coaching,
and practice in more specific skill sets. CSA survivors may have skill def-
icits in both interpersonal and intrapersonal spheres (i.e., communication
with others and identification and regulation of their private experience).
Instruction in basic communication and problem-solving skills (e.g., lis-
tening, paraphrasing, using “I” statements, etc.), as well as emotional
expression and validation, are effective avenues for increasing interper-
sonal skills between partners. Teaching couples to express their emotions
and validate each other is an essential step in building trust and intimacy.
Given that some CSA survivors experienced family environments charac-
terized by significant invalidation, they may have learned that much of
their private experience (e.g., thoughts, feelings, needs, sense of self) is
unimportant, inaccurate, or worthless (Compton & Follette, 1998).

Validation and emotional expression skills strengthen the relationship,
but individual skills that foster identification and effective regulation of
emotion are also important in order to facilitate the survivor’s acceptance
and experience of difficult thoughts and feelings. Dialectical Behavior
Therapy (DBT; Linehan, 1993) offers a comprehensive set of skills that
emphasize experience of (rather than escape from) difficult emotion,
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along with effective action toward a life worth living. For couples with
difficulties identifying, regulating, and expressing their emotions, the
DBT skills of validation (Fruzzetti, 1996), mindfulness, distress tolerance,
emotional regulation, and interpersonal effectiveness (Linehan, 1993) are
useful skills modules to incorporate into treatment.

Acceptance Strategies

Acceptance is an important concept to introduce early in treatment as
part of commitment to therapy. Acceptance can be broken down for
couples into separate treatment categories: (a) acceptance of private
events, (b) acceptance of one’s history, (c) acceptance of self, and (d)
acceptance of others (Follette & Pistorello, 1995).

Acceptance of private events. Acceptance of private events refers to the
willingness and effort to observe all thoughts, feelings, and memories
without engaging in attempts to avoid or escape their presence. This
domain of acceptance is the foundation of acceptance of history, self, and
others and is the avenue through which clients can ultimately make
changes in their lives. When survivors are no longer invested in
controlling their private experience, they are free to choose and commit
to their own valued life directions.

Acceptance of history. Survivors’ efforts to avoid difficult thoughts and
feelings are often related to more global attempts to forget or get rid of
their abuse histories. Some survivors may engage in behaviors aimed at
convincing themselves of  their  worth as human beings (e .g. ,
perfectionistic behavior or excessive involvement in work) in an effort to
correct or negate their abuse histories. Other survivors may take extreme
measures to avoid any reminders of the abuse (e.g., abstaining from
intimate relationships). Some survivors may even seek treatment for help
in forgetting the abuse. These behaviors make sense when considered in
the context of a culture that explains behavior in terms of personal
history (Follette & Pistorello, 1995). Because the current social context
supports the idea that people do what they do because of events in their
past, it is hardly surprising that some people look to the past to solve cur-
rent problems (“If I could just forget about what happened, I could have
a normal relationship”). ACT takes the perspective that it is the avoid-
ance of one’s history, not the history itself, which leads to problematic
behaviors. Treatment works to help clients control their responses to
their abuse histories while accepting that the abuse itself is unchangeable.

Acceptance of self. Some survivors of CSA may be so skilled in
experientially avoidant coping that they have difficulty identifying a
sense of self from which to observe their own private experience. Kohlen-
berg and Tsai (1991) have suggested that traumatic events can signifi-
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cantly contribute to problems of the self, explaining that an environment
which fails to reinforce (or which punishes) expression of private experi-
ence may inadvertently bring private experience under the control of
public stimuli. The presence of problems of the self in some survivors of
CSA suggests the need for treatment components that foster an aware-
ness of self from which individuals can begin to focus on acceptance of
private experience.

