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FOREWORD


During the past twenty years the study of trauma and its treatment has
grown dramatically. Empirical research has been undertaken, new therapeu-
tic modalities have emerged, and groundbreaking theoretical works and
their applications have been published. Clinicians from all theoretical per-
suasions are utilizing these advances for the benefit of thousands of patients
all over the world. Given the worldwide need to confront the short- and
long-range effects of the multifarious forms of abuse and to comfort the vic-
tims of catastrophic events of natural disaster, genocide, and war, millions
more can also benefit from this scientific progress. One crucial and cost-
effective tool for the relief of the sequelae of trauma, asserts Dr. Jon Allen in
this second edition of Coping With Trauma: Hope Through Understanding, is
the empowering and powerful method of patient education.


A gifted clinical psychologist, distinguished researcher and educator, and
student of comparative philosophy, Dr. Allen is uniquely qualified to ex-
plore—and explain—the many aspects of trauma to a wide audience. Basing
his book on classes he has taught to patients and insights he has derived
from carefully listening to their feedback in those groups and in individual
therapy hours, he traverses the landscape of trauma with breadth and depth.
Clear, incisive, and revealing, his chapters on each major domain of trauma
are essential reading for patients, their family members, and clinicians. In
this second edition of his popular text, he has thoroughly updated and ex-
panded information on aspects of the aftermath of trauma—and the wealth
of emotional, interpersonal, brain-based, psychopharmacologic, and psy-
chotherapeutic dimensions of recovery.


Dr. Allen’s understanding of the causes and effects of trauma, the detritus
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of the comorbid and ancillary difficulties that lie in its wake, and the poten-
tial for healing based on current approaches and new ones on the horizon
make this volume a veritable treasure trove of state-of-the-art information
and clinical wisdom. Although the subject of trauma is a somber one for
even the most enthusiastic and knowledge-hungry reader, Dr. Allen has sa-
gaciously attenuated any potential for devolvement into the gloomy by in-
cluding case studies of patients who have weathered the maelstroms of
trauma’s consequences. He uses examples of patients who have begun to pull
together a new and better life for themselves, in part derived from under-
standing themselves and their illness more thoroughly by the educative
method. These lessons are also leavened with the author’s extensive knowl-
edge of and appreciation for what philosophy and ethics can offer the indi-
vidual who desires to make positive and long-lasting change. He laces his
text with the “wisdom of the ages” as much as with the data derived from
scientific protocols to help uplift the patient and inspire a state of hopeful-
ness on the journey to a better life.


In the 25 years that I have known Dr. Allen, it is clear he brings both pas-
sion and compassion to every aspect of his work. In this volume, he extends
his reach from the narrower clinical and academic realms to the wider world
of patients and their family members. This serious work of heart and mind
teaches and helps build skills for overcoming serious trauma and guides the
individual toward more intimate relationships and improved self-care. These
skills can heal the wounds of many sufferers. They offer patients and their
loved ones a better future. This brilliant and compelling book leaves me feel-
ing hopeful about the possibility for growth and generativity for those who
have sustained trauma—and inspired by what contemporary psychiatry also
offers to help them flourish.


Kathryn  J.  Zerbe, M.D.
Professor of Psychiatry and Obstetrics & Gynecology, Vice Chair for Psy-
chotherapy, and Director of Outpatient Services, Department of Psychiatry,
and Director of Behavioral Medicine, Center for Women’s Health, Oregon
Health Sciences University, Portland, Oregon
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PREFACE


In the decade since the publication of the first edition of this book, clinicians
and researchers devoted to helping traumatized persons have generated a
wealth of new knowledge. In addition, the field continues to be transformed
periodically by changing manifestations of trauma—for example, by the at-
tacks of September 11, 2001, and the ensuing national preoccupation with
terrorism, itself an ongoing trauma. These developments notwithstanding,
I naively set out with the modest goal of updating the first edition, incorporat-
ing the latest scientific and clinical information in the process. But I quickly
realized that I needed to rethink and rewrite the book, even though I’ve re-
tained some parts in near-original form.


Although war and terrorism now preoccupy us nationally and internation-
ally, my initial focus on attachment remains, because the quality of early at-
tachments contributes substantially to the individual’s capacity to cope with
trauma of any sort later in life. Moreover, recent developments in attachment
theory have greatly enriched my understanding of trauma, reshaping the
whole book, not just the chapter on attachment. In addition, extensive con-
temporary research on emotion—which is becoming a science unto itself—
prompted me to recast the chapters on emotion and emotion regulation. I’ve
reorganized the material on the neurobiological understanding of trauma into
the chapter on illness. A new chapter on depression was added because it’s a
pervasive trauma-related problem that poses a number of catch-22s for recov-
ery. I’ve consolidated material on various forms of self-destructiveness—sub-
stance abuse, eating disorders, and deliberate self-harm—which I construe as
coping strategies that backfire. In this context, I’ve also addressed suicidal
states and self-defeating aspects of personality disorders. Finally, I’ve con-
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cluded with a new chapter on maintaining hope—by all accounts the most
crucial challenge for traumatized persons.
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INTRODUCTION


Trauma will not go away. In the past few decades public attention has shifted
from one source of trauma to another, for example, from war to domestic vio-
lence and maltreatment of children. Now terrorism grips the national psyche,
while combat and abuse of women and children continue unabated. Now
more than ever, we must understand psychological trauma for the sake of pre-
vention as well as healing. Fortunately, professional knowledge about trauma
and its treatment has burgeoned since the American Psychiatric Association
formalized the diagnosis of posttraumatic stress disorder (PTSD) in 1980. Yet
professionals must make this knowledge available to those who most need it:
trauma sufferers and those who care for them.


For more than a decade, I’ve been conducting educational groups for
traumatized patients at The Menninger Clinic. If you were to sit in on one
or two of these group meetings, you’d draw the obvious conclusion: he’s
teaching them about trauma. Yet, if you were to observe a group over a few
months’ time, you’d see it differently: they’re teaching him about trauma. Both
are true. We pool our expertise, and we’ve continued to refine our under-
standing over the past decade. The time is right to make this evolving knowl-
edge available beyond the clinic.


This book differs from educational groups in being a monologue rather
than a dialogue, although it has plenty of dialogue behind it. Endeavoring to
preserve the teaching spirit, I refer to the reader as “you,” with the trauma
sufferer in mind throughout. But I learned from the first edition that the
book also appealed to an unintended audience: therapists and other health
professionals. While continuing to address the traumatized person directly,
this edition is intended for a wider audience—anyone seeking a comprehen-
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sive yet readable account of current professional knowledge that meshes
with patients’ experience. Given the pervasiveness of trauma, to varying de-
grees the “you” fits us all.


It is my fondest hope that, like the first edition, this book will be of help
to traumatized persons. Yet I would not call it a “self-help” book. Perhaps a
“self-education” book would be more apt. As you can tell from the weight of
this book, it’s not a quick read. And it’s not light reading either. In conduct-
ing educational groups, I’ve found that trauma sufferers aren’t content with
simple explanations and pat answers. Aspiring to teach all I know, I have cre-
ated something akin to a college course. This is the textbook—albeit one ad-
dressed to the reader’s personal concerns.


Although this book isn’t light reading, you needn’t have taken any psy-
chology courses to understand it. You’ll grasp it on the basis of your personal
experience. I’ve included the necessary background in psychology and psy-
chiatry in the book. But we must go beyond psychology and psychiatry to
understand trauma fully. We need help from biology, because trauma is a
physical illness. And we need help from philosophy, because trauma con-
fronts us with existential concerns that far exceed the reach of science and
medicine.
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A GUIDE TO READING THIS BOOK


I’ve organized this book explicitly, making liberal use of headings and sub-
headings throughout. So you can easily pick and choose, finding topics of
most interest. Yet the book is designed to be read front to back, because later
chapters build on information and concepts introduced in earlier chapters.
I’ve included ample references to the professional literature as well as to a
number of scholarly books written for a general audience. To keep the num-
ber within a manageable limit, the references to the scientific literature are
illustrative rather than exhaustive. To spare readers from searching through
the nonetheless long list, I’ve included a short list of suggested readings at
the end of the book, following the references. There’s also a glossary of tech-
nical terms used throughout the book in the event that you lose track of the
meaning from one part of the book to another (or you’ve failed to heed my
plea to read it from start to finish).


The plan is simple, starting with understanding trauma and its diverse
sources. Attachment theory also lays the foundation, because emotional
bonds play a paramount role in coping with trauma. One idea from attach-
ment theory provides the conceptual glue for the whole book, from the first
chapter on trauma through the last chapter on hope: healing entails making
sense of trauma in the context of secure attachment relationships.


The book covers the effects of trauma from two perspectives. From the
psychological perspective, I discuss the impact of trauma on emotion, mem-
ory, the self, and relationships, as well as incorporating research from neuro-
science to make the case that trauma is a physical illness. From the psychiatric
perspective, I discuss various trauma-related disorders and symptoms: depres-
sion, PTSD, and dissociative disorders, along with a range of self-destructive
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behaviors to which trauma can make a contribution. Finally, I discuss various
facets of healing, starting with ways of regulating emotions, then reviewing
current treatment approaches, and concluding with the foundation of all heal-
ing, hope.


This book is intended to be intellectually challenging, drawing on current
knowledge in psychology, psychiatry, neuroscience, and philosophy to stim-
ulate new ways of thinking. Yet, if you’re in the throes of coping with trauma,
you may also find the book emotionally challenging. Reminders of trauma
commonly evoke traumatic memories and painful emotions. Some readers
have told me they must take the book in small doses. Others are taken aback
by how closely the book fits their personal experience—disconcertingly, they
see themselves in the pages, just as they see their experience on the black-
board in educational groups. I make no claim to clairvoyance; through count-
less discussions in educational groups, trauma sufferers have contributed to
the book as they have to the educational groups. But the fact that the material
hits home carries an advantage: trauma is alienating, and it can be reassuring
to find that your experience is wholly human, shared by many others.
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TRAUMA


Why read about trauma? Avoidance is such a common reaction that it’s a de-
fining feature of posttraumatic stress disorder. If you’ve been traumatized,
you’re likely to steer clear of anything that reminds you of the traumatic
events. Thinking about traumatic experience stirs up painful emotions. Avoid-
ance is utterly natural, but it can keep you stuck. Blotting the traumatic expe-
rience out of your mind can prevent you from coming to terms with it. To cope
with trauma and to get past it, you need to think about it. If you’ve been trau-
matized, congratulate yourself for reading this. You’re not avoiding; you’re
coping.


Many individuals who struggle with trauma are extremely frustrated
with themselves. They’re highly self-critical, adding insult to their injuries.
They fail to take account of the serious impact of their traumatic experience,
and they don’t make sufficient allowance for the limitations of their all-too-
human nature. Many feel that they are “crazy.” On the contrary, here’s my
thesis: persons who have been traumatized are responding in ways that are nat-
ural and understandable, given their previous experience.


The main purpose of this book is to foster self-understanding. Greater
self-understanding should help you feel less crazy. But I have an even more
ambitious agenda. I want to encourage self-acceptance. Ideally, by better un-
derstanding and appreciating the impact of trauma and your efforts to cope
with it, you may develop greater compassion for yourself.
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Trauma Happens


We often use the word, traumatic, loosely to refer to stressful events—losing
a job or getting a divorce. Webster’s New Twentieth Century Dictionary1 defines
trauma more narrowly as a violently produced wound and as an emotional
shock with a lasting effect. Think of the types of injuries that are treated in
specialized emergency departments called trauma centers. The counterpart
that we will consider is a violently inflicted psychological wound with lasting
effects. And, as we’ll see, the lasting effects are physiological as well as psy-
chological.


It’s helpful to distinguish exposure to potentially traumatic events, such
as being in a car wreck, from the resulting trauma, namely, the lasting adverse
effects, such as being too fearful to drive. A young man referred to our trauma
education group protested that he didn’t belong there. He reported that he’d
been dealing cocaine and had witnessed numerous stabbings and shootings,
as well as having numerous brushes with death. But he was partly right
about not belonging in the group: he found the violence exciting and denied
that he’d been traumatized. Thus he’d been exposed to many potentially
traumatic events—I certainly would have been traumatized by them!—but
he did not suffer trauma. One concern of this book is why the same kinds of
events traumatize some persons and not others.


As our young cocaine dealer’s viewpoint attests, the same objective
events—witnessing violence—may have different subjective effects. For pur-
poses of diagnosing posttraumatic stress disorder (PTSD), traumatic events
are defined specifically as including both objective and subjective aspects.2


Objectively, the person was exposed to events involving death, serious in-
jury, or a threat to the physical integrity of self or others. Subjectively, the
person responded with feelings of fear, helplessness, or horror. The cocaine
dealer was exposed to objectively threatening events without the subjec-
tively terrifying experience.


What are the lasting adverse effects we call trauma? The intrusion of the
past into the present is one of the main problems confronting persons who
have developed psychological symptoms and psychiatric disorders as a con-
sequence of traumatic experience. Those who’ve been traumatized may be
plagued by distressing memories, flashbacks, and nightmares; they may con-
tinue to struggle with the powerful emotions they experienced at the time of
the trauma; and they may continue using the same self-protective means that
they initially learned so as to shield themselves from the traumatic experi-
ence. This combination of intrusive and avoidant symptoms is the essence
of PTSD (see Chapter 9, “Posttraumatic Stress Disorder”). And trauma also
contributes to other psychiatric disorders, for example, depression and sub-
stance use disorders. But trauma isn’t confined to psychiatric disorders.
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Traumatic experiences can result in cynicism, bitterness, distrust, alienation,
hatred, vengefulness, demoralization, loss of faith, and loss of hope. All these are
ways we can be traumatized by terrifying events that ought not to happen.


Coping with trauma entails separating the past from the present and
gaining control over both the painful emotions and the self-protective de-
fenses erected against them. Many traumatized persons are urged, “Move
on,” “Put the past behind you,” or worse, “Get over it!” Easier said than
done. The problem is how to move on, which is the subject of this book.


Trauma happens. Traumatic events are ubiquitous. Just turn on the
news. A typical day’s fare may include floods, tornadoes, earthquakes, fires,
car crashes, plane crashes, train wrecks, rapes, kidnappings, assaults, mur-
ders, school shootings, terrorist attacks, and war-related mayhem. In a half-
hour’s news you see a tiny fraction of the day’s traumatic events. And that’s
just the fraction that’s reported. The day’s news excludes all the traumatizing
events that take place in private, behind closed doors, and that are kept se-
cret. The scope of these more hidden sources of trauma—childhood mal-
treatment and domestic violence—has now come out into the open.


Trauma comes in many forms. There are also vast differences among in-
dividuals who undergo trauma. “Coping with trauma” is an ambitious sub-
ject for a single book. But considering all forms of trauma together is justified,
because there are similarities in patterns of response that cut across different
types of trauma and different individuals. Nevertheless, the challenges of
coping with trauma and the risk of psychiatric disorder vary substantially
from person to person, depending on the nature of the trauma.


Types of Trauma


To provide a foundation for the rest of this book, I’m about to stake out the
territory of traumatic events, and I’m going to highlight the domain of at-
tachment trauma, that is, trauma in attachment relationships. I know from
conducting educational groups that thinking about different types of
trauma—as you’re about to do—may evoke disturbing memories. You
should feel free to skim or skip whatever you wish; the last thing you need
is excess immersion in trauma. Small doses, interspersed with calming or
pleasurable activities, might be best. Yet there’s something to be said for
thinking clearly about different aspects of traumatic events. Just giving pain
a name can relieve and transform it.3 The goal is to render traumatic experi-
ence thinkable and speakable; for that, you need words and concepts to help
you sort it out and make whatever sense can be made of it. No one reading
this book needs to be convinced of the significance of trauma, so I’ll keep
this survey brief.
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Single-Blow Versus Repeated Trauma


On the basis of her extensive studies of traumatic experience in children, psy-
chiatrist Lenore Terr4 distinguished single-blow traumas from repeated trau-
mas. Single shocking events may produce enduring traumatic reactions in
some individuals. Natural disasters are an example. These include earth-
quakes, tornadoes, avalanches, fires, floods, hurricanes, and volcanic erup-
tions. The severity of symptoms that people report after disasters varies widely
from one study to the next. Depending on the scope of the destruction and the
degree of threat to life and limb, anywhere from a small minority to a large ma-
jority of persons exposed to such disasters may be traumatized, suffering last-
ing effects.5


Closely related to natural disasters are technological disasters, such as
dam breaks, building collapses, plane crashes, chemical spills, and nuclear re-
actor failures. But there’s an important difference between natural and tech-
nological disasters: the community pulls together around natural disasters;
people help and support each other. Technological disasters, on the other
hand, tend to be more socially divisive, because much attention is diverted to
finding fault and fixing blame.5


Criminal violence also involves single-blow trauma. Examples are bur-
glary, robbery, aggravated assault, rape, and homicide. Violent crimes not
only have a direct impact on victims but also have an indirect—and fre-
quently traumatic—effect on those who witness them and on those whose
loved ones are injured or killed. Unfortunately, a substantial majority of vic-
timized persons have been exposed to more than one crime,6 and the trau-
matic effects can be cumulative.


The loss of a loved one is certainly traumatic, in the broad sense of the
term. A great deal of overlap is shared between grief and posttraumatic symp-
toms; both potentially involve painful intrusive feelings, such as pangs of
grief, and denial of the loss or other efforts to avoid these feelings.7 Although
all losses may be traumatic in the general sense, loss and trauma can be com-
bined when the loss is sudden or unexpected and particularly horrifying,
such as witnessing the violent death of a loved one.8 Such traumatic losses
may be experienced with a combination of intense fear or horror and painful
grief.


As traumatic as single-blow events may be, the traumatic experiences
that result in the most serious psychiatric disorders are prolonged and re-
peated, sometimes extending over many years. For example, combat entails
multiple traumatic events over many months. Being a prisoner of war, a po-
litical prisoner, or a concentration camp inmate all involve continual trauma
over months and years. Sexual, physical, and emotional abuse in the family
may span the whole of childhood development. Even worse, a history of
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childhood maltreatment may be followed by years of battering in adulthood,
making for a lifetime of trauma.


Extent of Interpersonal Involvement


As the previous examples illustrate, there’s a range of interpersonal involve-
ment in trauma. Although it makes no sense to rank one type of trauma as
worse than another—trauma is trauma—the extent of interpersonal in-
volvement often plays an important role in the nature and extent of the ef-
fects.


I array the extent of interpersonal involvement along a spectrum as
follows:


impersonal trauma→ interpersonal trauma→ attachment trauma


Impersonal trauma happens by accident, for example, as a result of acts
of nature such as earthquakes and tornadoes. Interpersonal trauma, such as
trauma resulting from an assault, is deliberately inflicted by other persons.
Trauma that results from deliberate acts by others, at worst with malevolent
intent, is often hardest to bear. Some events, such as car crashes caused by
drunk drivers, result in trauma that falls between impersonal and interper-
sonal trauma. Such “accidents” can be construed as crimes because they re-
sult from negligence, and persons whose loved ones are killed by drunk
drivers are as vulnerable to posttraumatic symptoms as the loved ones of ho-
micide victims.9


The combination of repeated traumatic events and intense interpersonal
involvement occurs in attachment trauma, a term psychiatrist Kenneth Adam
and his colleagues10 coined in conjunction with research on traumatized ad-
olescents. Attachment trauma occurs in relationships in which there is a close
emotional bond and a significant degree of dependency. Trauma resulting
from child abuse is a glaring example. The impact of such trauma can be es-
pecially far-reaching, because it can affect the capacity for trusting relation-
ships. I devote much of this book to the impact of attachment trauma,
because attachment trauma can set the stage for vulnerability to other forms
of trauma, and attachment relationships play a paramount role in healing
from trauma.


Varieties of Interpersonal Trauma


The range of events resulting in interpersonal trauma varies as widely as the
range of violence and recklessness. As traumatic as accidents and natural
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disasters may be, trauma stemming from deliberate or negligent actions by
other persons can be especially hard to bear.


War


Much trauma occurs on a massive scale in wars, and much of our under-
standing of traumatic reactions has come from persons who have survived
prolonged combat experience—but not unscathed. The diagnosis of PTSD
was formalized in the aftermath of the Vietnam War.11 War-related trauma is
potentially severe, repeated, and prolonged. Intrinsic to combat is risk of
death and injury. Many soldiers in Vietnam were involved in hundreds of
firefights. For many, there was little respite; guerrilla warfare meant contin-
ually being on guard for unpredictable attacks. But the traumatic experi-
ences in war are not only repeated, they are multiple. While your own life is
at stake, you are liable to witness violence, death, and mayhem on a large
scale. You may suffer repeated losses. You live with many privations, far from
home.


For the vast majority of us who have been spared from combat experi-
ence, the horrors of war are virtually incomprehensible. The trauma of war
comes not only from being a passive victim of violence, but from being an
active participant. Such war trauma is compounded not only by the danger
of being injured or killed, but by the acts of injuring, maiming, and killing.
Particularly devastating is the maiming and killing of civilians, including
women and children. Participating in war and becoming a “killer” do vio-
lence to one’s identity.12 And the legacy of active involvement in such hor-
rific events can be a lifetime of guilt.


War is not the only culturally sanctioned source of trauma. We are in the
midst of a worldwide epidemic of human rights abuses. Politically inspired
violence includes kidnappings, disappearances, indiscriminate maiming and
killing, political imprisonment, brutal interrogation, and torture.13 Many vic-
tims who survive are forced into exile, which piles trauma on top of trauma.
While we are opening our eyes to the trauma that results from domestic vio-
lence and child abuse, we remain relatively blind to the effects of pandemic
human rights violations.


Terrorism


September 11, 2001, suddenly brought international terrorism to United
States soil on a massive scale, although it was preceded by the horrific home-
grown terrorism of the bombing of the Alfred P. Murrah Federal Building in
Oklahoma City in 1995. The goal of terrorism is to inflict psychological
trauma, albeit for political ends. The exploitation of terror for political pur-
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poses is hardly new: historian Charles Townshend14 dates the origin of the
modern political concept of terrorism to 1793, when the French government
employed terrorism to buttress the revolution. Although recent events lead
us to associate terrorism with attacks on governments, Townsend points
out that state-sponsored terror has dwarfed the terrorist attacks of rebels
throughout the modern era.


The line between war and terrorism is blurry, because deliberately terror-
izing the enemy on a large scale is a common strategy in war. Strategic bomb-
ing in World War II, including the bombing of Hiroshima and Nagasaki, is a
glaring example in the twentieth century; the “shock and awe” strategy in
the second Iraq war is a twenty-first-century example. Yet terrorism is most
clearly marked by the selection of random targets and the indiscriminate
maiming and killing of noncombatants—innocent civilians. Townshend
thus construed terrorism as an assault on reasonableness. The inherent un-
predictability and senselessness of terrorism makes it particularly terrifying
and traumatizing. Senselessness reaches its extreme in random assaults such
as the 2002 sniper attacks in the Washington, D.C., area, which did not ap-
pear to have a political agenda but seemingly resulted from malice for its
own sake.


We’re now terrorized on a grand scale by weapons of mass destruction,
a phenomenon Townshend puts under the rubric of Superterror. As the Cold
War and the last half-century’s threat of nuclear war attests, this phenome-
non is not new. Freud15 saw it coming; in 1929, long before the Cold War
but at the dawning of the Holocaust, he wrote, in his masterwork Civiliza-
tion and Its Discontents:


Men have gained control over the forces of nature to such an extent that with
their help they would have no difficulty in exterminating one another to the
last man. They know this, and hence comes a large part of their current un-
rest, their unhappiness and their mood of anxiety. (p. 112)


We’re not novices at creating terror on a large scale, but we continue to
get better at it, and we’re paying the price: the traumatic legacy of heightened
fear and anxiety.


As we witness on a daily basis, terrorism begets counterterrorism, and
psychological trauma is compounded by trauma to society. Terrorism often
succeeds in threatening liberal democracy by promoting repressive measures
that undermine hard-won liberty and spawn intolerance. We face dangers
from without and dangers from within. On a personal and societal level, we
risk being traumatized to the extent that terrorism succeeds in leading us to
live in fear and erodes our freedom. As we’ll see in discussing PTSD, the bane
of the traumatized person is avoidance. Contemporary British philosopher
A.C. Grayling16 counseled that investing too much energy in safety risks
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limiting opportunity and growth; he advocated living more freely, albeit
somewhat more dangerously. Thus September 11th’s traumatic legacy in-
cludes not just fear but also eroded freedom.


Criminal Violence


As the daily news attests, being a victim of violence is not a rare event. Not
only do many persons experience physical or aggravated assault but many
also suffer the loss of family members and friends as a result of criminal and
vehicular homicide. Rape victims probably constitute the largest group of
people with PTSD in this country.17 One survey found that nearly a quarter
of the women respondents gave a history of having been raped and that, of
women with PTSD, nearly half had a history of rape.6 Especially alarming
was the finding that a substantial majority of women with a history of incest
have been subjected to rape, a far greater proportion than among those with-
out an incest history.18 As alarming as these statistics are, they undoubtedly
underestimate the prevalence of rape, because rape is notoriously under-
reported. In a similar vein, sexual harassment is not typically included in the
domain of trauma,19 but it should be. Sexual harassment is potentially asso-
ciated with a wide range of psychological, health, and job-related prob-
lems.20 In addition, the process of filing complaints and the ensuing legal
proceedings are notoriously stressful.21


Attachment Trauma


As I construe it, there are two senses to the concept of attachment trauma.
First, as stated earlier, the term refers to trauma that occurs in attachment
relationships—not just in childhood but also in adulthood. Second, as will
become clearer in the next chapter, this form of trauma is especially impor-
tant for us to understand, because it can hamper our capacity to form secure
attachment relationships, and this capacity must be restored.


Child Abuse


More than two decades ago, Karl Menninger22 wrote the following passage:


A great deal remains unknown about ideal parenting, although there have
been millions of experiments and prescriptions. Some parents learn their
task, some never do, and often by the time some find wisdom, their children
are no longer children. We know that there are some terrifyingly wrong pa-
rental behaviors. Children are beaten, burned, slapped, whipped, thrown
about, kicked, and raped daily. Children have been objects of discipline and
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punishment and senseless cruelty for centuries, since civilization began. Is
there any form of physical abuse that they have not been subjected to?


Worse yet, children are abandoned and neglected and mistaught, lied to,
and misinformed. The more we investigate the details of family life in recent
centuries of “civilization”—and even in previous centuries and other cul-
tures—the more we find that child abuse, which is thought of as a modern
evil, has been prevalent for eons and eons in older European cultures. Child
abuse is a long-standing stain on the record of the human race. Children are
weak and small, parents are strong and big; parents can get their way by sheer
force, proving (to the child) that “might makes right.”


No one actually knows or can even imagine how much children are
made to suffer by parents who—at least at times—are heartless, sadistic, bru-
tal, or filled with vengeance nursed since their own childhood days! (p. 329)


The scope of childhood maltreatment is staggering, and its forms are var-
ious. Building on the work of British psychologist Antonia Bifulco and her
colleagues,23 I find it helpful to distinguish among three forms of abuse
(physical, sexual, and emotional) and two forms of neglect (physical and
psychosocial) as summarized in Table 1–1.


Physical Abuse


Family violence takes many forms and has profound consequences. Chil-
dren are direct targets, and they are also deeply affected by witnessing vio-
lence between adults and violence directed toward their siblings.


Physical abuse of children is not new but was brought into glaring light
in the 1960s with the identification of the battered child syndrome,24 with
children under 3 years of age being at greatest risk. The extent of injuries is
variable but includes permanent damage and, at worst, death. Attentive to
the psychological trauma associated with physical abuse, Bifulco and her
colleagues23 emphasized the extent of threatfulness involved, which includes
the degree of violence, extent of physical injury, frequency of the incidents,
and the relationship to the perpetrator—as well as the perpetrator’s state
of mind. Particularly frightening is physical abuse by a caregiver who is


TABLE 1–1. Experiences leading to attachment trauma


Abuse Neglect


Physical Physical


Sexual Psychosocial


Emotional Emotional unavailability


Antipathy (rejection) Cognitive neglect


Psychological abuse (cruelty) Interpersonal neglect
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dangerously out of control, in a wild rage.
Extensive research shows physical abuse to be a widespread problem, al-


though the prevalence is difficult to pinpoint, given the wide range of ac-
tions included and variation from one sample studied to another.25 Research
on the potentially traumatic impact of physical abuse shows a wide range of
psychiatric and behavioral problems extending from childhood to adult-
hood. These problems include not just a higher likelihood of aggression and
violence but also increased risk of substance abuse and depression, along
with self-injurious and suicidal behavior.26,27


Witnessing violence, even if you are not directly involved in it, also can
be extremely traumatic. Seeing anyone being beaten is extremely stressful.
The greater your attachment to the victim of violence, the more extreme the
stress is likely to be. Commonly, in situations of family violence, siblings ob-
serve each other being terrorized and injured. Especially terrifying is vio-
lence directed against a primary attachment figure, such as a father’s violence
toward a mother. In such cases, the distress of witnessing violence is com-
pounded by the threat of losing a primary source of security. Tragically, many
children in this country witness the homicide of a parent, with profoundly
traumatic results.28


Sexual Abuse


Little wonder that sexual abuse has garnered so much attention: it’s not rare,
and we continue to become increasingly aware of its scope. More than two
decades ago, psychiatrist Judith Herman29 summarized research suggesting
that between one-fifth and one-third of women had had some sexual en-
counter in childhood with an adult male. As with physical abuse, sexual
abuse covers a wide range of actions ranging from fondling to sexual inter-
course and may occur in a variety of relationships, ranging from strangers to
neighbors, teachers, clergy, siblings, stepparents, and biological parents. Ac-
cordingly, estimates of prevalence are highly variable, although extensive
subsequent research has confirmed Herman’s concerns regarding the wide-
spread occurrence of sexual abuse.30 As with physical abuse, in gauging the
traumatic impact of sexual abuse, the extent of threatfulness must be taken
into account.23 Key factors include age inappropriateness, the stressful and
threatening nature of the activities, degree of coercion, abuse of power and
trust, and the nature of the relationship with the perpetrator. Psychologist
Jennifer Freyd31 aptly construed trauma resulting from sexual abuse in
an attachment relationship as betrayal trauma, highlighting the abuse of
trust.


As Herman29 reported, the vast majority of victims of sexual abuse are
female, and the vast majority of offenders are male. Yet sexual abuse of boys
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is not uncommon32 and is often extremely traumatic. Like girls, boys are
most often sexually abused by men. The scope of sexual abuse of boys by
priests is now blatantly evident, and Freyd’s concept of betrayal trauma ap-
plies here as well. The trauma includes not just damage to relationships with
persons in authority but also the undermining of faith and confidence in re-
ligious institutions.


We are witnessing a skyrocketing increase in reports of sexual abuse of
children. Is this a new epidemic? Is sexual abuse now occurring more fre-
quently, or are we just becoming more aware of it? A group of researchers
scoured the literature to compare data from the survey by Kinsey and
associates33 in the 1940s with comparable data from more recent surveys.34


These authors concluded that the prevalence of sexual abuse has not in-
creased in the past four decades, a finding supported by another more recent
review.30 Rather, we’re more aware of sexual abuse because it’s now more of-
ten reported.


Among the various forms of traumatic experience, sexual abuse is now
in the spotlight, and we must be careful about making generalizations. Sex-
ual abuse, like other sexual behavior, takes an infinite variety of forms. And
sexual abuse does not occur in a vacuum; it’s often coupled with other forms
of stress and traumatic experience—much of which occur in the family.35


Because of the variety of forms and contexts of sexual abuse, its effects are
extremely variable. There’s no question, however, that sexual abuse poses a
major public health problem, with trauma evident in the form of diverse
symptoms and psychiatric disorders, including PTSD, depression, behavior
problems, and sexual disturbance.36,37 Because sexual abuse is typically in-
tertwined with extensive family disturbance, however, it’s often difficult to
disentangle the impact of sexual abuse from the other adversities in which it
is embedded.38,39


There’s no question that sexual abuse significantly increases the risk of
having psychological problems and psychiatric symptoms. But adverse ef-
fects are not inevitable. Reviews of research suggest that about one-third of
sexually abused children have no symptoms, and a large proportion of those
who do show disturbance recover from it—although a minority get worse.40


In addition, less than one-fifth of adults who were sexually abused as chil-
dren show serious psychological disturbance.41 Of course, more psycholog-
ical trauma is associated with more severe abuse—occurring over a longer
duration; involving force, penetration, helplessness, or fear of injury or
death; perpetrated by an attachment figure; and coupled with a lack of sup-
port or followed by negative consequences arising from disclosure.40 To
reiterate, at worst, sexual abuse involves betrayal trauma and attachment
trauma, and it’s evident that sexual abuse by biological fathers is especially
traumatic for this reason.36
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Emotional Abuse


Emotional or verbal abuse can be distinguished from physical and sexual
abuse. Many patients insist that it was worse to be beaten with words than
with belts. Just imagine the effects of your parent screaming, “I wish you had
never been born!” or “I wish you were dead!” And imagine hearing it hun-
dreds of times over many years. Like other forms of abuse, such emotional
abuse encompasses a wide range of actions. Bifulco and her colleagues23 use-
fully distinguished between antipathy and psychological abuse, although
there’s a gray area between them. Antipathy entails rejection, often shown in
the form of criticism and disapproval but also reflected in coldness and ig-
noring the child, sometimes in the context of favoritism toward another
child.


Psychological abuse goes beyond antipathy, involving cruelty toward the
child. Sadly, such abuse takes many forms. Examples from Bifulco and col-
leagues’ investigations42 include humiliating and degrading the child, terror-
izing the child (e.g., playing on fears), depriving the child of basic needs
(e.g., for sleep or food) or valued objects (e.g., precious mementos or a pet),
inflicting extreme distress or discomfort (e.g., force feeding), emotional
blackmail (e.g., threats of harm to a sibling or parent if abuse is revealed),
and corruption (e.g., forcing the child to take drugs, steal, or engage in pros-
titution).


Although much interpersonal trauma stems from the eruption of pas-
sions—violent rages, greed, or lust—psychological abuse illustrates that the
severest forms of trauma can be inflicted deliberately. Calculated cruelty can
be far more terrifying than impulsive violence. Psychiatrist Jean Goodwin43


identified the extreme end of the spectrum of psychological abuse as sadistic
abuse, and psychoanalyst Eric Fromm44 held that the sadist terrorizes for the
purpose of gaining absolute control over the victim. As psychologist The-
odore Millon45 documented, there are different types of sadists: explosive,
tyrannical, enforcing, and spineless; plainly, children can be traumatized by
sadistic parents of all sorts. Not surprisingly, psychological abuse puts the
victim at risk for a wide range of problems and symptoms, including shame,
low self-esteem, depression, suicidal behavior, anxiety, and dissociation.46


Yet, to reiterate a point that pertains to all forms of maltreatment, psycholog-
ical abuse is typically associated with other forms of abuse and neglect, such
that its effects are difficult to disentangle from the rest.


Neglect


Over the course of the past several decades, various forms of child abuse
have garnered well-deserved attention. Ironically, the attention to abuse in
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the trauma literature has arisen in tandem with the neglect of neglect.47 Ne-
glected children represent the largest segment of child protective services
cases,37 and the adverse impact of neglect may equal or even exceed that of
abuse.48 In general, abuse entails acts of commission, and neglect entails acts
of omission. Physical neglect includes both failure to provide for basic needs
(e.g., food, clothing, shelter, health care) and lack of supervision that puts
the child in harm’s way.49 We have contrasted physical neglect with psycho-
social neglect,50 which includes emotional neglect (unresponsiveness to the
child’s emotional states), cognitive neglect (failure to support the child’s cog-
nitive and educational development), and social neglect (lack of attention to
the child’s social and interpersonal development).


Many patients in treatment for trauma-related problems give a history of
emotional neglect and suffer from a sense of emotional deprivation. The
concept of psychological unavailability48 aptly describes their experience
with caregivers. The psychologically unavailable parent is unresponsive to
the child’s signals, especially the child’s pleas for warmth and comfort. Al-
though physically neglected children are often emotionally neglected as
well, psychological unavailability often takes place in the context of ade-
quate physical care. Plainly, psychological unavailability results in attach-
ment trauma, and it’s not surprising that such emotional neglect leads to
problems in attachment relationships as well as problems in relationships
with peers. Indeed, psychological unavailability may be the most subtle yet
most severe form of maltreatment.51


Domestic Violence


Surveying a vast literature on trauma, psychologist Deborah Rose52 con-
cluded that the home, which we idealize as a refuge, is the most dangerous
place to be. The concept of attachment trauma pertains to adult relation-
ships as well as to parent-child relationships, and the statistics are equally
alarming, for example, indicating that from one-fifth to one-third of women
are liable to be assaulted by an intimate male partner.53 In her classic work,
The Battered Woman, psychologist Lenore Walker54 identified a three-phase
cycle of violence: 1) the gradual escalation of tension around minor inci-
dents, 2) the acute battering incident, and 3) the kind and contrite behavior
in the aftermath of the battering incident. The loving kindness and contri-
tion cements the attachment relationship. To reiterate a now well-worn
point, estimates of the prevalence of battering vary widely from one study to
another, but there’s no question that marital violence is a major problem
worldwide.55 And, although women are reportedly as disposed as men to
physical aggression in intimate relationships, male aggression is far more in-
tense and damaging. Moreover, whereas men typically behave aggressively
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to dominate and control women, women typically resort to aggression for
defense and retaliation.56


Sadly, as Walker’s work attests, not just physical abuse but all other forms
of abuse to which children may be exposed and that can result in attachment
trauma—sexual abuse, antipathy, psychological abuse, and emotional ne-
glect—are characteristic of traumatic attachments in adulthood. And attach-
ment trauma of all forms in adult relationships also is associated with
psychiatric symptoms and disorders. Marital rape is far more common than
rape by a stranger, and it is equally violent. Moreover, marital rape is especially
likely to extend over a period of hours and to be repeated.57 Antipathy and
psychological abuse is also part and parcel of battering relationships, and ver-
bally abused women are nearly as likely as physically battered women to de-
velop PTSD.56 At worst, a battered woman may be captive to sadistic abuse and
subjected to coercive control, which may take the form of threats of violence
to herself and to others—children, parents, and friends.58 Isolation from other
potential sources of support further cements the traumatic attachment, as the
battered woman becomes increasingly dependent on periods of loving-kind-
ness that provide a brief safe haven and respite from assault. Thus finding
other sources of support is a crucial pathway out.