In ACT, an effort is made to distinguish self as content from self as
context and to help the client act from a self as context perspective as a
route toward acceptance of private events (Follette & Pistorello, 1995).
When faced with a painful private experience, a survivor of CSA may
have difficulty distinguishing herself as separate from the memory or
feeling. For example, while engaging in sexual intimacy with her partner,
a survivor may experience an intrusive image of her abuse, may feel as if
she is reliving the event, and may respond accordingly by pushing away
her partner. In this case, the survivor is acting from a self as content
perspective, unable to observe the intrusive image from a consistent, self-
referenced point of view. In contrast, when acting from a self as context
perspective, the survivor is able to observe herself experiencing the flash-
back while recognizing that the event is not actually occurring in real
time. The survivor can then choose to respond in ways that move her in
the direction of her values rather than in ways that reinforce avoidance.

Experiential exercises and metaphors are used to strengthen the self as
context perspective. One powerful metaphor is that of a chessboard: the
black and white chess pieces representing all aspects of private
experience (thoughts, feelings, memories, etc.) and the board represent-
ing the self. The board (self) provides the context in which the chess
pieces (private experiences) occur so that regardless of the configuration
of the pieces, the board itself remains separate and free to move in any
direction (Follette & Pistorello, 1995; Hayes et al., 1999).

Acceptance of others. For survivor couples, acceptance of others often
involves acceptance of each other’s histories. Acceptance of others does
not mean approval of others or the condoning of another’s behavior, but
rather the acceptance of individual private events associated with
another person. For example, one partner may ask the other to forget
about or move on from her abuse, reminding her that he is not at all like
the perpetrator. While he may be well-intentioned, such comments only
perpetuate avoidance behavior in his partner and may actually function
as a way for him to avoid his own discomfort with his partner’s history
(Follette & Pistorello, 1995). For both partners, acceptance of all aspects of
each other’s histories is an important part of building emotional
closeness and intimacy. Over the course of treatment, couples learn to
observe their own thoughts and feelings about each other while engaging
in behaviors that function to increase relationship goals and values.
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Acceptance and CSA Survivors

Walser and Hayes (1998) explain that in treating CSA survivors, it is
very important to clarify the ACT concepts of acceptance and
responsibility. Acceptance does not mean survivors are being asked to
like their abuse histories or understand them as acceptable, but instead to
experience the thoughts and emotions associated with those histories for
what they are—memories and thoughts that, while painful, can inform
rather than drive behavior. In addition, responsibility does not mean sur-
vivors are being blamed for their abuse, but instead refers to survivors’
response-ability, the ability to respond to thoughts and feelings about the
abuse using effective behavior.

Therapists must ensure that survivors do not feel as though their efforts
to control their private experiences are wrong. Follette (1994) emphasizes
that control is an important issue for CSA survivors; they had no control
over the sexual abuse they experienced and thus may have learned to con-
trol their psychological experience of the trauma by numbing themselves
or dissociating. Great care should be taken by the therapist to validate sur-
vivors’ use of experiential avoidance as children to cope with the abuse in
order to survive. The therapist can then help clients examine how well that
coping strategy is working in their lives currently.

Common Treatment Issues

Sexual dysfunction. Sexual issues will likely arise when treating
survivor couples, even though few couples will initially present for treat-
ment specifically to address such problems (Compton & Follette, 1998).
Types of sexual dysfunction may vary across couples, and sexual difficul-
ties may be experienced by one or both partners. For partners of CSA sur-
vivors, sexual problems are particularly troubling, often contributing to
feelings of inadequacy, rejection, or frustration when the survivor avoids
sexual intimacy (Compton & Follette, 1998). A more traditional, struc-
tured approach to treating sexual dysfunction that involves graduated
exposure to arousal, intimacy, and sexual contact (Wincze & Carey, 1991)
may be incorporated into ACT (Follette & Pistorello, 1995). However,
given the close association between sexual intimacy and communication,
and the possibility that low sexual desire may function for some survi-
vors as avoidance of closeness and intimacy (Compton & Follette, 1998),
the treatment components of acceptance, emotional expression, and vali-
dation may effectively address sexual issues without a more structured
approach. Thorough assessment of sexual dysfunction will help the ther-
apist determine the most effective direction of treatment when sexual
issues are present.
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Flashbacks and dissociation. Flashbacks are highly distressing, intrusive,
and disorienting experiences that occur for some survivors of CSA and
can significantly interfere with effective functioning. Flashbacks usually
occur in response to an environmental stimulus that reminds the
survivor of the abuse including, but not limited to, sexual intimacy in the
context of the relationship. Partners of survivors who experience
flashbacks can be instrumental in helping their partner feel safe and
remain grounded after experiencing a flashback (Follette & Pistorello,
1995). During a flashback, partners can gently orient the survivor to time
and space and provide reassurance of her safety. Over time, this basic
supportive strategy may help the survivor recognize the onset of a
flashback and reduce her level of disorientation.