Stress Pileup


This brief survey reveals the wide range of events that can be traumatic and
provides a glimpse of the kinds of trauma wrought by exposure to these
events. Although trauma is trauma, we have seen that many factors contrib-
ute to the severity of the impact. The effects are liable to be most pervasive
when the trauma is interpersonal, repeated, unpredictable, multifaceted, in-
flicted with sadistic or malevolent intent, undergone in childhood, and per-
petrated in an attachment relationship.


To capture the vulnerability created by exposure to traumatic events,
I have borrowed the concept of stress pileup from the family systems litera-
ture.59 This concept fits hand in glove with one of the best-documented re-
search findings in the field of trauma: the dose-response relationship.60 Think
of alcohol: the more you drink, the more intoxicated you become. So it is
with stress: the higher the “dose” of trauma, the more potentially damaging
its effects. The greater the stressor, the higher the likelihood of developing
PTSD. The closer you are to the site of the volcano’s eruption or the closer
you are to the sniper, the more you are affected. A group of researchers
clearly demonstrated the dose-response relationship in a well-controlled
study of PTSD in Vietnam veterans.61 They controlled for the veterans’ ge-
netic makeup and early experience by studying identical twins who were ex-
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posed to different levels of combat. They found that, all else being equal, the
more combat exposure, the higher the risk of posttraumatic stress symp-
toms.


As it is in combat trauma, stress pileup is evident in attachment trauma.
There’s an extensive literature on physical and sexual abuse and a growing
literature on psychological abuse and neglect—although these adversities
rarely occur in isolation. Indeed, it’s difficult to gauge the impact of any sin-
gle form of childhood maltreatment because the various forms are so inter-
twined. For example, Bifulco and colleagues46 found that psychological
abuse typically occurs in conjunction with many other adversities, and we
might think of psychological abuse not in isolation but rather as compound-
ing the effects of other forms of abuse. The same compounding of multiple
forms of abuse and neglect is inherent in adulthood battering relationships
as well. Thus we must think of the dose-response effect not just in terms of
the repetition of traumatic events but also in terms of the compounding of
multiple forms of maltreatment. Especially in relation to attachment trauma
in childhood, I emphasize the combination of abuse and neglect, believing
that the core of trauma is feeling afraid and alone.25 That is, a frightening ex-
perience is most difficult to bear when it is not followed by a comforting at-
tachment experience that restores the feeling of safety and helps the child
make sense of the experience. Sadly, the absence of such restorative experi-
ence is precisely what is traumatic about traumatic attachments.


Furthermore, we know that exposure to earlier traumatic experiences
puts the individual at risk for exposure to later traumatic experiences, for ex-
ample, when a history of childhood abuse is followed by a battering relation-
ship in adulthood.62 And it’s not just attachment trauma that contributes to
stress pileup: with a history of attachment trauma, any additional stressor—
such as a car crash—can be the last straw in the process of stress pileup.


Moreover, it’s not uncommon for a kind of stress pileup to unfold during
the course of a “last straw” event:


A woman with a long history of psychological problems who was doing well
in psychiatric treatment for her anxiety disorder was working in the vicinity
of the Oklahoma City bomb blast. Coping reasonably well with the immedi-
ate shock and horror of the event, she went to a nearby hospital to visit an
injured child. Fleeing that hospital in the midst of a bomb scare, she was ac-
costed by a security guard with a gun and interrogated. She continued to
manage well until she went to get her car from the underground garage a
couple of days after the bombing, at which point she saw the fatally injured
occupants being hauled out in body bags. That last straw was her undoing;
she was shaking uncontrollably and needed immediate psychiatric help. But
she had developed a good support system, and she had a close friend to
whom she was able to reach out, giving reason for optimism that she could
weather this latest trauma.
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Given the phenomenon of stress pileup, much of coping with trauma en-
tails avoiding exposure to additional trauma.63 As terrorist attacks most glar-
ingly attest, much trauma is a result of fate and cannot be avoided. Hence
the best one can do is to learn to decrease avoidable stress and to cope more
effectively with unavoidable stress.


Derailed Development


As you’ve already glimpsed, throughout this book I’ll be emphasizing the
value of understanding trauma from a developmental perspective. A few ex-
amples will illustrate how stress pileup may unfold over long stretches of a
lifetime:


Picture a happy-go-lucky girl on the threshold of adolescence. She doesn’t
have it easy. Her parents work long hours to support her and her brothers
and sisters. Her mother is kind and loving, but she’s not home much. Her fa-
ther spends long periods working out of state. The youngster spends most of
her free time playing with a couple of girlfriends. She dreams of getting mar-
ried and having children of her own. She plays house. Perhaps she can have
a family that spends a lot of time together.


One afternoon she’s playing in her room while her parents and their
friends are having a holiday celebration outside. It’s noisy, and they’re drink-
ing. Her uncle comes into the room. He’s always been nice to her; at first she’s
puzzled but not frightened. But then he picks her up roughly and carries her
to her bed. He undresses her and starts molesting her. His sour breath smells
of beer and peanuts. He puts his hand over her mouth and tells her to be
quiet. She can’t breathe, and she panics. She hardly knows what’s happening.
She’s completely overpowered. She can’t fight. She can’t move, and she can’t
think.


He leaves. She’s alone and frightened. She struggles out of bed, goes into
the bathroom, and cleans herself up. The party’s still going on. She’s in shock;
she feels dazed, and her thoughts and feelings are a jumble. She’s afraid to tell
anyone. She wouldn’t know what to say. She feels ashamed. She might get in
trouble. Who would believe it? Was it her fault?


So much for her dreams. Now she has nightmares. So much for playing
house. Given what she did, no one would want to marry her. She’s angry, and
she becomes more bitter and rebellious. By mid-adolescence, she’s learned
well that alcohol calms her fears, temporarily. She’s depressed. She discovers
that marijuana allows her to escape, but she can’t concentrate on her school-
work. Her life goes downhill. Her parents can’t understand why she can’t stay
away from drugs. She never tells a soul.


She meets a lot of men. Initially, she’s attracted to them. Before long, she
becomes sullen or hostile. Sometimes she’s belligerent. Men can’t figure her
out. She drives them away as soon as she starts to get close; she’s afraid of
attachments. Eventually, she finds a man with whom she feels fairly safe and
secure. After a couple of years of breaking up and getting back together, they
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become engaged and move in together. It’s a far cry from what she’d imagined
as a child. Her fiancé is good to her. But soon after they begin living together,
they both think she’s going crazy. She’s tried to stay off marijuana, but she
can’t. When they start having sex, she sometimes flies into a rage, screaming
at him—“Get away from me!” The trauma stemming from her uncle’s assault
has undermined her primary attachment relationship.


She’s admitted to a psychiatric hospital, believing she’s losing her mind.
She’s always known that she’s got more than a drug problem. She goes to see
a psychotherapist. She realizes that she needs to talk about being raped. For
more than a decade, she’s kept it to herself, but she’s never forgotten it. It’s
not easy, but slowly she musters her courage and tells her therapist what hap-
pened. She begins to feel relieved. Just telling someone seems to help. She
needed to get it out. Over the course of several therapy sessions, she begins
to piece it all together. She sees how her fiancé’s actions trigger memories of
the rape. She can’t stand the smell of beer or peanuts on his breath. He’s a big
man. When he’s on top of her and she’s excited, she becomes short of breath.
She panics. She learns that she has PTSD. She understands more fully why
she’s been using marijuana and alcohol. She can see how her attitude toward
life changed and how her life took a turn for the worse after the rape.


She wants her fiancé to understand. But she’s afraid to talk with him, and
she asks her social worker to help her. She’s learned to talk openly with her
therapist about her experience, and, despite her apprehension, she does a
good job of explaining to her fiancé what has happened. The social worker
helps her fiancé see that she’s having flashbacks just like people who have
been in combat. This is the first time she and her fiancé have talked about
their sexual relationship without arguing.


In the hospital, she talks to her therapist, social worker, nurses, and
other patients. She’s not the only patient in the group who has experienced
trauma. She makes some friends. She finds women she can confide in and
women who confide in her. She finds strengths in herself that others rely on.
She discovers that she enjoys writing poetry and that others like it. She’s find-
ing creative expression for her feelings that touches other patients. She be-
gins to realize that she’s no longer withdrawn, bitter, and isolated. On the
contrary, she’s enjoying being with people. She’s establishing—or reestablish-
ing—her capacity for secure attachments.


One day she comes to therapy pleased and somewhat bewildered. She
says she’s starting to feel like a different person. Her therapist has a different
view. He sees that she’s gotten back on course. She’s not a different person;
instead, she’s recapturing some of her youthful character. The rape had de-
railed her development in young adolescence, and she’s just now getting
back on course in adulthood. She has many good qualities to rekindle.


Let’s push the traumatic juncture up a few years:


Consider the 18-year-old who goes to Vietnam. He’s graduated from high
school. A star wrestler, he’s tough. He’s had a couple of girlfriends. He, too,
contemplates marriage and a family. He’s had summer jobs and has consid-
ered some career options that would require technical school or college. But,
facing the prospect of being drafted into the Army, he joins the Marines.
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He goes to war. He sees death and mayhem. He’s tough and physically fit,
but he’s terrified. To defend himself, he must kill without thinking. At first,
when he kills, he becomes disoriented and violently ill, which he manages to
conceal from his fellow soldiers. His best buddy is killed. More buddies are
killed. He becomes enraged. He starts to fight back recklessly, with little re-
gard for his own life. The more he kills, the more powerful he feels. He’s be-
come a killer. But he can’t entirely suppress his horror at it all—in quiet
moments he painfully remembers the life seeping out of an enemy soldier he
shot at close quarters, the assaults on civilians, and the mutilation of the bod-
ies of enemy soldiers.


Wounded, he comes home. His physical injuries are evident to all, and
they eventually heal. No one can see his psychological injuries, and there’s
no opportunity for them to heal. His parents are proud that he’s now a man,
but they urge him to forget about the war, or at least not to talk about it. Any-
way, he feels that anyone who hasn’t been there could not possibly under-
stand. Who would want to understand? He’s like a fish out of water—tense,
jumpy, and irritable. He drinks. He can’t stand noise and crowds. He doesn’t
feel like doing much of anything constructive. His friends from high school
have all gone their own ways. He can’t get close to anyone. His temper flares,
he’s still strong and tough, and he gets into bar fights repeatedly—flying into
a blind rage, he sometimes comes dangerously close to maiming or killing
anyone who is foolish enough to wind up at odds with him. Women find him
remote. He’s not all there. He often blanks out, as if he’s off somewhere else,
and misses half the conversation. When women urge him to open up, he
breaks off the relationship. Who would want to know what he’s been
through—and the depth of the violence that still haunts him? What’s become
of his development? What are his prospects for healing attachment relation-
ships?


Or we can push the trauma back to the beginning:


Consider the child whose development has faltered from the start. Since he
was a baby, his mother generally ignored him. He never quite knew from one
moment to the next who would feed or dress him—perhaps his mother, his
sister, or his grandfather. Sometimes no one did. His mother may have been
in bed, depressed. She may have been sitting by the window, staring into
space. When his father was there, he was yelling at his mother, yelling at him,
or hitting him.


The child never had any sense of security or stability. His family provided
little foundation for development. He has no reason to think that relation-
ships can be gratifying. There was scant encouragement, no recognition for
learning or accomplishment. He learned just to grab whatever he could get.
His development is not derailed; it never got on track. The track led straight
to prison. His attachment relationships were not just disrupted; they hardly
developed.


Some individuals overcome severe childhood trauma and do remarkably
well in early adulthood, only to find that the prior trauma comes back un-
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expectedly to haunt them later in adulthood when the pileup of stress takes
its toll:


A woman managed to break away from her troubled family. She made it
through childhood and adolescence by dint of determination, strong de-
fenses, and high intelligence. Doing well in school and earning praise from
teachers sustained her. She became a highly successful professional. She mar-
ried a loving partner. Now she’s liked, respected, and admired.


But by the time she’s 40 years old, the stressors have piled up. She’s had
a miscarriage, she’s lost a friend to cancer, and she’s had to move away from
a home she loved. Recently, she’s had to fend off her boss’s sexual advances.
The last straw is a car accident. She’s not seriously hurt, but she’s badly
shaken. Inexplicably, her anxiety level skyrockets. She can’t sleep. Long-bur-
ied childhood memories start to haunt her. She can’t quite make sense of
them, and she tries not to think about them. She’s worn out from constant
anxiety and lack of sleep.


She becomes increasingly depressed. She loses her temper, and she
bursts into tears. Her husband withdraws, spending more time out with his
friends. She starts to wonder if he’s having an affair. She’s had a hard time
concentrating at work, and she doesn’t have the energy to keep up the fast
pace. She’s used up a lot of sick leave. She’s been passed up for a promotion,
and she’s afraid she’ll lose her job. In desperation, she takes an overdose of
sleeping pills. She enters a psychiatric hospital where she begins to think and
talk about her severely traumatic childhood. She can’t go back to work, and
she’s not sure her marriage can be rescued. Her derailed development may
take years to get back on track.


The Eye of the Beholder


To emphasize a point made earlier in this chapter, there are two components
to traumatic experience: objective and subjective. Objectively, traumatic
events pose a threat of death or serious injury to oneself or others. These
threats are usually, but not always, external. Discovering that you have a se-
rious disease also can be traumatic. When we talk about trauma, we usually
focus on the objective events—the tornado, combat, rape, or beatings. But
keep in mind that the subjective experience of the objective events constitutes
the trauma.


Much psychological trauma entails direct bodily harm, and the diagnos-
tic criteria for PTSD emphasize a threat to physical integrity of oneself or
others.2 Yet these criteria are too narrow: as the traumatic impact of psycho-
logical abuse attests, threats and injuries to psychological well-being—in the
absence of physical danger—can be highly traumatic. And all too often, the
physical and psychological threats go together. Regardless, there’s a psycho-
logical wound. The objective event is subjectively interpreted. One person
may appraise a situation as being far worse than it appears to another person.
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The more you believe you’re endangered, the more traumatized you’ll be.
Objectivity and subjectivity do not always match. Research with burn pa-
tients showed that the extent of emotional distress, not the severity of the
burn, determined the posttraumatic symptoms.64 You can be traumatized by
someone with a fake gun. Psychologically, the bottom line of trauma is over-
whelming emotion and a feeling of utter helplessness. Bodily injury may or
may not be evident, but psychological trauma is coupled with physiological
upheaval that plays a leading role in the long-range effects (see Chapter 7,
“Illness”).


Allowing for subjectivity, there’s room for interpretation, and you can
mislead yourself. You could exaggerate the seriousness of a situation and
suffer unnecessarily. But I think many persons suffer unnecessarily from
minimizing the seriousness of what they have undergone. Often I’ve heard,
“What happened to me isn’t really that bad, because something much worse
happened to someone else I know.” No matter how bad it was, it could al-
ways have been worse.


For example, some individuals clearly remember having been terrorized
by their father’s rages. They’ve been harangued and beaten. They’ve feared
for their life. But they don’t remember being sexually abused. They assume
that sexual abuse must have occurred also, but they can’t remember it. Sex-
ual abuse becomes the smoking gun they need to account for their trauma-
related symptoms. Sexual abuse may have occurred and been blocked from
memory. But maybe not; being terrorized and beaten is enough.


Many individuals who have been abused, mistreated, or severely ne-
glected throughout childhood have no yardstick for what’s normal. Many
were socially isolated. They had no reasonable standard by which to judge
their experience. They may have lived in a world of family violence, having
minimal contact with nonviolent families. They may have assumed that
most other children were also subjected to such violent and chaotic experi-
ences. They think that there’s no reason for their symptoms, even when
they’ve undergone what to others is obviously years of terrifying experi-
ences. They discount the significance of clearly remembered traumatic ex-
perience. Having no explanation for their problems, they feel “crazy.” For
such persons, an important part of coping with a history of childhood abuse
is learning what’s reasonable, normal, and tolerable in relationships—and
insisting on it henceforth.


Not All Symptoms Come From Trauma


Just as it may be harmful to minimize a clearly remembered traumatic expe-
rience, it can be harmful to assume without evidence that a traumatic expe-
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rience is the cause of various problems and psychiatric symptoms. Some of
the popular books on incest, for example, can be misleading if the reader in-
fers, “I also have these problems, so I must have been sexually abused, even
if I can’t remember it.” Even worse: “If I can’t remember it, that just proves
that I was abused.” There’s no escape.


You’ll see in this book that a wide range of symptoms may be associated
with traumatic experience—anxiety, depression, and substance abuse, for
example. But if you’re anxious, depressed, or struggling with substance
abuse, does that mean that you have been abused? Of course not; these psy-
chiatric symptoms are simply among the most common in the general pop-
ulation. Medical conditions, heredity, early losses, developmental factors,
psychological conflicts, and interpersonal stresses contribute to such prob-
lems as anxiety, depression, and substance abuse. Several of these factors are
commonly combined in the etiology (causation) of psychiatric disorders.
Traumatic experience may or may not be a factor. Keep this basic principle
in mind: the cause cannot be inferred from the symptom.


Not All Exposure to Potentially 
Traumatic Events Leads to Disorders


No one comes through potentially traumatic events unscathed. By defini-
tion, these events are overwhelming and psychologically injurious. But for
many forms of exposure to extreme stress, recovery without ill effects is the
rule. PTSD—or any other psychiatric symptom or disorder—is by no means
inevitable. Exposure to stress places individuals at risk for psychiatric symp-
toms and disorders. There’s a wide spectrum of risk. For some forms of
trauma, such as that resulting from natural disasters, the risk is low. For
trauma resulting from traumatizing experiences that are severe, prolonged,
and high-dose, such as sadistic abuse, the risk is high. For children who wit-
ness the murder of a parent, the risk may approach 100%.65 The level of risk
depends not only on the severity of the trauma but also on the vulnerability
and resilience of the exposed individual.


Before proceeding, you should know about medical student’s disease.
When medical students read about various symptoms in medical textbooks,
they are likely to worry that they have a host of grave diseases. Be fore-
warned—this book describes just about everything that could possibly go
wrong after you’ve experienced trauma. Much of my clinical experience has
been with persons who have undergone the more extreme forms of trauma,
so I’m accustomed to seeing the whole gamut of disturbances.


You’ll notice that I keep insisting that various forms of difficulty are nat-
ural reactions to traumatic experience. To say that reactions are natural and
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understandable is not to say that they are inevitable. Don’t feel compelled to
find all these problems in yourself. I’ve included what may happen, so that
if it has happened, you’ll be able to learn something about it.
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ATTACHMENT


Imagine yourself going out for a walk in your neighborhood. About a mile
from your home, two men in a pickup truck drive by, shouting obscenities.
A few minutes later, they come back, pull up in front of you, get out, and
come at you brandishing knives. You feel endangered, alone, and without
protection. You scream for help but no one responds. Satisfied with having
terrorized you, the assailants take off. You run for home unscathed physi-
cally but badly shaken emotionally. You come in the house trembling and
tearful.


Now imagine two possible scenarios. Scenario 1: you’re able to put your
feelings into words, you have a good capacity to ask for support, and you
have a close relationship that provides comforting. When you arrive home,
your spouse hears you come in, immediately responds to your distress, and
asks you to sit on the couch and tell her what happened. As you do so, you’re
held and assured that you’re safe. Your children also come to your side and
do their best to comfort you. You gradually calm down. Scenario 2: you’re
socially isolated. You come in to your empty house and are left to cope all on
your own. You cannot think of anyone you can call or go to see. You can’t
think straight and can’t figure out what to do to calm down. You take a
drink—or several.


These two scenarios illustrate how indispensable attachment theory is
for understanding trauma. The mother-infant bond is the prototype of
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attachment, but our need for attachment relationships is lifelong. We learn
to feel safe and secure in the world—or fail to do so—in an attachment rela-
tionship. Trauma of any sort profoundly threatens our sense of safety and se-
curity. Recovery requires that we restore our sense of security, often with the
help of an attachment relationship. Of course, we learn ways of comforting
and calming ourselves without having to rely on others, but our ability to
regulate our emotional states, too, is learned—or not—in the context of an
attachment relationship.


To fully understand the impact of trauma of any kind at any age, we must
adopt a developmental perspective, considering how trauma can affect the
course of your life—and how coping can entail a course change for the bet-
ter. Here are some reasons why attachment is so important to understanding
trauma and how to cope with it: First, much trauma occurs in the context of
attachment relationships. Second, trauma can disrupt your capacity to make
use of attachment relationships. Third, attachment trauma earlier in life ren-
ders you more vulnerable to later trauma. Finally, as the two scenarios de-
scribed earlier illustrate, secure attachment relationships play a major role
in healing. Thus your ability to cope with trauma has strong foundations in
your history of attachment relationships.66


The Foundation of Development


Psychiatrist John Bowlby developed attachment theory in the 1950s in the
course of investigating the mental health implications of children’s reactions
to the traumatic experience of separation from their parents. He concluded
that mental health depends on the child’s experiencing a consistent relation-
ship with a nurturing caregiver.67 Attachment theory continues to inspire a
major line of research in child development.68


Bowlby rooted his theory of the mother-infant bond firmly in biology,
drawing from evolutionary theory and ethology. Attachment develops from
proximity—the tendency of the youngster to stay close to the mother and
vice versa. Bowlby believed that attachment behavior evolved because being
close to the mother provided some assurance of safety. In evolutionary
terms, proximity to the mother protects offspring from predators. When sep-
arated from their mother, offspring let out a distress cry that brings her to
the rescue, reinstating proximity. As offspring develop, they learn to run
back to their mother when they are separated from her.


The process works both ways: the infant is biologically prepared to form
an attachment to the caregiver, and the caregiver is biologically prepared to
form a bond with the infant. Offspring maintain proximity; mothers protect.
The endangered child separated from the mother is distressed; the mother
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blocked from protecting her endangered child is distressed. Thus attach-
ment is a reciprocal relationship; infant attachment behavior is intertwined
with maternal bonding and caregiving. And, just like their children, caregiv-
ers need attachment relationships that provide a safe haven and a secure base
to support their caregiving.69


Attachment is ancient. Neuroscientist Paul MacLean70 asserted that the
family as a biological institution goes back 180 million years, originating
with the earliest mammals while they waited in the wings for 115 million
years to take over from the dinosaurs. Bowlby67 extended this heritage be-
yond mammals to include some ground-nesting birds. Attachment needs are
as firmly rooted in our biology as our needs for food and water.


Attachment behavior and emotional bonding develop in conjunction
with nursing and the relatively prolonged dependence of mammalian off-
spring on mothers. Although we humans are recently evolved mammals, we
are at the top of the heap in the amount of parental care we require. The long
period of parental care we require profoundly shapes our minds and brains,
and it provides the foundation for all subsequent development. Ideally,
parenting is the essential buffer against trauma. Yet parenting can fail to
buffer trauma, and, at worst, it can be a source of trauma.


The Functions of Attachment


As Bowlby made plain, without the protection afforded by attachment, our
species would not have evolved, nor would any of us survive as individuals.
Early in life, we need to stay close to stay safe. But attachment provides far
more than physical protection, particularly in us humans, where attachment
is the crucible for the development of the mind. Core functions of attach-
ment relate directly to trauma: attachment relationships provide a safe haven
and a secure base, and they also foster our ability to regulate our physiolog-
ical arousal.


A Safe Haven


Most obvious in what I’ve said so far about attachment is the safe haven that
a secure attachment relationship provides. Along with physical protection,
attachment provides a feeling of security. We need to be physically safe and
to feel emotionally secure. Trauma undermines both; healing attachment re-
lationships restore both. When we’re distressed, injured, endangered, or in
pain, we seek a safe harbor. Learning to do so was crucial to our physical sur-
vival, and being able to do so throughout life is crucial to our emotional
well-being.
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A Secure Base


The safe haven of an attachment relationship also provides a secure base for
exploration of the world and thus for autonomy.71 The toddler confidently
explores the playground, occasionally glancing back to make sure his father’s
keeping an eye on him. As we grow older, we venture farther away from our
secure base and for longer periods of time. But we continue to need a secure
base in attachment throughout our lifetime. The concept of attachment as
providing a safe haven and secure base has much in common with psycho-
analyst Erik Erikson’s72 idea of basic trust. As I see it, Bowlby placed basic
trust in its wider developmental context.


Bowlby71 maintained that “no concept within the attachment framework
is more central to developmental psychiatry than that of the secure base”
(pp. 163–164). Without a secure base, we would not feel confident to ex-
plore and learn about the world. The secure base is a launching pad for in-
dependence. Ideally, life is a series of excursions from a secure base. Having
the secure base, the youngster feels free to explore, always with a sense that
security and safety are close at hand. Secure attachment not only promotes
confident and playful exploration in good times but also fosters the ability
to explore possible solutions to problems—including seeking help—in bad
times.73 Impinging on the sense of security, attachment trauma undermines
exploration, initiative, and autonomy. Thus traumatized youngsters may be
unable to avail themselves of the rich environment needed to foster healthy
development, especially the social environment.


Regulating Physiological Arousal


Stress and trauma can wreak havoc with physiology. As I’ll discuss in Chap-
ter 7 (“Illness”), trauma evokes the fight-or-flight response, which entails a
high level of physiological arousal associated with sympathetic nervous sys-
tem activation. Every major organ system is involved in this response. Recall
that the safe haven of secure attachment promotes a feeling of security. This
feeling parallels the dampening of arousal on the physiological level. Sooth-
ing is an inextricable part of the caregiver-infant bond, and it occurs in con-
junction with the emotional attunement between the two individuals. The
distressed infant seeks out the mother for comfort; when in contact, the in-
fant is quieted. Separation from the mother is a primary cause of distress and
physiological arousal; reunion both calms emotions and restores physiolog-
ical equilibrium. Attachments also can provide needed stimulation, alleviat-
ing boredom or depression. Thus attachment serves to maintain a balance,
keeping arousal within an optimal range.


Attachment promotes a psychobiological synchrony between organisms as
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behavioral and physiological systems become attuned to each other.74 Syn-
chrony is evident, for example, in sleep-wake cycles and feeding cycles, when
mothers’ and infants’ schedules and rhythms become mutually adapted. Emo-
tional attunement and physiological synchrony operate in tandem. Ideally,
caregivers and infants are on the same wavelength.


Early attachment is embedded in maternal caregiving that regulates the
infant’s physiological development.75 The infant is born with stable biologi-
cal systems, but these systems are fine-tuned by caregiving, and they become
disruptively perturbed without it. The mother’s touch—holding, rocking,
warming, and providing a wealth of sensory stimulation—affects physiolog-
ical, endocrine, and neurochemical functioning. Thus attachment relation-
ships play a key role in the healthy development of the nervous system.76 On
the other hand, psychiatrist Martin Teicher and colleagues77 proposed that
early trauma in attachment relationships puts the brain into an alternate de-
velopmental pathway; albeit well adapted to a stress-filled world, this adap-
tation comes with the cost of high stress sensitivity (see Chapter 7).


Optimally, the external regulation of physiological functioning by sensi-
tive caregiving gradually becomes internalized, such that the developing
child becomes increasingly able to self-regulate. With adequate emotional
attunement from the caregiver, the youngster has the repeated experience of
his or her arousal being soothed and then develops the capacity for self-
soothing.


Just as trauma disrupts the secure base and basic trust, it also disrupts
physiological regulation. Often a kind of double whammy results here: the
traumatic experience generates hyperarousal (fear, panic, pain), and the in-
dividual is abandoned or neglected after being injured and aroused. Arousal
beyond normal bounds is coupled with a lack of soothing or comforting.
Most problematic is what my colleagues British psychologists Peter Fonagy
and Mary Target aptly characterized as a dual liability.78 First, the obvious
point, attachment trauma evokes extreme distress. Second, the more subtle
point, attachment trauma undermines the development of the capacity to reg-
ulate that distress. Fortunately, secure attachment relationships later in life
provide the foundation for developing better capacities for emotion regula-
tion (see Chapter 12, “Emotion Regulation”).


Mentalizing


Knowing that secure attachment provides a safe haven and secure base as
well as the interpersonal foundation for regulating physiological arousal, we
have ample grounds for emphasizing the role of attachment in healing from
trauma. Yet there’s an even more important reason, and it is being explored
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by Peter Fonagy and his colleagues.79,80 Their findings are revolutionizing
our understanding of the functions of attachment and its relation to trauma.
Here’s the core insight: the secure base of attachment not only facilitates ex-
ploration of the outer world but also promotes exploration of the inner
world—the world of the mind; that is, one’s own mind and the mind of oth-
ers. Bowlby71 laid the groundwork for this insight in proposing that, akin to the
mother who provides a secure base for her child, the psychotherapist’s role


is to provide the patient with a secure base from which he can explore the
various unhappy and painful aspects of his life, past and present, many of
which he finds it difficult or perhaps impossible to think about and recon-
sider without a trusted companion to provide support, encouragement, sym-
pathy, and, on occasion, guidance. (p. 138)


In this passage, Bowlby described the essence of healing from trauma:
exploring painful feelings with a trusted companion.


Building on Bowlby’s thinking, Peter Fonagy and his colleagues are ex-
ploring scientifically how the secure base of attachment provides the devel-
opmental foundation for learning about the mind—indeed, for coming to
have a mind and a self in infancy. Following Fonagy,81 I’ve adopted the term,
mentalizing, which neatly pinpoints the process of fathoming mental states,
such as emotions, in oneself and others.82,83 When you think about what
you’re feeling, or you wonder what someone else might be thinking, you’re
mentalizing. When you’re empathizing, you’re mentalizing.


Of all the technical terms I’m employing in this book, mentalizing is the
one I’m most eager for you to incorporate into your own thinking, because it
goes to the heart of healing: making sense of trauma in secure attachment re-
lationships.25 More broadly, mentalizing renders behavior intelligible; it’s the
basis of self-awareness and sensitivity to others. And I’m hoping that this
book, by helping you understand the psychology of trauma and drawing your
attention to the related mental states and their meaning, will promote your
ability to mentalize in the trenches, when you’re struggling with trauma-
related feelings—what I’ll call mentalizing emotionally.


A Primer on Mentalizing


You can get plenty of mileage out of the concept of mentalizing by consider-
ing just one major facet: thinking about feelings. As I’ll explain in Chapter 3
(“Emotion”), if you have a solid grasp of a person’s emotional state—or your
own—you know a great deal. As you’ve already gathered, in much of this
book I encourage thinking about feelings. Yet there are some complexities
that we must address to make full use of the concept of mentalizing; hence,
the following primer is provided.
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• Simply put, mentalizing entails awareness of mental states and processes
in oneself and other persons. But we have a wide variety of mental states
and processes: emotions are foremost, but we’re also aware of needs, de-
sires, motives, intentions, goals, hopes, thoughts, beliefs, attitudes, fanta-
sies, dreams—the list is nearly endless.


• The time frame of mentalizing can vary. You can mentalize about specific
mental states in the present (e.g., what you’re feeling at the moment), the
past (e.g., figuring out after the fact what you felt when you did some-
thing), or even the future (e.g., anticipating how you might feel if you ac-
tually do something you’re considering). Your ability to mentalize about
the past—understanding your mental states in hindsight—helps enor-
mously in enhancing your ability to mentalize in the present. In this
book, I capitalize on that fact with the aim of increasing your self-under-
standing.


• The scope of mentalizing can vary with your breadth of perspective. You
can focus narrowly on a person’s feeling at a given moment (e.g., she
looks irritated). And you can be aware of the broader context of that men-
tal state (e.g., she thinks I lied to her), even to the extent of taking into
account a broad swath of the person’s history (e.g., she’s extremely sensi-
tive to any sign of betrayal because of her father’s recurrent untrustworthy
behavior). Thus, expanding the scope of mentalizing may take into ac-
count a broader time frame as well as the wider network of interactions
and relationships that influence an individual’s mental states. The same
applies to your own mental states. Self-understanding often requires you
to broaden the scope of mentalizing, considering the wider context be-
yond the present moment. Understanding how past trauma influences
current feelings is a prime example.


• This broad-scope view illustrates a key point about mentalizing: we ren-
der the actions of other persons and our own actions intelligible by put-
ting them into a narrative context. We ceaselessly create stories involving
thoughts and feelings. Think of a time when you had to justify your ac-
tions to someone. Think about how you explain your emotional reactions
to someone else’s behavior. Better yet, think about how squabbling chil-
dren behave when a parent confronts them. Each one comes up with a
different story. We begin learning to mentalize early in life by creating sto-
ries to account for actions. For better or for worse, you continually tell
yourself stories about yourself in your own mind, and these stories influ-
ence who you are. Self-critical stories, for example, can undermine your
self-confidence. Ideally, mentalizing, like storytelling more generally, is
creative: mentalizing, we come up with fresh perspectives that integrate
past knowledge with present information and observations.
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• Furthermore, the act of mentalizing involves a broad range of mental pro-
cesses. For example, you can perceive a mental state; you can pay attention
to, recognize, think about, remember, interpret, make sense of, or attempt to ex-
plain mental states. You also can mirror mental states, feeling something
akin to what another person feels when you empathize. And you can
respond to others’ mental states without being aware of doing so. For exam-
ple, you might respond to nonverbal cues that signal you should keep your
distance from another person. You might not be aware of these cues or even
your backing off, perhaps having only the most vague sense of discomfort.


• As I’ve just implied, we can mentalize more or less consciously, explicitly
and implicitly. Mentalizing explicitly is a conscious process in which we
think deliberately about the reasons for actions—often when we are puz-
zled: Why would she have said that? How could I have done that? We
mentalize explicitly when we put our feelings into words, whether we are
trying to make sense of ourselves or need to express what we are feeling
to others. Most often, however, we don’t have time to mentalize explicitly
when we’re interacting with others. We’re mentalizing implicitly, that is,
spontaneously and intuitively, without thinking about it. When your
friend tells you about a major disappointment, you automatically adopt
an expression combining sadness and caring, leaning forward to make emo-
tional contact. Thus the natural empathy we have for one another is based
on our ability to mentalize implicitly. We also mentalize implicitly when
we hold a conversation, keeping the other person’s perspective in mind
and taking turns naturally.


• Importantly, we mentalize more or less effectively. Mentalizing is a skill.
As Peter Fonagy and his colleagues are learning, attachment relationships
play a crucial role in acquiring skill in mentalizing. To mentalize accu-
rately we need an open-minded attitude of interest and curiosity, whether
we’re mentalizing another person or ourselves. Additionally, effective
mentalizing also requires knowledge. Knowledge about other individuals
and their contexts plays a major role in our ability to mentalize effectively.
For example, when you know a person well, you’re in a better position to
broaden the scope of your mentalizing—able to create a richer narrative
understanding and more accurate stories about mental states. The same
applies to yourself: self-knowledge is crucial to accurately apprehending
your own mental states. And we’re all capable of self-deception, of men-
talizing inaccurately.


• Most challenging, we mentalize emotionally and interactively. In much of
this book, we are concerned with mentalizing emotionally—remaining
self-aware in the midst of strong emotions. Oftentimes, interactions in
close relationships evoke strong emotions and thus tax our ability to
mentalize effectively. Consider the challenge of mentalizing interactively:
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each person has their own mind and the other person’s mind in mind,
even in the midst of strong emotions. Mind boggling.


• Finally, we often need others’ help to mentalize most effectively. No doubt,
we’re able to some degree to sort out confusion about our own and others’
feelings and actions by thinking about them. Yet I’m increasingly im-
pressed by the limitations of our ability to make sense of experience on
our own. Effective mentalizing typically requires dialogue with others;
you’ll often make best sense of what you’re feeling by talking to a trusted
friend who can help you take a more objective view. You might start out
just feeling vaguely “upset” and, over the course of the conversation, come to
recognize that you’re feeling hurt, ashamed, and resentful. Fundamentally, as
we’ve already glimpsed, mentalizing is an interactive process.


What could be more important than having the psychological freedom to
mentalize? This freedom is crucial to developing self-knowledge as well as to
understanding other persons. A secure base in attachment promotes this free-
dom, and trauma can impinge on it. Most problematic, trauma in early attach-
ment relationships can compromise the development of skills in mentalizing,
thus interfering with learning self-awareness and sensitivity to others. Fortu-
nately, secure attachment in later relationships can get this development back
on course.