The extent to which both partners share their thoughts and feelings in
the aftermath of a flashback varies from couple to couple. As couples
develop their emotional expression and validation skills, they may find
that discussing their respective reactions with each other increases their
closeness and intimacy and helps the survivor cope more effectively with
these distressing experiences. For other couples, more basic forms of sup-
port and less emotional processing may be the most effective way part-
ners can help survivors cope with flashbacks. In either case, emphasis
should be placed on the use of acceptance as opposed to avoidance strat-
egies in response to flashbacks. Even in cases where the CSA survivor
has not experienced flashbacks, it may be useful to prepare the couple for
the possibility of flashbacks as treatment progresses (Follette & Pistorello,
1995).

Some survivors of CSA may also experience dissociation, either in
response to flashbacks (Follette & Pistorello, 1995) or other aversive stim-
uli. Involving the survivor’s partner in the ways discussed above can be
effective interventions for dissociation when associated with flashbacks.
However, thorough assessment of the function of a flashback will help
guide effective treatment when it occurs in response to a variety of stim-
uli. Dissociation often functions as a form of escape from unpleasant
thoughts, feelings, memories, or aversive environmental circumstances.
Acceptance work, paired with increased skill acquisition in the areas of
validation and emotional expression between partners, will help the sur-
vivor tolerate and accept difficult thoughts, emotions, and memories
without engaging in escape behavior. As with any avoidance behavior,
particularly one that functioned as a survival strategy, the couple must
be helped to understand the behavior while recognizing its current inef-
fectiveness.

Guilt and blame. Additional problems that frequently occur in couples
with an identified patient involve issues of guilt and blame. It is not
uncommon for partners of CSA survivors to view their role in therapy as
merely to support the survivor’s individual growth and to blame the sur-
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vivor or the survivor’s trauma history for the problems in their
relationship (Follette, 1991). Some CSA survivors may even share this
view, believing their individual problems are to blame for relationship
difficulties. We have called this the “benevolent blame” in that it is often
not meant to be mean-spirited. However, such blame may still exacerbate
posttraumatic symptomatology by perpetuating survivors’ feelings of
shame and stigmatization (Compton & Follette, 1998). Therapists must
consistently highlight the transactional nature of relationship problems.
By alternating treatment emphasis from one partner to the other and
shifting between historical issues and current relationship functioning,
the therapist can convey mutual responsibility for relationship issues
throughout the treatment process (Follette & Pistorello, 1995).

Treatment Evaluation

As in all treatment approaches, ACT with survivor couples should
include ongoing assessment to test hypotheses about the function of
various behaviors and provide information about treatment progress.
Videotaped sessions, brief self-report measures of treatment targets, and
daily diary cards can be used consistently throughout treatment to track
changes over time. Information obtained through regular assessment
allows therapists and clients to make informed decisions about
modifications in treatment, including when to continue or terminate ther-
apy. In cases where couples are having difficulty complying with treat-
ment demands or when difficult relationship issues appear to be getting
worse before getting better, regular assessment provides clear, indisput-
able data that both therapists and clients can examine together. Observ-
ing interaction patterns in videotaped therapy sessions or noting small
steady changes in self-report measures of treatment targets can be a moti-
vating factor for couples who feel “stuck” in treatment.