Development of Mentalizing


Ordinarily, we learn to mentalize like we learn language, naturally and ef-
fortlessly. We take our mentalizing capacity for granted, but, like language,
it’s a remarkable evolutionary achievement. And, as in language, skill in
mentalizing is the culmination of a long period of development that occurs
in the context of relationships. My colleague Hungarian psychologist George
Gergely has studied how mentalizing develops in infancy, focusing on the
development of emotional awareness in attachment relationships. Gergely
and Watson84,85 proposed that, initially, we learn what we feel through a pro-
cess of social feedback, and attachment relationships are a primary source.
The emotional response of the mother to the infant’s distress provides such
feedback: the infant sees his emotional state reflected in his mother’s face
and hears it reflected in her voice; as a result, he develops more keen aware-
ness of what he feels inside. We all rely on such social feedback throughout
life to enhance our awareness of our feelings. When you’re distressed, being
mentalized—having a sense that a caring person has your mind in mind—is
affirming, reassuring, and calming. It helps you to know just what to make
of what you’re thinking and feeling.


It’s hardly surprising that we learn to mentalize best in secure attachment
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relationships.86,87 Secure attachment in childhood also promotes healthy re-
lationships with peers that in turn promote mentalizing in a wider sphere of
relationships.88 Thus mentalizing provides the foundation for both self-
awareness and healthy relationships. But, just as secure attachments pro-
mote mentalizing, traumatic attachments may undermine it: the child who
feels hated shies away from awareness of the parent’s mind and blocks aware-
ness of his own painful emotional states.78 Moreover, to mentalize, we need
to be in a state of optimal arousal—alert but relatively calm—and the hyper-
arousal associated with traumatic states thus blocks mentalizing.82 Thus, as
depicted in Figure 2–1, the combination of feeling extremely frightened and
alone—without any opportunity to make sense of the experience in a safe re-
lationship—interferes with mentalizing. The failure of mentalizing, in turn,
plays an important role in making the experience traumatic: going through
frightening events alone makes it especially hard to come to terms with the
experience.


But all is not lost. We also know that, given other opportunities, trauma-
tized persons can learn to mentalize more skillfully. And Fonagy’s research89


has shown that the development of mentalizing in the face of trauma pro-
motes resilience, that is, the capacity to cope with adversity. That’s why
I place so much emphasis on mentalizing in this book.


Patterns of Attachment


If you’ve been traumatized, you know what it’s like to be without a safe ha-
ven and secure base. A number of attachment patterns fall far short of the


FIGURE 2–1. Facets of attachment trauma.
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biological ideal of safe proximity. We’ve learned a lot from research on these
different patterns. Bowlby’s collaborator, Mary Ainsworth, developed an in-
genious method to study attachment patterns in infants.90 Because she
wanted to observe attachment behavior in action, Ainsworth created the
Strange Situation to study infants’ and mothers’ reactions to separation and
reunion. The basic scenario is this: the infant and mother are brought into
an unfamiliar but comfortable room filled with toys. A stranger enters, and
the mother subsequently departs, leaving the infant in the room with the
stranger. Then the mother comes back into the room, pausing to allow the
infant a chance to respond to her return. After a while, the stranger leaves
the room. Then the mother leaves the infant all alone in the room, subse-
quently to return a second time.


Ainsworth’s Strange Situation has provided a goldmine of information
about different patterns of attachment. Thousands of Strange Situations have
been studied throughout the world.91 We now appreciate how optimal care-
giving promotes secure attachment and how less-than-optimal caregiving
contributes to insecure attachment. Four basic patterns of attachment are
summarized in Table 2–1. Two patterns of insecure attachment are less than
ideal but nevertheless fall within the normal range: avoidant and resistant at-
tachment are contrasting adaptive strategies for dealing with stressful or
problematic mother-infant relationships. At worst, neglect, maltreatment,
and abuse may lead to disorganized attachment, in which the infant has no
workable strategy for relating to the attachment figure. I’ll review these dif-
ferent patterns of infant attachment, because they throw attachment into
bold relief, and we can easily appreciate their adulthood counterparts.


In discussing the origins of attachment patterns, I’ll emphasize the care-
giver’s contribution, with the mother-infant relationship as the prototype.
Plainly, the infant’s temperament also makes some contribution to attach-
ment;92 for example, distress-prone infants’ irritability makes them more dif-
ficult to soothe and more likely to develop insecure attachments. Of course,
multiple factors also influence the parent’s capacity to provide optimal care-
giving, including the parent’s own trauma history, personality characteris-
tics, psychiatric disorders, current life challenges and stressors, and—not
least—supportive attachment relationships.93 Yet, whatever influences may
bear on the infant’s and caregiver’s behavior, the infant-caregiver interaction is
the final common pathway for attachment.


Secure Attachment


Secure attachment is the antidote to trauma. Secure attachment character-
izes the majority of infants studied in the Strange Situation. Securely at-
tached infants are highly sensitive to their mother’s presence and keenly
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aware of her leaving the room. Depending on their temperament, securely
attached infants may be more or less distressed when left alone with the
stranger. They may protest or try to follow their mother. Regardless of their
level of distress, they rely on their relationship with their mother for com-
fort. They rapidly seek proximity when she returns; they may make eye con-
tact or approach and greet her. They’re easily reassured. They alternate
smoothly between exploring and seeking contact with their mother. When
threatened or distressed, securely attached infants seek proximity and find
comfort; when security is reestablished, they return quickly and confidently
to playing and exploring their environment.


The mother’s key contribution to secure attachment consists of her ac-
cessibility and sensitive responsiveness to her infant’s attachment needs.90


Securely attached infants are likely to have mothers who are able to see
things from their baby’s point of view and are attuned to their baby’s needs.
They can accurately perceive the infant’s signals and respond promptly to
them. They respond to the infant on the basis of the infant’s needs rather
than by imposing their own needs on the infant. They’re responsive to both
positive and negative feelings. In short, they’re accessible and dependable.
But don’t get the idea that secure attachment requires perfect mothering.
This ideal may be sustained only for 20 minutes of being observed in a re-
search laboratory! Mothering doesn’t need to be perfect; it just needs to be
good enough.94


Like the securely attached infant, the securely attached adult reaches out
for contact and comfort in times of distress, confident that the attachment
figure will be accessible and emotionally responsive. Secure in your attach-
ment relationship, you anticipate that your attachment figure will have your
mind in mind. The relationship will be calming and restoring, emotionally
and physiologically. You’ll be able to make sense of your distress. You’ll men-
talize and be mentalized.


TABLE 2–1. Attachment patterns


Pattern Characteristics


Secure Confidence in availability and emotional 
responsiveness of caregiver; basic trust


Avoidant Anticipation of rejection and avoidance of contact 
with attachment figure when distressed


Resistant Frustration in seeking comfort when distressed; 
“kick-and-cling” pattern


Disorganized Lack of stable strategy for relating to attachment 
figure; fright without solution
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Avoidant Attachment


In the Strange Situation, the avoidant infant explores and plays without ev-
ident concern for the mother’s whereabouts and does not appear to be dis-
tressed by her absence. When the mother returns, the infant appears to be
indifferent, turns away, or may want to be put down if picked up. Yet the
avoidant infant’s seeming nonchalance is misleading; heightened physiological
arousal persists after the reunion, suggesting that the avoidance is defensive.95


Studies of mother-infant interactions suggest that avoidance is a strategy
to cope with rejection of the infant’s bids for contact and comfort; responding
to rebuff, avoidant infants have learned to detach and suppress their attach-
ment needs.96 Similarly, the avoidant adult is dismissive of attachment,97


adopting a self-sufficient stance—at the extreme, with a sense of not needing
anyone to provide comfort. This avoidant or dismissing stance works reason-
ably well, in childhood or in adulthood, as long as the distress remains within
bounds. It’s hardly an effective strategy for coping with traumatic stress.


Resistant Attachment


In the Strange Situation, resistant infants are preoccupied with attachment
to the exclusion of interest in exploration and play.90 They’re more focused
on their mother than the toys in the playroom. In direct contrast to avoidant
infants, they’re alert to danger and overtly sensitive to separation, and they
become highly distressed when their mother leaves. Yet they are not easily
comforted by her return. Their attachment behavior is intermingled with
ambivalence and anger. They may seek proximity but angrily resist comfort-
ing. Whereas avoidant infants turn down the dial on their attachment needs,
resistant infants turn it up—but their heightened needs only fuel conflict in
their interactions with the caregiver.


Resistant attachment arises in response to inconsistent caregiving.97


Mothers of resistant infants may be insensitive to the infant’s needs, they
may regard the infant as a nuisance and respond belatedly, they may be with-
drawn, and they may provide insufficient stimulation. The infant’s inclina-
tion to maximize attachment behavior can thus be seen as an adaptive effort
to attract the attention of the unresponsive or inconsistent caregiver. Yet the
infant’s ambivalence interferes with soothing whenever the mother is more
forthcoming.


Preoccupied attachment is the adult counterpart to resistant attachment
in infancy.97 Adults in preoccupied attachment relationships are highly am-
bivalent; feeling anxious and in need, yet feeling vulnerable to abandonment
and resentful of the attachment figure’s failings. Hence their attachments are
marked by a combination of dependency and hostility, and, fraught with con-
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flict and discord, their attachment relationships tend to be stormy. In our ed-
ucational groups, my colleague, psychologist Helen Stein, called this the kick-
and-cling pattern of attachment, a term that traumatized patients readily ap-
preciate.


Disorganized Attachment


You can begin to see how problematic attachments lead to interpersonal dif-
ficulties. Rejection and inconsistent responsiveness can lead to isolation and
ambivalence. What happens when attachments are downright traumatic?


Over many years, researchers who studied mothers and their infants in
the Strange Situation consistently observed many unclassifiable cases—ones
in which the attachment pattern is not clearly secure, avoidant, or resistant.
Researchers then developed a meaningful understanding of these unusual
patterns of attachment behavior, which now fall under the rubric of disorga-
nized attachment.98


In the Strange Situation, the behavior of disorganized infants lacks clear
goals and is contradictory. The infant may alternate among proximity seek-
ing, avoidance, and resistance. For example, on reunion, the infant may ap-
proach the mother as if to make full physical contact and then suddenly turn
away. Or the infant’s seeking of proximity may be interrupted by a sudden
outburst of aggression. These contradictions may be expressed even more
dramatically when the infant simultaneously approaches and avoids the
mother, inhibiting attachment behavior as it occurs. For example, the infant
may approach the mother by backing toward her with his head averted. Or
the infant may nestle in the mother’s lap but look away with his head down
while maintaining a dazed expression. The disorganized pattern also entails
a more severe version of the avoidant pattern. The infant may become fright-
ened or distressed but make no effort to seek out the mother. Or the infant
may even be frightened of the mother. Then the infant may show periods of
freezing, as if psychologically paralyzed. Or the infant may be profoundly
apathetic.


The disorganized pattern is often associated with more severe forms of
maltreatment, including physical, sexual, or emotional abuse, or extreme ne-
glect in some cases.99 But attachment disorganization is not always a sign of
maltreatment. Mothers of disorganized infants are either frightening to the in-
fant or frightened of the infant.100 The mother’s frightened or frightening be-
havior may include invading the infant’s space, looming over the infant, being
afraid or timid in relation to the infant, playing frightening games with the
infant, or being extremely sensitive to rejection by the infant. The mother’s
behavior may result from her own traumatic experience, whether it be a trau-
matic loss in her own background or her own history of maltreatment. Thus,
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reminding her of her past, the infant’s attachment needs may evoke a post-
traumatic state in the mother, which is, in turn, alarming to the infant.25


A frightened or frightening mother puts the infant in a situation of intol-
erable conflict: the safe haven is alarming. This contradiction is the core ex-
perience in many traumatic relationships. The disorganized infant is in a
dilemma, and there’s no way to adapt successfully. Put between a rock and a
hard place, the infant’s resulting behavior appears chaotic, contradictory, and
disorganized. Similarly, the adult with a history of traumatic attachment re-
lationships may have no workable strategy for maintaining attachment rela-
tionships and may be confined to a fearful pattern of being highly anxious
and yet isolated from attachments.101


Developmental Changes in Attachment


From the research I’ve just reviewed, you might infer that attachment pat-
terns are stamped in for life as a result of the mother-infant interaction. Not
so. Even in infancy, the pattern of attachment depends on the quality of the
particular relationship: if the quality of the mother-infant interaction differs
from the father-infant interaction, the infant will show different attachment
patterns with each parent, potentially being secure with one and insecure
with the other.93 Taking mother-infant attachment as the prototype is not
entirely off the mark, however, because research findings suggest that mater-
nal attachment exerts greater developmental impact.102,103


As with any other major area of development, attachment undergoes
monumental changes over the course of childhood and into adulthood. At
first, attachment in infancy is largely tied to infant-caregiver interactions.
Gradually, however, the developing capacity to hold relationships in mind,
for example, to derive comfort from the memory of an interaction with an
attachment figure, enables the child and adult to sustain attachment rela-
tionships during increasingly long physical separations. Second, the poten-
tial range of attachment figures expands dramatically over the course of a
lifetime. Of course, the infant’s range of attachments is contingent on the
composition of the household and the caregiving arrangements. Generally,
attachments cover an ever-widening sphere, developing with nonparental care-
givers, siblings, and peers. Given the variations in contemporary family compo-
sition and caregiving, it’s fortunate that attachment behavior is so flexible.


The finding that the infant’s pattern of attachment depends on the behav-
ior of the caregiver is extremely important. Keep in mind that the infant is
biologically disposed to form a secure attachment. My clinical work has led me
to appreciate the profound resilience of the attachment system. I’ve had count-
less opportunities to admire individuals’ persistence in working their way
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toward more secure attachments. This relentless search begins early in life.
Even in the presence of pervasive family violence or abusive experience, the
infant and youngster will find and make use of islands of security. And young-
sters will often form relatively secure attachments outside the family, for ex-
ample, with peers, teachers, coaches, grandparents, neighbors, or clergy.104 It’s
rare for a person to arrive at adulthood without some capacity to form a posi-
tive, close, and secure attachment.101


And we do not just form attachments with individuals; we also develop
a sense of belonging to institutions and groups. For some people, affiliation
with groups provides a primary source of attachment and security.105 Affili-
ation begins developing in relation to the family unit and then extends to
other groups. Like attachments with individuals, affiliation with groups can
alleviate distress and sustain self-esteem. From this perspective, it’s little
wonder that groups are so helpful in the treatment of individuals who have
been traumatized (see Chapter 13, “Treatment Approaches”).


Also, we should not minimize the significance of attachments to ani-
mals.106 Particularly in the context of trauma, pets such as cats, dogs, and
rabbits may be emotional lifesavers for children and adults. They’re our
mammalian kin,70 and they have attachment capacities akin to ours. So it’s
little wonder that we can form affectionate bonds with them. Besides, they’re
furry, providing a much-needed comforting touch. It’s not surprising that
traumatized persons may find refuge in strong bonds with pets,101,107 and
these bonds are to be encouraged, as long as they do not substitute for at-
tachments with other persons.


In thinking about the diversity of attachments that can form over the life-
time, we should not overlook the importance of attachments to familiar
places and inanimate objects. This phenomenon of bonding to places has
been called site attachment.108 Children coping with trauma invariably seek
a safe place in the environment, such as their room, their closet, their bed,
or a spot in the woods. Just as children rely on familiar inanimate objects
(stuffed animals, a security blanket), so, too, do adults. It’s important to be
able to go to a tangible place of safety. But it’s also possible to seek shelter in
your imagination. Traumatized individuals often find it helpful to visualize
an imagined or actual safe place. Relaxation and hypnosis can be used to en-
hance such visualization, which can be enormously powerful. Picturing one-
self in a safe place can be a key component of self-soothing.


In sum, we have extensive evidence for both stability and change in at-
tachment patterns over the course of development.109 Naturally, the more
stable the quality of the attachment relationship, the more stable the attach-
ment pattern. A secure attachment pattern can be disrupted by family stress
that adversely affects the quality of caregiving. Conversely, the opportunity
to form a close relationship with a sensitively responsive attachment figure
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offers the possibility of change from insecure to secure attachment.110 We
consider attachment to be somewhat fluid: an individual may show different
patterns of attachment with different attachment figures at a given point of
time, as well as different patterns of attachment with the same attachment
figure at different points in time, depending on the nature of the interaction
at the time.101,111 We are counting on the possibility of change when we view
secure attachment relationships as crucial to healing from trauma. And we
know from our research that the majority of traumatized persons do not give
up on finding some level of security in attachment relationships.101


Rerailed Development


We humans are a highly adaptable species, but we have limits. We can develop
and thrive in a wide range of environments—but not all environments. Psy-
chologist Sandra Scarr112 spelled out what she considered to be the necessary
conditions to promote human development: protective parenting adults, a
surrounding group of family members and peers, and ample opportunities for
social learning that promote normal development. Scarr emphasized that, un-
der optimal conditions, children actively choose and construct their own en-
vironments. Children evoke responses in their caregivers, and they seek out
situations that fit their needs, abilities, and interests. Yet those who suffer se-
vere childhood trauma may not have as much choice. They may be deprived
of growth-promoting opportunities, and they may not be able to escape devel-
opmentally destructive influences. But sooner or later, many persons are able
to leave traumatic environments. They can find environments conducive to
putting their development back on course. Even if you’ve undergone pro-
longed trauma, you can potentially choose and construct a healthier environ-
ment for yourself. The new environment will foster new learning: the world is
dangerous; people are dangerous—but not that dangerous. The world can be
relatively safe, and many people can be trusted.


Just as there are vicious circles, there are benign circles. Learning to calm
yourself enables you to see the world as a safer place; seeing the world as
safer, you can relax even more. Learning to trust one person enables you to
trust others; your capacity to trust blossoms. Learning to stand up for your-
self and to prevent others from exploiting you allows you to feel better about
yourself; as your self-esteem improves, you stand up for yourself even more.
Every step in the right direction can lead to further steps; the challenge is to
bring development back on course.
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EMOTION


A 10-year-old boy reaches for a glass to get a drink of juice. His hands are
wet, and the glass slips, falling to the floor and smashing. His father flies into
the kitchen, his face contorted with rage. The boy cowers in terror. His father
screams at him to clean it up; the boy’s hands shake so badly that he cuts
himself in the process. In disgust, his father takes over, hands his son a knife,
and tells him to go outside to cut a switch. The boy is trembling with fear,
and he’s also furious at his father. Holding the knife, he fleetingly imagines
stabbing his father, but he quickly pushes the thought aside and goes outside
as commanded. He tries to find a branch with only a few sharp spikes on it.
He brings the switch to his father, who’s standing out on the porch. His father
makes him pull down his shorts and begins whipping him. The boy tries not
to cry or yell, but he can’t help it. He sees the two neighbor girls watching
through the bushes. He turns his face away in shame. His father sends him
to his room. After a while, the boy calms down some, but he doesn’t feel okay.
He’s been through scenes like this many times before, and he feels despair,
certain that things will never change. The boy doesn’t have much choice
about how he feels. Fear, anger, shame, and deep sadness are all natural re-
actions to this kind of intensely emotional episode.


If we were to follow this boy’s trajectory into adulthood, we’d not be sur-
prised to learn that he struggles with intense emotions. He responds in-
tensely to men in positions of authority, for example, being unreasonably
afraid of his boss’s criticism and sometimes infuriated by it. Following in his
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father’s footsteps, he occasionally lashes out at his son in anger and then feels
guilty and ashamed. Such intense reactions—especially to any reminders of
the traumatic events—are the emotional legacy of trauma. And the opposite
occurs too: many traumatized persons complain that their emotions are
blunted; for example, they cannot feel angry or loving. Thus they may struggle
with a combination of too much and too little emotion: panic, terror, rage, and
despair, alternating with feeling numb, empty, or emotionally dead.


Understandably, if you often feel overwhelmed, you may want to rid your-
self of your emotions. I think of this approach as stoicism: striving to show
strength in the face of misfortune by remaining unemotional. This stoic strat-
egy can be fostered early in life, when children are rebuked or punished for
showing emotion—even as they’re being emotionally provoked. If you’ve de-
veloped this strategy, you have a venerable precedent, going back two millen-
nia to ancient Greek philosophy. Arising in about 300 B.C.E., Stoic philosophy
held sway for a number of centuries, and it continues to permeate our atti-
tudes toward emotion. Epictetus, a philosopher in the Roman Empire, repre-
sented the Stoic perspective well.113 The basic principles are familiar: we
must distinguish what is in our control from what is not. External events—
traumatizing events included—are not within our control. Desiring to con-
trol external events sets us up for anxiety, frustration, and misery. For the sake
of our mental tranquility, we must let go of our desire to control events.
Within our control, Epictetus believed, are our interpretations of external
events—how we think and feel about them. In sum, our emotions stem from
our desires and judgments; although we are not in control of external events,
we are in control of our desires and judgments. By developing the proper de-
sires and making the proper judgments, we can control our emotions and
maintain peace of mind.


If you feel overwhelmed by your emotions, you might find Stoicism appeal-
ing. But consider this Stoic aspiration:114 “Remember ... when you embrace
your child, your husband, your wife, you are embracing a mortal. Thus, if one
of them should die, you could bear it with tranquility” (p. 7). Self-control is
taken to the extreme. In the wisest passage on emotion I’ve come across, con-
temporary philosopher A.C. Grayling16 put Stoicism in perspective:


Although this teaching was designed to help people bear vicissitudes bravely,
and in its inspiration is one of the tenderest and most thoughtful of philoso-
phies, it misses a very important point. This is that if one is frugal with one’s
emotions—limiting love in order to avoid its pains, stifling appetites and de-
sires in order to escape the price of their fulfilment—one lives a stunted,
muffled, bland life only. It is practically tantamount to a partial death in order
to minimise the electric character of existence—its pleasures, its ecstasies, its
richness and colour matched by its agonies, its wretchedness, its disasters
and grief. To take life in armfuls, to embrace and accept it, to leap into it with
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energy and relish, is of course to invite trouble of all the familiar kinds. But
the cost of avoiding trouble is a terrible one: it is the cost of having trodden
the planet for humanity’s brief allotment of less than a thousand months,
without really having lived (pp. 167–168).


Of course, no one will take issue with the idea that we must exert some
emotional control. We’d best refrain from acting in harmful ways in intense
emotional states—lashing out in a rage. Such blatant failures of emotional
control are the cause of much trauma. Yet we must not predicate our general
attitudes toward emotion on such extremes.


I’m taking a 180-degree turn from Stoicism: healing from trauma requires
cultivating emotion, not squelching it. Trauma tends to narrow the range of
emotions—you may be stuck in fear or resentment, unable to experience
positive emotions. Healing from trauma entails feeling and expressing more,
not feeling and expressing less. Cultivate emotions. Think of emotions like
a flower garden, with all kinds of plants—maybe weeds, thorns, and cacti
sprout up among glorious blossoms. Or think of a modern painting—a Kan-
dinsky—with many vibrant colors and hues, black and bright red alongside
beautiful pastels. A symphony will also do. It’s the variations and subtleties
I’m emphasizing, without putting on rose-colored glasses and glossing over
the darker and more intense emotions that are anything but pretty.


Cultivating emotions—mentalizing emotionally—is the best path to
avoiding emotional excesses. Persons who suffer with trauma often find them-
selves blindsided by sudden eruptions of emotion: they go from zero to
100 m.p.h. in a split second. Yet I believe that they’re blindsided because
they’ve been suppressing their feelings, which gradually intensify until they can
no longer be suppressed; then they’re expressed in disruptive ways. Cultivat-
ing greater awareness of your feelings is preventive: you cannot influence what
you do not know.


For the sake of cultivation, we must understand emotion well, and we’re for-
tunate that psychologists, neurobiologists, and philosophers have put so much
effort into this endeavor. Because emotion is central to trauma, I begin this chap-
ter with a primer on emotion. Postponing discussion of enjoyable emotions to
Chapter 12 (“Emotion Regulation”), here I’ll consider several emotions that play
a major role in trauma: fear, anger, shame, guilt, disgust, and sadness. I conclude
the chapter with further thoughts about how greater emotional awareness—
mentalizing emotionally—can help prevent untoward eruptions.


A Primer


If you’re troubled by your emotions, it’s worth your while to become knowl-
edgeable about them and to appreciate their complexity and diversity as well
as their adaptive value. And there’s a practical point here: becoming more
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attuned to your emotions will help you regulate them more effectively.115


But you should be forewarned that I’ve packed a great deal of information
into this primer on emotion. You may find it slow going, but I believe that
understanding your emotions thoroughly is worth the effort. And I’m cam-
paigning for a positive view of emotion that you might find somewhat alien,
so I’m pulling out all the stops.


Emotions Are Adaptive


More than a century ago, Darwin116 recognized the survival value of emo-
tions, which psychologists now take for granted. Fear and anger exemplify
the self-protective value of emotions: when threatened, we automatically be-
come energized to react quickly and vigorously, running or counter-attack-
ing, depending on the circumstances. Cold logic won’t do.


As I’ve already hinted, however, our emotions promote far more than
mere survival. Contemporary philosopher Martha Nussbaum117 proposed
that emotions are evaluative judgments regarding the status of our goals and
projects; they’re not just concerned with our survival but with all aspects of
our flourishing in the world (see Chapter 14, “Hope”). We judge the world
emotionally, and our emotional judgments are at once informative and mo-
tivating. We’re inclined to prize logic and reason, but, without the guidance
of our emotions, our actions are liable to be unreasonable. Neuroscientist
Antonio Damasio118 has shown how our gut feelings continually guide our
actions. When brain damage severs our access to gut feelings, we lose the
ability to act in a way that suits our best interests—even in a situation as
mundane as gambling, which requires prudence guided by emotion. Alcohol
does the same, neutralizing fear, rendering us insensitive to risks, potentially
allowing us to put ourselves in harm’s way, for example, by driving drunk
with misguided confidence.


Geared toward our flourishing, emotions set our priorities. But they do
far more: emotions organize our actions. When someone blocks you from
reaching a goal, for example, you’re likely to become angry. The anger shows
on your face, your blood pressure rises, your muscles tense, and you’re pre-
pared for a confrontation to alleviate the interference. If you have a history
of trauma, you may be horrified by the sudden eruption of anger. But step
back for a moment and think of this process from another angle: this com-
plex emotional response is nothing short of amazing. In an instant—far
more quickly than you can think about it—your emotion mobilizes you to
take appropriate action. Thinking of emotions as organizing may be jarring
if you’re feeling disorganized by your strong reactions. You might think of
it this way: emotions abruptly interrupt your ongoing activity, reordering
your priorities and reorganizing your functioning accordingly.119 By
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design, emotions are disruptively reorganizing.
To claim that emotions evolved as adaptive solutions to basic problems of


survival that confront our species is not to claim that they are perfectly adap-
tive. Rather, emotions have the potential to be adaptive,120 a potential that we
must actively cultivate. Evolution never leads to perfection,121 and the vast
majority of species that ever lived has become extinct.122 Our evolved abilities,
including emotional abilities, don’t always work properly—and then we need
to work on them.


Emotions Are Organizing


We can best appreciate the organizing quality of emotions by considering
them to be complex packages of responses.123 These packages are so sophis-
ticated that we can only glimpse their complexity. Emotion is the umbrella
term, and the major components of emotions are physiological reactions, ex-
pressions, actions, thoughts, and feelings.


To illustrate, let’s stick with anger. Anger mobilizes us to respond vigor-
ously to threat or interference, and vigorous action must be supported by
elaborate physiological activation—all of which must occur in a split second.
The brain orchestrates a pattern of activation in the sympathetic branch of
the autonomic (involuntary) nervous system.124 This activation includes,
for example, increases in heart rate and blood pressure that provide fuel for
the large muscles, the heart, and the brain itself, while also reducing blood
flow to gastrointestinal organs—directing energy to where it is most needed
at the moment. Physiological activation in a wide range of organ systems is
accompanied by automatic changes in emotional expression, most obviously
in the face and the voice. This social-communicative function of emotion,
too, is adaptive: we automatically signal our emotional states to others to
guide their behavior. They may instantly get the message: back off!


Many emotions also trigger purposeful actions, or at least an inclination
to act. When we are angry, we feel like striking out and may do so. These
physiological reactions, communicative expressions, and emotional actions
can occur quickly, before we have a chance to think. But emotions invariably
trigger thoughts. When we are angry, for example, we may think about the
unfairness or blameworthiness of someone’s actions: “How could he have
done that?!” And the direction of causation goes both ways: emotions trigger
thoughts, and thoughts trigger emotion. Hence emotions are triggered by in-
ternal events—thoughts and memories—as well as external events.


Emotions Are Informative


We often equate feelings and emotions, but it’s helpful to make a distinction:
feelings are one component of emotions, namely, our conscious experience
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of our emotional states. As Damasio125 put it more technically, our feelings
are composite mental images of the changes wrought by emotion in our
body and brain. That is, we have conscious access to our emotional states
because we feel them: we feel the physiological arousal and our behavioral
responses and tendencies, including sensory feedback from our facial ex-
pressions. Our feelings provide evaluative information about our goals and
projects: they can serve as a signal (I’m being thwarted) and a guide to action
(I must stand up for myself).


Separating feeling and emotion helps us think about the (not uncom-
mon) occurrence of being out of touch with our emotions. Feelings are but
one aspect of an emotional state, and we can have emotions without feeling
them. You can be angry without being aware of it. Someone might notice ir-
ritation in your face or tone of voice when you’re not feeling angry. If the an-
ger is brought to your attention, you might begin to feel it. If you’re afraid of
your anger, you may not be able to feel it without someone else’s drawing
your attention to it. Regardless, you’ll be angry before you feel it: the emo-
tional state must coalesce before you can form a mental image of it.


Emotions Are Processes


I’ve said emotions are amazing—and potentially blindsiding—because they
unfold so fast. Yet their quickness obscures their complexity: we shouldn’t
lose sight of the fact that emotions, however brief, are complex processes that
unfold over time. For basic emotions like fear and anger, the whole cascade
of reactions I’ve described can unfold in a second or two.126 Sometimes the
burst of emotion also subsides quickly. You feel afraid in an instant when a
car suddenly pulls in front of you, and you feel relieved after you’ve averted
the crash and realize that it was a near miss. You feel a flash of anger when
someone shoves you, then you calm down when you realize it was just an
accident. Of course, when the provocative event continues, so will the emo-
tions. And you can prolong your emotional states with your imagination,
thinking in ways that fan the flames of worry or resentment. You might stew
in anger about the driver’s being so reckless or about the carelessness of the
person who bumped into you.


Recognizing that there are gray areas, we can distinguish emotion from
moods and temperament, which are more enduring.127 As just described,
emotions are generally brief, lasting seconds or minutes. Moods—feeling ir-
ritable or blue—may last for hours or even days. Depressed mood can be-
come so severe and prolonged as to be diagnosed as a mood disorder (see
Chapter 8, “Depression”). Fortunately, we can be in cheerful moods as well
as irritable, anxious, and depressed moods. Moods lend a coloring to all our
experience, even if we’re not aware of them continuously. We may not al-
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ways feel them, although others may be affected by them. We might think of
emotions as brighter colors and moods as pastels. Moods set the stage for
heightened readiness to respond with emotions: in an irritable mood, you’re
more prone to erupt in anger.


We often use the word “temperamental” to refer to moodiness. But tem-
perament has a more technical meaning, referring to biologically based per-
sonality characteristics. While we all share a common human nature, each
of us has an individual nature, which is partly based on genetic makeup.
There are many different facets of temperament, not all of which relate di-
rectly to emotion. Some children are more active, more impulsive, or more
sociable than others.128 Yet many temperaments are emotional. We can be
temperamentally prone to anxiety,129 aggression,130 depression,131 or cheer-
fulness.132 Given the biological contribution to temperament, some temper-
amental traits are evident early in infancy. Many temperamental differences
seen in humans are also clearly evident in primates and other mammals.128


Like moods, which they also influence, temperaments render you more
likely to respond with the associated emotions.


Emotions Are Directive


Given the potential subtlety of our experience, we have a rich language for
emotion, distinguishing exuberance from excitement and pique from irrita-
tion. But we don’t always have such refined ideas about what we feel. Quite
often, when I observe a patient in the midst of an emotional state, I inquire
what she is feeling, and she accurately responds that she doesn’t know—
even though she’s clearly feeling something. Sometimes our emotions are
not well defined,133 and we can rightly say that we’re just feeling “emo-
tional,” or perhaps “upset” or “distressed.” Something’s wrong, and we don’t
know what. Then we try to refine the feelings so as to have a better under-
standing of what’s going on. The effort is worthwhile: we need to decipher
our feelings so we can take direction from them.


Most broadly, our emotions evolved to steer us toward whatever might
benefit us and away from whatever might harm us. Thus emotions direct and
motivate approach and avoidance behavior. Accordingly, many emotion re-
searchers make a global distinction between positive and negative emotion.
This distinction works as long as we don’t confuse positive with good and
negative with bad—all emotions are useful. Rather, think of positive and
negative like magnetic poles, attracting and repelling.


This global positive-negative distinction has proven very useful.134 We
differ from one another in our general tendencies toward positive emotion-
ality and negative emotionality, the general inclination to seek reward or
avoid harm. Being partly temperamental, these individual differences can be
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observed early in infancy—in behavior, autonomic arousal, and correspond-
ing patterns of brain functioning. As measured by electroencephalographic
(EEG) readings of frontal lobe activity, for example, negative emotion is re-
flected in relatively high activation of the right cerebral hemisphere, whereas
positive emotion is reflected in higher activation of the left hemisphere.


I’ll distinguish among different forms of positive emotion in Chapter 12,
“Emotion Regulation”; here I want to consider positive emotionality in gen-
eral. To reiterate, positive emotions are adaptive in motivating us to approach
whatever may be beneficial to us. We curiously explore art exhibitions and
new cities. We eagerly anticipate a good meal. Positive emotions energize this
approach behavior and also provide a feeling of reward. Some persons are
blessed, by temperament and experience, with the personality disposition of
positive emotionality; they’re characteristically cheerful, optimistic, and out-
going—highly engaged with the world around them and with other people. As
we’ll see in Chapter 8, “Depression,” the opposite occurs as well: depressed
mood can be understood as a low level of positive emotionality—nothing
holds any interest or promises excitement—and pleasure is hard to come by.


Whereas positive emotions facilitate approach behavior, negative emo-
tions prompt avoidance and withdrawal from whatever may be harmful to
us. Positive emotions promote engagement, and negative emotions promote
disengagement. Notably, anger doesn’t fit well into this scheme, because it’s
a negative emotion that may promote aggressive approach or engagement
(attack) as well as avoidance. Anxiety, fear, and disgust are prototypical of
negative emotionality. Like positive emotionality, negative emotionality is a
personality characteristic, which entails proneness to anxiety and distress.
Persons characterized by negative emotionality are directed by caution: they
tend to be relatively inhibited and avoidant, highly sensitive to threat and
the prospect of criticism or punishment, and inclined to focus inward, more
disposed to ruminating than taking action.


This broad distinction between positive and negative emotions has
proven enormously fruitful in illuminating the biology of emotion, person-
ality differences, and early development. But we face two main problems
with this view. First, we need to think about emotion in a more refined way:
positive and negative emotions have vastly different forms, and we should
not just lump them all together. Second, as I’ve already stated, the term neg-
ative emotions is prejudicial: although they’re painful and may cause serious
problems, negative emotions are not inherently bad. At this crux the Stoics,
long antedating Darwin, took a wrong turn: they did not consider that neg-
ative emotions are (potentially) adaptive. And we differ from one another in
our feelings about feelings. Some persons feel pleasure in sadness (e.g., nos-
talgia) or gratification in anger (e.g., a sense of power). Granted, many chal-
lenges of survival, and the emotions that support them, are hardly enjoyable.







EMOTION • 53


But we need fear, anger, and disgust for self-protection. We must cultivate
them, not plow them under.


Emotions Are Universal


Emotion researchers have taken a big step beyond the global distinction be-
tween positive and negative emotions by exploring the possibility of univer-
sal agreement on a small set of basic emotions. These basic emotions evolved
to cope with fundamental adaptive challenges that go beyond mere approach
and avoidance.


One particularly fruitful strategy to discovering basic emotions has been
examining the extent of cross-cultural agreement on categorizing emotions
from pictures of facial expressions.126 Based on this research, we have a short
list: fear, anger, sadness, disgust, surprise, and happiness. Researchers are ac-
tively exploring the extent of correspondence among different components
of these emotional packages, investigating how well the discrete facial ex-
pressions correspond to specific patterns of physiological arousal as well as
to conscious feelings of emotion.123,135 Paralleling research on facial expres-
sion, psychologists are also studying the extent to which various emotions
can be distinguished in the voice, a similarly rich and subtle vehicle for com-
municating emotion.136 In recognition of their themes and variations, some
of the basic emotions are best construed as families, each encompassing a
wide range. Anger varies from irritation to rage, and fear has many shades
from apprehension to terror.126


Paralleling research on facial and vocal expressions, neuroscientists are
distinguishing among basic emotions by linking different forms of emo-
tional behavior to specific patterns of brain activity and corresponding neu-
rotransmitters and hormones.137 Like research on expressive behavior, brain
research demonstrates that many of our fundamental emotional responses
have been hardwired over the course of evolution. As Darwin made plain
more than a century ago, we share much of this basic emotional circuitry
with our mammalian kin, along with our attachment proclivities, as dog and
cat lovers will readily attest.