Orienting clients to their long-term goals and shared relationship
values throughout treatment can also provide an anchoring point for
clients at times when relationship problems feel overwhelming. It is very
important to remind clients that treatment often appears to make
problems feel worse before they feel better. Helping clients anticipate
these feelings and outline strategies for dealing with them when they
arise may help prevent premature termination when treatment inevitably
becomes difficult. When therapists establish open discussion of the
difficulties of treatment and potential barriers to treatment compliance in
the beginning of therapy, these issues are easier to revisit with clients as
needed throughout treatment.
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Final Thoughts

In closing, it seems fitting to address experiential avoidance and
acceptance on the part of the therapist. Hayes et al. (1999) remind ACT
therapists that “harmful moments in ACT can occur when the therapist is
raising issues of acceptance and commitment and at the same time
modeling a lack of these behaviors” (p. 277). Working with survivor
couples can be both extremely challenging and intensely rewarding. The
treatment process may engender internal struggles for therapists as they
listen to clients disclose detailed descriptions of their abuse histories and
the powerful emotions associated with those experiences (Follette, 1994).
It is crucial that therapists address their own desires to avoid painful
thoughts and feelings surrounding clients’ disclosures during the course
of therapy, just as they help the partners of survivors deal with their
avoidance of partners’ abuse histories. Therapists must be willing to do
what they ask of their couples—to hear everything partners want to
share and to experience and respond to the intensity of partners’ feelings.
Therapists are advised to carefully monitor their own experiential
avoidance so as not to find themselves avoiding certain topics.

Follette (1994) stresses the importance of clinical supervision or
consultation as a component of any treatment for CSA survivors.
Supervision can provide therapists with a safe and appropriate place to
express their thoughts and emotions associated with what they
experience over the course of treatment. Finally, therapists should
remember that working with couples in which one member has an abuse
history presents many of the dialectics that can be observed in trauma
therapy, including the dialectic of uniqueness and similarity. Couples
with trauma histories have a great many commonalities with other
distressed couples, and in addressing their unique concerns the therapist
should not forget those similarities.
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Behavioral family therapy, 272
Bowen family systems theory, 284, 295–300
Chaos theory, 61–62
Conservation of Resources (COR) theory, 46–47
Contextual behavioral perspective, 535
Contextual Therapy (CT), 353–358
Coping and adaptation, 331, 443–444, 449
Ecological model for incest, 369–372
Emotionally Focused Therapy (EFT), 271–272
Experiential avoidance, 536–537
Family healing theory, 425
Family systems-illness model, 90
Maps, 60–61
Object relations theory, 131–134, 474–475
Rehabilitation of criminals, 459–460
Selection, Optimization and Compensation (SOC) model of 

aging, 70, 72–76
Selection, optimization, compensation defined, 74
Self-trauma model, 221–222
Shame interactions as consequence of earlier trauma, 516–519
Socioemotional selectivity theory, 77–79
Theories of aging, 72–73
Wellness (salutogenic) models, 335–336

Connectedness
see Assessment
and adaptation to loss, 406
Safe connection as healing ingredient among couples, 494
Shattering the interpersonal bridge, 515–516
Traumatic isolation, 495

Coping
see Stress
Conservation of Resources (COR) theory, 46–47, 331
Dispositional optimism, 82–83
Eliminating maladaptive coping, 360
Personal control, 79–81
Phases of adaptation (adjustment and adaptation), 419
Problem-centered versus emotion-centered, 80
Role of cognitive appraisal, 330–331
Role of personality and goals, 83–84
Successful coping, 336
Two major modes of coping, 454

Couples
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How partners differ from other close relationships, 53
Survivor couples, 534

Crisis Intervention
Critical Incident Stress Debriefing/Management (CISD, CISM), 

420–421
Family crisis intervention model, 421–429
Multiple family groups with multicrisis families, 438
Systemic crisis intervention, 417

Developmental Processes
in therapy, 481–482
Interface of individual, family and illness, 100–104
Themes, 478–479

Dissociation
Reducing, 359–360

Dual Diagnosis
Theories of dual diagnoses of PTSD and substance abuse, 17

Emotion
How family emotional process influences one’s experience of 

trauma, 284
Emotionally Focused Therapy

Empathic conjecture or interpretation, 502
Heightening, 501–502
Reframing in context of cycle, trauma and attachment processes, 

502
Softening, 503, 509
Tracking and reflecting emotional experience, 501, 502
Validation, 501

Epidemiology
Mental health needs of children and families, 434
Families and Stress

ABC-X model of family stress, 34
Asynchrony of reactions, 141–142
Bidirectional relationship with stress and trauma, 4
Dual-trauma family, 24
Family stress theory, 34

Family
as field of study, xx
Context of prolonged child abuse, 350–351
Defined as a process, 370
Impact of survivor’s symptoms, 24–25
Multigenerational patterns of illness, loss and crisis, 98–99
of origin material in therapy, 483
Parentification of children, 20
Systemic dynamics, 20–21
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Traumatized Family System Archetype (TFS Archetype), 418–419
Family Life Cycle

and loss, 396–397, 408–411
Interface with illness, 101–103

Family Therapy
Definition of, 2–3, 418
Orientation versus context, 2
with traumatized children, 195–196

Fields of Study
Famology and traumatology, xx
History of stress, trauma and family, 3–4

Gender
and loss, 407–408
Differences in response to trauma, 154
Differences in STS symptoms among spouses of survivors, 

169–170, 173–174
Genetics

Revolution in medicine, 112–113
Guilt

see Shame
among family, 25–26

Healing Process
Family healing theory, 425
Primary victims, 53–54
Safe connection among couples, 494
Secondary victims, 54–55
Stages of reacting and healing, 55–57

Holocaust
Impact on survivors’ marriages, 165–166
Offspring of survivors, 119–121
Survivors, 161–162

Identified Patient
Dangers with trauma survivors, 474, 488–489

Illness
Categorized by phases, 93–97
Categorized by psychosocial type, 94
Developmental tasks organized by time phase, 95
Psychosocial demands of onset, course, outcome, incapacitation, 

and uncertainty, 91–93
Illusions

of therapist control when intervening, 65–66
Incest

see Child Sexual Abuse
Individual problem versus family problem, 367–368
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Instruments
4-D, for youth in out-of-home care, 308–309
Clinical Assessment Package for Client Risks and Strengths 

(CASPARS), 309
Coping and Stress Profile (CSP), 326, 337–339
Description of CASPARS, 313–316
Multisystem Assessment of Stress and Health (MASH), 328
Risk Assessment in Child Welfare, 308–309

Integrative models
Integrative Couple Therapy (ICT), 538
of individual and conjoint modalities, 269
of individual and systemic approaches to child sexual abuse, 369

Intergenerational Transmission
“Second generation” Holocaust survivors, 119–121
Fear and distrust, 128–129
Heightened awareness of parents’ survival status, 123
Intergenerational effects, 19
Lack of boundaries and difficulty with separation, 124–125
Memorial candles, 121
Operational definition, 118
Overidentification with parents’ experiences, 125–127
Overprotective parenting style, 124
Projective identification, 131–133
Transposition, 121

Interpersonal Trauma
Interpersonal implications of numbing and avoidance, 494
Living with trauma survivor, 162, 174
Relational traumas that shatter secure attachment, 503–504
Shattering the interpersonal bridge, 515–516
within families, 43–45, 494

Interventions
Acceptance and Commitment Therapy (ACT), 543–548
Bowen family systems theory treatment, 300
Contextual therapy principles, 358–362
Critical Interaction Therapy, 519–523
Ecological balancing, 373
Ecological treatment, 372–373
Emotionally Focused Therapy (EFT), 497–503
Goals with multiple family groups, 442–443
Integrative therapy modalities, 269
Limitations of psychoeducational approach, 473–474
Multiple family groups, 437–443
Pacing and leading, 376–377