To understand the emotional impact of trauma, we must fully appreciate
the hardwired, automatic quality of the basic emotions, particularly fear and
anger. But crucially important for coping with trauma is understanding how
basic emotions couple hardwiring with learning and regulatory controls.
With hardwiring and no controls, we’d be completely at the mercy of our
emotions, and they’d lose their adaptive potential.


Emotion researcher Robert Levenson119 neatly distinguished between
core emotion programs and the control mechanisms that surround them. Imag-
ine yourself trying to finish a difficult task under time pressure and being
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interrupted by a coworker who needs your help. Your core emotion program
responds to the interruption of your activity, and you feel a flash of irritation.
Then your control mechanisms kick in as you quickly realize your coworker
has a legitimate need and it’ll only take you a few minutes to help him.


The core programs of each basic emotion match prototypical situations
to adaptive responses—danger to fear, thwarting to anger, loss to sadness. As
the example of a flash of irritation illustrates, perceptions of prototypical sit-
uations launch core emotion programs rapidly and automatically. Then con-
trol mechanisms immediately come into play as we bring our history of
learning to bear on the situation. We learn to exert control in two ways. First,
we can change the input—the provocation—to the core programs by reap-
praising situations. For example, after a second thought, we realize the situ-
ation is easily manageable. Alternatively, we can inhibit the output, that is,
intervening in the transition from action tendencies (feeling like hitting) to
actions (hitting). As our intuition attests, inhibiting the output requires great
effort, which is evident in a high level of physiological arousal (e.g., in ele-
vated blood pressure) and muscle tension (e.g., in clenched fists and jaws).


One additional point about emotional learning: evolution designed us to
respond to survival-related triggers with basic emotions—for example, to re-
spond to falling with fear. Yet we continually learn new triggers—we’re
likely to fall on ice. We’re designed, however, to learn more readily than to
unlearn. Traumatized persons will best appreciate Ekman’s126 point that
we’re designed to get emotional triggers in, not out.


Emotions Are Social


The short list of basic emotions hardly begins to capture the richness of our
emotional experience. I’ll use the term, social emotions, quite loosely to en-
compass a somewhat broader range of emotions. And I’ll be discussing two of
these, shame and guilt, in greater detail shortly. For the moment, I want to em-
phasize that most of the adaptive challenges we face are interpersonal. First
and foremost, our emotions guide us in relating to each other: forming and
maintaining attachments, developing alliances, competing for resources, and
so forth. Without emotional guidance, we’d be utterly lost in relating to others,
as the condition of autism sadly attests.138


We can think of the basic emotions as being more biologically hardwired
and the social emotions as being more culturally shaped. But I don’t want to
push this distinction too far. As the Stoics rightly saw, we respond emotionally
to things we can’t control, and other persons—being inherently unpredictable
and uncontrollable—are prominent in this emotional field. Moreover, all the
basic emotions are social emotions in the sense that their communicative ex-
pressions are recognized universally, and these expressions evolved because
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they serve a social function. In addition, the expression of basic emotions is
powerfully shaped by cultural factors: we can learn to inhibit our display of
fear, anger, or sadness—to a degree. And, as discussed in the previous chapter
on attachment, emotional learning takes place in the context of social rela-
tionships139 and attachment relationships in particular.79 Conversely, the so-
cial emotions are no less biological; we’d hardly be able to experience them
without a brain and a body. But they’re not tied so narrowly to specific brain
circuitry, autonomic nervous system activity, or actions.


The prototypical social emotions—embarrassment, shame, guilt, and
pride—begin developing in the second year of life, as we become sensitive
to others’ reactions to our behavior. Hence these emotions are also regarded
as the self-conscious emotions.139 Sympathy and empathy are not specific
emotions but rather reflect emotional responsiveness to a wide range of
emotions in others. Yet sympathy and empathy are worth noting in the
sphere of social emotion, because they are highly adaptive in promoting
helpful behavior.140


Social psychologist Jonathan Haidt141 usefully expanded the realm of so-
cial emotions to include moral emotions, namely, those connected with the
welfare of other persons or society as a whole. He enumerated several cate-
gories that overlap basic and social emotions: other-condemning emotions
include anger, disgust, and contempt; self-condemning emotions include
shame, embarrassment, and guilt; other-suffering emotions include compas-
sion and distress at another’s distress; and other-praising emotions include
gratitude, awe, and elevation (being deeply moved by exemplary acts of oth-
ers). Haidt also includes schadenfreude, that is, feelings of pleasure in re-
sponse to others’ misfortunes; schadenfreude peaks when you feel they’re
getting their comeuppance. And, while we’re in the social-moral realm, we
might also add the troublingly ubiquitous emotions of jealousy and envy.142


Not uncommonly, for example, traumatized persons feel envious of others
who do not have to struggle with such painful and difficult problems—and
they feel ashamed of their envy.


Emotions Are Intelligent


The emotions I’ve enumerated just begin to reflect the rich texture of our
evaluative relation to the world and to each other. I’ve highlighted the adap-
tive nature of emotions but wish to go one step further: emotions are not just
adaptive, they’re potentially intelligent.


Continuing a long philosophical tradition, we’re accustomed to contrast-
ing reason and passion, viewing emotions as irrational. This occasional
truth—more than occasional if you’ve been traumatized—should not un-
duly influence our thinking about emotion. Contemporary philosophy and
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psychological science are converging on a different view: emotion synthe-
sizes reason and passion. Rather than pitting reason against emotion, we
should think of their syntheses: reasonable passion and passionate reason.
We’re accustomed to wanting to think clearly; as one of our educational
group members commented, it’s also desirable to feel clearly.


Philosopher Robert Solomon143 views emotion as ordering experience
and putting our priorities right, equating emotion with rationality. Martha
Nussbaum, in her magisterial book Upheavals of Thought: The Intelligence of
Emotions,117 construes emotions as intelligent responses to the perception of
value; emotions are a way of seeing and a way of knowing. But they are pow-
erful and profound ways of knowing, knowing beyond words. She likened
the upheaval of grief at the news of her mother’s death to a nail being driven
into her stomach, concluding that emotional knowing can be downright vi-
olent. We know most deeply when we know emotionally.


The sheer speed of intense emotional reactions misleads us. Emotions
can seem to take you by brute force: you may not know what hit you; you
feel blindsided. But emotions are not blind: they are complex interpreta-
tions—amazingly fast interpretations. Thus the Stoics were right to construe
our emotional responses as based on our interpretations of situations. But
they were misleading in implying that we can rid ourselves of negative emo-
tions by changing our interpretations. It’s not that we ordinarily deliberate
on an interpretation then have an emotion (although we sometimes do): our
emotions are interpretations. They’re often faster than conscious thought. Of
course, we oftentimes alter our emotions by reinterpreting the situation—
after the fact.


In modern psychological theory of emotion, these interpretations are
called appraisals. Appraising a situation as dangerous, we feel fear. Recogniz-
ing it as a near miss, we reappraise the situation as posing no danger and we
calm down. The rapidity of appraisals is astounding. You can begin to ap-
praise situations unconsciously, in a fraction of a second, much faster than
you can think. By the time you’re aware of the near miss in the car, you’ve
already hit the brakes and turned the steering wheel; then you realize you’re
alarmed and shaken up. A crucial point: our appraisals are not separate from
the emotion or prior to emotion; they are components of the emotional
package.133


Our emotional reactions are launched with an initial appraisal, but the ap-
praisal process is ongoing. Decades ago, stress researcher Richard Lazarus144


distinguished primary appraisals of the situation (I’m in danger) from second-
ary appraisals related to our ability to cope with the situation (I can avoid this
fight if I walk away). Secondary appraisals play a major role in the course of
emotion: your response to a dangerous situation will vary, depending on
whether you feel helpless and overpowered or confident that you can get your-
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self to safety. But you don’t just have a single primary appraisal followed by an-
other secondary appraisal. Your complex emotional reactions involve a
continual cascade of appraisals—a dozen or more can unfold in parallel in a
split second.133 And this cascade includes appraisals of your own emotional
responses, emotional reactions to your emotions: you can feel endangered or
empowered by your building anger. Your shifting appraisals lead to rapid shifts
in your emotions: you can be angered by someone’s rudeness then realize that
you’re likely to be hit and become afraid. All the while, with changing apprais-
als, the emotional packages change: your physiology, facial and vocal expres-
sions, actions, and feelings are shifting, quickly adapting and readapting to the
evolving challenges of the whole emotional episode.


We can best capture the full intelligence of emotions by appreciating
their narrative structure.117 Think of each emotional reaction as containing
a story. The plot may be simple (suddenly dodging flying debris) or enor-
mously complex (suddenly learning about a spouse’s affair). Oftentimes the
story can be signaled in a quick burst of feeling, but articulating the story
will take a lot longer. The story may be obscure. You may not know why you
feel irritated, anxious, or depressed. Then you must work to construct a
story—and there’s no guarantee of validity. You’re not always keen on the
truth, for example, when you feel envy or schadenfreude, all too human as
these emotions may be.142


Moreover, each emotion has a history. The intelligence of our emotions—
the sophistication of their stories—derives from our evolutionary history as
well as our individual history. We all share a common story—we become an-
gry when our goals are thwarted. But each of us becomes attuned to certain
cues that reflect our individual twist on that story. In Ekman’s126 terms, emo-
tions contain themes and variations. You may be sensitized to thwarting by
men or by women or by persons in authority. An emotional reaction can bring
out this story—and its history—in a split second. Then you enact the next
scene in the evolving story. Of course, sometimes the old story doesn’t fit the
current situation, and you need to reappraise the situation deliberately so as
to move the plot in a more realistic direction.


I’m making the case that we do best when we cultivate rather than sup-
press our emotions, embracing and befriending them rather than avoiding
and squelching them. This is not to say we will enjoy them—quite the con-
trary. But we can profit from their wisdom. We can profit most, however,
when we attend to them. We can mentalize emotionally, that is, feel and
think about our feelings at the same time.79 Mentalizing emotionally is one
facet of the continual reappraisal process that occurs during emotional epi-
sodes, as we take our own emotional state into account. Moreover, given that
most of our emotional episodes are interpersonal, mentalizing others’ emo-
tional states—empathizing—is also crucial to our continual reappraisals. No
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doubt, mentalizing emotionally is a big challenge in the context of trauma,
where emotional responses are quick and intense.


Fear and Anxiety


Imagine a girl whose mother is alcoholic. Whenever her mother drinks, she
loses her temper and goes on a rampage. The girl is in her bedroom playing,
aware that her mother is in the kitchen drinking. She knows that the tide has
turned when she hears her mother yelling. She runs to the closet; it’s hot,
stuffy, and dark. Her mother is looking for her and screaming her name. The
girl feels trapped, sweaty, and panicky. If she goes to her mother, she might
get yelled at or beaten. But the longer she hides, the more her mother will be
enraged. She’s in a dilemma. She feels helpless, and her anxiety escalates as
she tries to make up her mind what to do. But her mother storms into the
room and yanks open the closet door. Then the danger’s clear and imminent,
and she feels fear.


We could draw out this emotional episode and distinguish a wide spec-
trum of emotions in the fear family: apprehension, anxiety, fear, panic, and
terror. I’ll focus on fear, anxiety, and panic, and then briefly discuss coping
strategies.


Fear


Of all the emotions, fear is most central to trauma. Posttraumatic stress dis-
order (PTSD) is classified among the anxiety disorders, placing it in the fear
family. Fear is a response to threat of being harmed, physically or psycholog-
ically. Basic triggers include something hurling toward you through space,
sudden loss of support, and the threat of physical pain.126


Fear conditioning contributes substantially to reexperiencing trauma.145


You may be familiar with classical conditioning from Pavlov’s pioneering re-
search.146 Dogs learn to salivate at the sound of a bell, after being exposed to
repeated pairings of the bell with the scent of food. The food is an uncondi-
tioned stimulus for salivation, automatically eliciting an involuntary response.
Through learning, the bell becomes a conditioned stimulus for salivation. A
charging bear—or a looming, angry parent—is an unconditioned stimulus for
fear. Fear conditioning associates previously innocuous stimuli with frighten-
ing events: the smell of alcohol on a parent’s breath could be associated with
episodes of rage, and alcohol could then become a conditioned stimulus, trig-
gering the fear response in the absence of direct physical threat.


As you probably know from painful experience, conditioned fear re-
sponses are amazingly fast, faster than thought processes. These fear responses
can misfire when triggered by isolated stimuli in situations that are not actu-
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ally dangerous. For fear to serve its adaptive function, learning must go be-
yond associating one facet of a situation with another—the smell of alcohol on
the breath with the danger of being hit. We must learn to distinguish safe sit-
uations (e.g., being out with the family in a restaurant) from dangerous situa-
tions (e.g., being at the dinner table at home). This more complex learning is
called contextual conditioning. Unfortunately, trauma can undermine this more
discriminating pattern of responding, with the result that fear may fire off too
intensely at the wrong time—what’s called context-inappropriate responding.147


There’s nothing wrong with the response; it’s just not occurring in the right sit-
uation. One isolated cue that serves as a reminder of trauma —the scent of al-
cohol or the sound of a loud voice—might set off the fear response. But the
cue is occurring without the full dangerous context. My colleague, social
worker Kay Kelly, colloquially dubbed context-inappropriate responding the
90/10 reaction: it’s as if 90% of the emotion comes from the past trauma and
10% from the present trigger.148 In the throes of a 90/10 reaction, you can re-
gain control by mentalizing emotionally: you can consciously think through
your emotional reaction in light of the current context, for example, reassur-
ing yourself that you’re safe in the present. Admittedly, this is much easier said
than done.


Anxiety


Whereas fear is a response to clear-cut imminent danger, anxiety is a more
diffuse state of preparation for future danger. When we’re anxious, our at-
tention is directed toward any indications of threat in the environment.149


Thus anxiety tends to feed on itself: what threats we can’t see, we can imagine.
We can understand anxiety by considering its opposites: predictability,


control, confidence, and familiarity—circumstances and situations unfold-
ing as expected and desired. Want to pull yourself out of an anxiety state?
Find something you are good at. Do it. Get absorbed in it. Anxiety stops us
in our tracks. It’s linked to novelty, the unexpected, and loss of control. Or
something that used to work that doesn’t work anymore. Anxiety signals
danger: punishment, pain, and distress ahead. It signals us to put everything
on hold while we try to figure out what to do next.


The complex circuit in the brain that supports fear and anxiety has been
aptly named the behavioral inhibition system.150 This circuit continually
checks to see that things are going according to plan; when they don’t, the
behavioral inhibition system kicks in, bringing us to a screeching halt:
Freeze! Stop, look, and listen, and get ready for action. The circuit can check
progress many times in just a second; we can become anxious quickly when
things don’t go according to plan.


Anxiety signals a state of arousal, and it functions to ensure readiness for
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coping. Anxiety is adaptive to the extent that the behavioral inhibition sys-
tem disrupts ineffective behavior and prompts an immediate search for a bet-
ter solution. When you’re anxious, you’re stirred up, prepared to cope, but
you don’t know just how to cope. Alert, you look for danger, yet feel helpless
or out of control. Being anxious, you’re likely to focus inward on your own
discomfort.151 Then you may become distracted, more preoccupied with
controlling your anxiety than with the external problem that you need to
confront.


Momentary anxiety is adaptive; chronic anxiety is not. Cues associated—
however remotely—with past traumatic experience can trigger anxiety. You
feel quickly and unconsciously that something is not working, that danger
lurks nearby. At worst, you can wind up in a chronic state of anxious appre-
hension.151 Nothing is ever quite right; you never feel completely safe.


As stated earlier, anxiety seems to feed on itself. That’s because anxiety is
linked to anticipation. You don’t have to do everything to see how it will
work; you can think it through, anticipating consequences. In the lingo of
computers, you are able to run simulations in your head instead of having to
rely on actions in the world.152 Evolution has provided you with a mixed
blessing. You can also drive yourself crazy with this marvelous capacity to
simulate! You can fuel your anxiety by running all kinds of frightening sim-
ulations; this process is akin to sitting through a bunch of horror movies.
Simulation can rapidly become self-defeating. You may feel more anxious
and helpless rather than better prepared to cope. Ideally, you’d use your fa-
cility for simulation only for constructive purposes—planning ahead.


Panic


A panic attack is an extreme fear response. In the context of horrific trau-
matic experience, even the word “panic” fails to convey the intensity of the
experience. Terror may be a better term than panic.58 Unlike fear, panic often
occurs without any conscious reason. If you suddenly encounter a bear in
the woods and flee in terror, we would not say that you had a panic attack.
If you behave in the same way in a shopping mall without any clear reason,
then we call it a panic attack. In the context of trauma we might use the
term, terror attack.


Stress and trauma are common in the backgrounds of persons who de-
velop panic disorder,153 as well as those who experience nocturnal panic, that
is, panic attacks that intrude into sleep.154 Persons who have been trauma-
tized are likely to have panic attacks, because the terror that was appropriate
to the traumatizing situation is set off suddenly, without warning, for rea-
sons that may not be clear. The panic attack may be set off instantaneously
and unconsciously by some environmental cue associated with past trauma.
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A panic attack may also be set off by an internal physiological cue, such as a
change in heart rate, “butterflies,” or shortness of breath, if those physiolog-
ical sensations were also part of the original traumatic experience. Just as
we’re reminded of trauma by external events, we’re also reminded of trauma
by internal sensations. Thus treatment of traumatized persons struggling
with panic attacks may include interventions that desensitize them to these
physiological sensations.155 That is, you can purposely induce the sensa-
tions (e.g., increasing your heart rate by exercise or making yourself dizzy
by spinning around in a chair) and learn not to fear them.


Anxious Temperament


Many patients beset by trauma wonder: Why me? They know that others—
perhaps siblings—have gone through similar events without suffering such
extreme fear. I’m convinced that, for many persons, temperament plays an
important role in the impact of exposure to potentially traumatic events. As
noted earlier, temperament is part of our biological predisposition to emo-
tional disturbance, and, as part of the fear family, anxious temperament is
most relevant to trauma.