RT7545_Index.fm  Page 561  Friday, May 28, 2004  3:50 PM



562 Handbook of Stress, Trauma and the Family

Practical Application of Intimate Relationship Skills (PAIRS), 459, 
460–461

Promising interventions, 274
Psychoeducation, 274, 302
Psychoeducational approaches, 454–458
Repairing boundaries, 379–381
School-based multiple family groups, 445–446
Self-trauma model, 221–222
Unraveling projective identification patterns, 487–488
with secondary victims, 63–65

Loss
and families, 393–394
Need for flexible family organization, 405
of a parent or family member, 248–249
of a spouse, 250
Sociocultural influences, 407–408
Systemic perspective, 395–396
Tasks to promote adaptation to loss, 397–401
Types of loss, 401–404

Marital Quality
Impact of anger, hostility, paranoia in survivor, 168
Impact of sharing traumatic memories, 169, 173
Role of spousal support, 250

Mechanisms of Transmission of Traumatic Effects
see Intergenerational Transmission
Different routes of transmission, 7, 418
Living with trauma survivor, 162, 174
Transmission of fear and distrust, 128–129
via projective identification, 131–133, 479
via shaming interactions, 519

Modalities of Treatment
Couples therapy for individual problems, 268–269, 537–538
Definitions of couple and family therapy, 2–3

Motivation
Balancing forces toward autonomy and inclusion, 285

Perception
Objective loss versus perception, 36
Role in appraising stress, 34–35

Perpetrators and Victims
Perpetrator-victim template, 385
Power and control, 383–384
Psychoeducational programs for prisoners and their spouses, 

458–459
Relational pattern, 384–385
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Resistance to change, 386–387
Phases of Treatment

Criteria for Phase II work with couples, 486
Perils of premature insight-oriented or uncovering work, 476
Phase-oriented model, 480
Stages of Emotionally Fiocused Therapy, 498

Posttraumatic Growth
among children, 181

Premorbid Factors
Pretrauma stage of healing, 55

Projective Identification
see Intergenerational Transmission
see Mechanisms of Transmission of Traumatic Effects
see Secondary Traumatization
in couples, 475, 479

PTSD
3 symptoms clusters and family life, 264
and marital intimacy, 153–155
Complex PTSD, 347
Cycle of arousal and numbing, 16
PTSD Cycle, 22–25
Three F’s of fight, flight, freeze, 22

Quality of Life
Effects of living with trauma survivor, 162
Marital quality, 163–165
when a family member has an Axis I disorder, 262–263

Relationships
and combat exposure of a partner, 150–152
and death of a child, 152–153
and effects of childhood trauma, 145–148
and sexual assault of a partner, 149–150
as recovery environment, 142
Reciprocal relationship between family and traumatized 

members, 266
Research

Behavioral family therapy, 272
Effectiveness of conjoint therapy for individual problems, 

268–269
Effectiveness of couple and family therapy for anxiety disorders, 

273
Effectiveness of couple and family therapy for PTSD, 270–273
Effectiveness of couple and family therapy, 267–268
Emotionally focused therapy, 271–272
Empirically supported therapies (ESTs), 268
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Evidence-based practice, 308
Individual focus of PTSD research, 262
Issues in social support research, 252–254
Limitations of research on couple and family therapies, 269–270
Methodology examining marital relations and traumatic stress, 

140–141
on PAIRS for couples affected by incarceration, 466–467
Study of Holocaust survivors and non-survivor spouses, 166–170
Study of offspring of Holocaust survivors, 123–129

Resilience
see Strengths
among children, 193–194
and loss, 412
Family cohesiveness, flexibility and communication, 236
Generalized resistance resources, 336
Home-school collaboration for enhancing family resilience, 

446–448
of spouses of survivors, 169
Personal and social resources, 163
Promoting resilience in children, 444–445
Protective factors, 235–236
Resiliency models, 235–236
Role of education with STS, 170
Social support and coping models, 236–237
Stress-buffering models, 236

Resources
and family loss, 406
Conservation of Resources theory, 33, 35–36
Definition of, 35
Personal resources, 163
Resource caravans, 38–39
Resource loss spirals, 33, 36
Self-esteem, self-efficacy, optimism, 38

Risk Factors
see Child Maltreatment
see View of Self and Other
Environmental factors in child development, 434–436
Examples among families, 311
Lack of social support, 265–266
Self-blame, 215

Secondary Traumatization
see Intergenerational Transmission
among people who care about survivor, 26–27
among spouses, 265
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among those living with war and Holocaust survivors, 162–163
and empathy, 171–172
and gender, 169–170
as result of living with an angry partner, 172–173
Correlation between STS symptoms and spousal PTSD, 169
from one family member to others, 5
Intergenerational effects, 19
Primary versus secondary traumatic stress, 182–183
Relationship with level of education, 170
Sarah Haley’s initial observations, 4
Stress contagion, 40
through triangulation with a shadow, 519
Vicarious traumatization, 7

Secondary Victims
Definition, 51–52
Interconnectedness with healing of primary victim, 57–60

Sense of Mastery
Families and illness, 105–107
Locus of control, 79–80, 105

Shame
Guilt and blame, 549–550
Shattering of the interpersonal bridge, 515–519

Sharing Trauma Stories
Effects of, 169, 173

Skills
Deficit in skills leads to performance problems, 356, 362

Social Support
Adverse effects, 38
and adolescent trauma, 247–248
and childhood trauma, 246–247
and developmental processes, 237–238
and divorce, 244–245
and family violence, 245–246
as a coping resource, 37
as a mediator of aging, 76–77
as a mediator of trauma and stress, 266–267
Characteristics of effective support, 252
Embeddedness, 232
Family support defined, 232, 424
Impact on mothers and their capacity to parent effectively, 435
Instruments for measuring support, 233–234
Interpersonal resources, 33
Negative aspects of support, 234–235
Relationship with resource loss spirals, 41–43
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Stress buffering value, 17, 142–144
Stages

of group development, 441–442
Strengths

Client assets, 311
Emotional expressiveness, 311
Emphasis on developing among clients, 307, 449
Family embeddedness in the community, 312
Family relationships, 312
Peer relationships, 312
Sexuality, 312–313

Stress
as field of study, 1
Stress contagion, 40
in later life, 71–72
Family stress across cultures, 326–327
Managing versus coping, 329
Definition, 331
of cumulative traumas and/or losses, 410–411
Selye’s general adaptation syndrome, 1–2

Substance Abuse
Self-medication, 17
Vulnerability of trauma survivors, 16–17

Suicide
Anniversary reactions, 18
Risk among survivors, 18

Survivors
Capacity to parent and perform family roles, 18–19
Impact of their symptoms on others, 16
Impact on family,17–18, 263–265
Survivor’s syndrome, 118

Symptoms
Limitations in psychic energy resulting from traumatic stress, 

21–22
Sexual dysfunction, 548
Flashbacks and dissociation, 549

Therapist
Role with incestuous families, 371–372, 387
Role with multiple family groups, 440–441
Stance from perspective of Bowen Family Systems Theory, 

301–302
Trauma

Biological effects, 25
Defined broadly, 139–140
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Experienced by entire family, 238–240
Experienced by individual members of family, 240–243
Meaning of, 15, 493
Other cultural views of trauma, 27
Relational impact, 15, Chapter 1
Sexual assault, 149–150
Trauma Membrane, 189

Trauma Memories
Processing in Contextual Therapy, 360–362

Traumatization of Family
see Mechanisms of Transmission
Fear and distrust, 128–129
Mechanisms of transmission, 130–133, 170–173
Routes of transmission, 4–5, 263–264

Triggers
Reminders of the trauma, 22–24

Victims
see Perpetrators and Victims
Blaming the victim, 474
Questions victims ask themselves, 425

View of Self and Other
and psychopathology, 219–220
Negative view of self, 214–218, 496

Violence
among families, 245–246
Interparental violence, 147
Relationship with loss spirals, 45–46
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