Developmental psychologist Jerome Kagan129 has extensively studied the
differences between inhibited and uninhibited children. He observed that about
20% of children show an inhibited profile, whereas about 40% show an unin-
hibited profile. Recall that the behavioral inhibition circuit makes us stop,
look, and listen. The hallmark of anxious temperament is an inhibition to the
unfamiliar—whether the unfamiliar is people, situations, objects, or events.
Inhibited children, on exposure to the unfamiliar, show avoidance, distress, or
subdued emotion. For example, on the first day of preschool, the inhibited
toddler is likely to sit alone in a corner cautiously, whereas the uninhibited
toddler will immediately jump into play with other children. The inhibited
toddler’s behavioral inhibition system is easily turned on in novel, unfamiliar,
or stressful situations. This proneness to arousal is partly a result of genetic
factors.


Children who are inhibited in infancy will not necessarily remain inhib-
ited for the rest of their life; they may learn to overcome their inhibited tem-
perament. Yet temperament puts constraints on development: while initially
inhibited infants may move out of the inhibited range into the middle
ground, they won’t move into the uninhibited range. But Kagan proposes
that temperamentally inhibited children who are exposed to more stressful
environments are likely to remain inhibited and anxious. He has also noted,
however, that excessive maternal protection—intended to spare the inhib-
ited child from frustration and anxiety—may backfire by hampering the
child’s development of coping mechanisms. But overprotection is not the
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primary problem for children who are mistreated. It’s reasonable to suppose
that individuals with an inhibited temperament, who are prone to distress,
would be most sensitive and reactive to traumatic experience. Sadly, I think
that such individuals, who may be more quiet and compliant, may be more
likely to be intimidated and exploited than those who are temperamentally
more feisty and obstreperous.


Temperament refers to partly inborn characteristics that are evident early
in life. We all share in human nature, and we all have our individual na-
tures—temperament. Stretching the meaning of the word, one could think
of temperament as not only shaping responses to trauma but also being al-
tered by traumatic experience. There’s no doubt that prolonged stress can
have a lasting effect on the nervous system. Thus, a child who is tempera-
mentally calm and sociable may become characteristically more distressed
and withdrawn as a consequence of repeated trauma.


Coping With Anxiety


Broadly speaking, there are two general approaches to mastering fear and anx-
iety. One involves efforts to calm yourself and to lower your general anxiety
level by various techniques such as relaxation and exercise. The other involves
deliberate exposure to the anxiety-provoking situation—in safe circum-
stances. I’ll discuss these approaches more fully in the context of emotion reg-
ulation (Chapter 12, “Emotion Regulation”) and treatment (Chapter 13,
“Treatment Approaches”). Here I want to emphasize the strategy of cultivating
rather than squelching emotion.


One of the major problems with fearfulness and anxiety is anxiety sensi-
tivity, worry that anxiety will have grave consequences.156 This fear of fear
can create a snowballing of anxiety, for example, as fear of increasing heart
rate can escalate into a panic attack. Healing from trauma involves learning
that anxiety and fear, as emotional states, are not dangerous—no matter how
unpleasant they may be. Exposure therapies—getting back on the horse that
threw you—entail confronting fear in a safe context, and part of the desen-
sitization process entails diminished fear of fear. When you’re less frightened
of your anxiety—as well as less frustrated with it, less ashamed of it, and less
embarrassed by it—your anxiety diminishes.


I’ve heard countless traumatized patients, beset by fear and anxiety, refer
to themselves as being a “wimp” or a “coward” when I think of them as
strong and courageous. I think they are being unduly stoic and are misun-
derstanding courage. To be courageous is not to be fearless; that’s reckless-
ness. On the contrary, as Grayling157 avers, “Courage can only be felt by
those who are afraid.. . . The quaking public speaker, the trembling amateur
actor, the nervous hospital patient submitting himself to needles and scal-
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pels, all are manifesting courage” (p. 22). To be traumatized and afraid, and
to carry on nonetheless, is courageous. Reaching out for help and seeking
treatment is courageous.


Anger and Aggression


Anger is also one of the basic emotions that are supported by much hard-
wired brain circuitry that we share with other mammals.137 Fear and anger
are closely intertwined as part of the fight-or-flight response; both promote
survival as part of the defense reaction.124 When escape is impossible, we
must rely on attack for self-protection. Hence anger’s action is aggression.


The common theme in the instigation of anger is thwarting—that is, any
interference with our goals and projects.126 A sense of injustice and unfair-
ness are ubiquitous triggers. Thus frustration commonly triggers anger and
aggression. More fundamentally, anger stems from anything that causes dis-
tress and displeasure, including physical pain, high temperature, and loud
noise.158 The arousal of anger produces an inclination to attack and hurt—
if not the person responsible for the thwarting or distress, at least someone
or something. We call attacking indirect targets, usually those in a subordi-
nate or less powerful position, displaced aggression. For example, when
stressed in a multitude of ways, men are more prone to abuse their children
and batter their spouse.


Just as anger and aggression play a major role in traumatizing behavior,
being subjected to anger and aggression inflicts trauma. As evident in bat-
tling couples and warring nations, anger and aggression beget anger and ag-
gression. Ample evidence shows that child abuse promotes aggression in
childhood and adulthood.159 Physical abuse of children constitutes a double
whammy, providing instigation to aggression as well as a model for how to
behave when angry—aggressively.


Many persons who have been traumatized have severe conflicts about
their angry feelings and about expressing their anger. Fear of anger is a com-
mon experience. For children and adults who are being abused or attacked,
expressing anger and being aggressive can result in being hurt worse. Thus
abused persons may attempt not only to inhibit their expression of anger,
they may also try to avoid feeling anger. Furthermore, particularly if you
have a history of abuse, and you’ve witnessed the destructiveness of anger,
you’re likely to feel guilty and ashamed when you experience and express
anger. Then anger can do violence to your sense of self, creating shame—
abhorrence in feeling identified with an abusive parent.


Having severe internal conflicts about an inevitable, natural response to
provocation and frustration—often as a result of being punished for it—is
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itself a major problem. Hence healing from trauma entails promoting greater
comfort with anger, which can help with the control of aggression. Yet we
cannot advocate cultivating anger without distinguishing between its benign
and destructive forms.


Benign Anger


The level of violence within homes and among groups worldwide makes it
hard to think of anger as benign. And this is not a new problem: in the sixth
century, Gregory the Great listed anger as one of the seven deadly sins (the
others being pride, greed, lust, envy, gluttony, and sloth). Centuries before,
anger was a primary target of the Stoic philosophers. Yet anger evolved for
self-protection, and we still need it for that reason. Deadly sin notwithstand-
ing, it helps to think of anger as a good thing. Psychologist Harriet Lerner160


began her best-selling book, The Dance of Anger, declaring that anger sends
a message: we’re being hurt; our needs are not being met; something’s not
right. We must heed this emotional message.


To reiterate, anger is potentially adaptive. From infancy onward, anger
provides fuel for overcoming obstacles.161 Have you ever become irritated
when you try to open a door that’s stuck? Your irritation energizes you to
yank it open with more force. So it is with interpersonal obstacles. Like anx-
iety and fear, anger is a source of arousal. It prepares us physiologically for
actively coping, confronting, resolving controversy, and defending ourselves.
Think of anger as power. Assertiveness, for example, is an effort to make
your case and get your way. When you run into an obstacle, assertion can
become infused with anger, which increases the vigor of your coping.


I remember talking about different forms of constructive anger years ago
in a trauma education group and having a wise patient protest that I’d missed
one: outrage. She was certainly right: given the scope of traumatizing maltreat-
ment, oppression, violence, and large-scale mayhem in the world, we sorely
need this empowering form of angry protest. In outrage, we have another form
of what Nussbaum characterized as violent knowing: “This is outrageous!” In-
dignation and outrage can instigate change in personal relationships as well as
in society more broadly. We’re now confronting so many sources of trauma
that we’re hard pressed to prioritize targets of outrage.162


Destructive Anger


As is all too clear in our daily lives and in the world at large, anger and ag-
gression can readily get out of hand, going beyond resolving controversy and
ensuring self-protection to become destructive. Common examples of un-
controlled aggression are vengefulness, cruelty, and sadism. Persons who are
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treated cruelly are provoked into being hostile themselves, and they are
likely to have significant conflicts about their own sadistic feelings—feelings
that are virtually inevitable in light of their past experiences.


Psychiatrist Henri Parens,163 an astute observer of anger in infancy and
childhood, spelled out a useful continuum of anger. At the benign end of the
continuum, he put irritability (beginning anger) and anger (a moderate
level)—both of which he regarded as helpful and self-protective. I’d add out-
rage to this list. Then he went on to define three levels of destructive aggres-
sion: hostility, hate, and rage. When anger rises to the intensity of rage, it’s
liable to be unmanageable and disorganized, then likely to lead to destruc-
tive aggression, as in blind rage. Rageful aggression can become a malignant
passion, sought out for the pleasure it provides.44 Persons who have devel-
oped such destructive levels of anger may find it extremely gratifying to
trash a room or to intimidate someone. They may reject such nondestructive
substitutes as vigorous exercise because such substitutes are less gratifying
to their passion.


Like anger, rage involves a burst of emotion. But the anger family also in-
cludes smoldering emotions: hostility and hate. Hostility goes beyond a mo-
mentary reaction to a particular aversive situation to infuse relationships in
a more lasting way. Someone provokes you, you feel angry, and that’s that.
When hostility comes into play, you feel antagonistic in a relationship with-
out being provoked at a given moment. A hostile person, for example, may
seem generally nasty and ill-tempered. In its extreme form, hostility be-
comes hate—an enduring, intense, passionately embittered attitude that can
destroy relationships. Yet even at the level of hate, we should be careful of
thinking in absolutes. Contemporary philosopher Claudia Card162 pointed
out that the inability to hate when hatred is earned can be dangerous. She
argued, “It can be a sign of progress to hate rather than worship an oppressor
or to hate the oppressor rather than oneself” (p. 49). She contended that hate
can be energizing rather than all-consuming, and hate can be self-protective
by distancing us from what we hate.


As we all know, like hate, power is a double-edged sword. Anger and ag-
gression can fuel a healthy sense of power, but they can also fuel an un-
healthy sense of power. When you’ve been hurt, dominated, or threatened,
you may naturally want to turn the tables. Persons who have been trauma-
tized and made to feel helpless and powerless may be loath to give up the
feeling of power associated with hostile destructiveness. A man who as a
child was made to feel powerless by his intimidating father may relish being
able to intimidate others as an adult. Moreover, aggression can often be ef-
fective (in the short run) in getting you what you want. By bullying and in-
timidating others, you can get your way. Thus, destructive aggression can be
highly reinforcing. Feeling powerful beats feeling powerless. At worst, pas-
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sionate aggression can become like an addiction. And, like other addictions,
destructiveness can provide immediate gratification—even a feeling of eu-
phoria—but then leave an aftermath of guilt, shame, and self-hatred. Then
you’re caught in a vicious circle: destructiveness fuels self-hatred, which fu-
els destructiveness, around and around.


Resentment and Forgiveness


I’d also put resentment, a potentially smoldering form of anger, in the ball-
park of hostility and hate. Resentment is a natural response to having been
traumatized by deliberate actions, such as assault or abuse, as well as by neg-
ligence, such as drunk driving. And it’s not just suffering through traumatic
events but also the legacy of trauma—ongoing psychological injury and the
damage to quality of life—that fuels resentment. Along with its cousins, hos-
tility and hate, resentment spawns a desire for revenge. Yet, as Grayling157


contended, by contributing to the escalating cycle of violence, revenge al-
ways makes bad things worse.


We’re accustomed to thinking of resentment as a vice and its antidote,
forgiveness, as a virtue. Whereas resentment is conducive to vengefulness
and escalating aggression, forgiveness is conducive to reconciliation and
peaceful relationships. Plainly, a life consumed by resentment manifests
trauma of the worst sort. As my colleague psychoanalyst Leonard Horwitz164


construed it, forgiveness entails letting go of obsessive rumination about the
injury as well as giving up the wish for retribution. Plainly, this letting-go
process can be healing, but it may be achieved only by virtue of long and
painful psychological work.


Yet philosopher Jeffrie Murphy165 urged that we should not be too quick
to jettison resentment in favor of forgiveness. As a response to wrongdoing,
resentment can maintain self-respect, promote self-protection, and reinforce
respect for the moral order. From this perspective, we could see outrage as a
healthy form of intense resentment. While there’s no disputing the benefits
of forgiveness, Murphy argues that forgiving too readily may be tantamount
to acquiescing to wrongdoing—an extreme case being the battered woman
who returns to her batterer, failing to respect and protect herself.


Murphy’s perspective jibes with views of traumatized persons in groups
I lead. The topic of forgiveness often elicits spirited debate. Some patients say
they could heal only after they forgave; others say they cannot imagine forgiv-
ing—ever. I agree wholeheartedly with Murphy’s view that there are no univer-
sal prescriptions, that forgiveness should be given cautiously, and that
forgiveness is not easy. These complexities are consistent with research that
shows no simple relation between forgiveness (or hatred) and recovery from
trauma.166
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To complicate matters further, I’m not sure we should view forgiveness as
a once-and-for-all matter. As events over the lifetime re-evoke trauma, feel-
ings of resentment are likely to resurface. We might view forgiveness as a pro-
cess or long-range project. Moreover, as Card162 elucidated, forgiveness has a
complex structure and need not be an all-or-nothing act. She delineated sev-
eral facets of forgiveness: renouncing hostility out of compassionate concern
for the offender; acceptance of the offender’s contrition; foregoing opportuni-
ties to punish; and renewing the relationship (i.e., reconciliation). Writing
about forgiveness in the context of extreme wrongdoing—evil deeds—Card
echoed Murphy in advocating a cautions approach to forgiveness while tak-
ing seriously the idea that some actions may be unforgivable. Card’s analysis
helpfully allows for many varieties of partial forgiveness—for example, re-
nouncing hostility or resentment without renewing the relationship with the
offender.


Anger Management


All the strategies of self-regulation (Chapter 12, “Emotion Regulation”) and
the full range of treatment approaches (Chapter 13, “Treatment Approaches”)
are pertinent to coping with trauma-related anger. Here I’ll describe one spe-
cific intervention, anger management. First, however, I’ll comment on what
I believe to be a misguided approach to dealing with anger: catharsis.


Many persons who have been abused and who struggle with hostile de-
structiveness think of themselves as filled with anger or rage. Perhaps the re-
peated experience of being provoked to anger and holding it in—stuffing
it—time after time makes you feel that you’re accumulating it, filling your-
self up. But I think this is a harmful illusion. Where is all this anger? In the
bowels? If you are filled with anger, the solution is to purge it. But endless
blowups, in therapy or elsewhere, do not reduce hostile destructiveness. On
the contrary, they may even lower your threshold for hostility and rage.
Blowing off steam may feel good in the short run, because it relieves ten-
sion—although the aftermath of guilt may bring all the tension right back.
But endless blowups do no good in the long run. You could even think of
blowing off steam as practicing anger—strengthening the habit.


You’ll have a better chance of dealing with anger constructively if you
think of yourself as easy to anger or as having a hot temper instead of as filled
with anger. Picture yourself with a short fuse, not as a huge container. Try
letting go of the image of yourself as being filled with rage, and think of
yourself as being too ready to flare up. You’re not filled with a legacy of rage
from past trauma; rather, you’re sensitized—easily angered by current provo-
cations that are reminiscent of the past trauma. Diminishing your anger en-
tails dealing with these current provocations in effective ways—and not
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contributing to them—so that your anger isn’t continually restimulated.
Cognitive therapy is the linchpin in current treatment approaches to an-


ger management. Our angry and hostile reactions are affected by how we ap-
praise and interpret situations. Persons who have been abused had little
leeway in how they interpreted the abusive situations; those situations in-
volved extreme provocation and distress. The early feelings, however, con-
tinue to be aroused by current situations that are both similar and different.
Your current reactions may reflect the 90/10 phenomenon—90% of the emo-
tion comes from the past and 10% from the present. These reactions call for
reappraisals that better fit current reality.


Decades ago, psychologist Ray Novaco167 pioneered a comprehensive,
multistep approach to anger control that focuses on education, relaxation,
and stress management. Applying this intervention to treating combat vet-
erans, Novaco and Chemtob168 aptly characterized context-inappropriate
anger as survival-mode functioning. There are several components to this ap-
proach. The first step involves learning about anger, as you’re doing here. As
I’ve been advocating, to control your anger, you must become more aware of
it. Blocking your awareness leaves you vulnerable to being blindsided. If you
can feel mild to moderate levels of anger, then you can identify the problem,
and you stand some chance of resolving it before your anger spirals into rage.
I encourage traumatized patients to cultivate feelings of frustration and irrita-
tion; the sources are endless. Cultivating irritation and anger can help you avoid
hostility, hate, and rage. Learn to distinguish between angry feelings and aggres-
sive behavior; you can be angry without necessarily being aggressive.


Anger management also involves learning to relax. Like anxiety, anger
and hostility entail high levels of arousal. To lower your level of arousal, any
means of inducing relaxation is appropriate. Relaxation is as basic to anger
management as it is to anxiety management. If you’re in a state of high ten-
sion, a minor last straw can tip the balance to rage in a flash. If you feel more
relaxed, you’ll have more time to avert an explosive buildup of rage.


The cognitive component of anger management entails learning to think
about yourself and provocative situations in a way that diminishes anger and
hostility rather than fuels them. What you say to yourself in a provocative
situation, as well as before and afterward, plays a major part in your emo-
tional reaction and in your ability to handle the situation effectively. Novaco
counsels against focusing on the provocations as personal affronts or ego
threats; in short, don’t take them personally. You will pour kerosene on the
fire of your anger by thinking, “He has it in for me.” Instead, Novaco recom-
mends a task orientation—that is, focusing on desired outcomes and on be-
having in such a way as to produce that outcome. Lerner’s book The Dance
of Anger160 is full of good examples.


Each individual must become aware of the thoughts that fuel anger and
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then come up with alternative thoughts that dampen it. Novaco169 gave
many examples of thoughts that can alleviate destructive levels of hostility
(p. 150): “This could be a rough situation, but I know how to deal with it”;
“You don’t need to prove yourself”; “There is no point in getting mad”; “Time
to take a deep breath.”


Anger management involves not only changing the way you think but
also learning new coping skills, including assertiveness. Often, persons who
have been traumatized in childhood have not had the opportunity to learn
reasonable ways of expressing anger; their models have been extreme and
destructive. Many anger management programs involve role-playing effec-
tive behavior in provocative situations. Practicing more graded expressions
of anger is helpful. I suggest starting with irritation and building up to anger.


Like any skill, learning how to express anger appropriately takes time. It’s
far more difficult to master than most other skills, however, because problems
with anger are embedded in a history of trauma, where feelings run high. Men-
talizing emotionally is especially challenging in the context of anger and, like
any other high-level skill, requires a great deal of practice. Aristotle, too, viewed
anger as good, with a major caveat: we must be angry at the right people for the
right reason in the right way.170 Not easy. Nussbaum117 thought Aristotle’s stan-
dards to be perfectionist and downright tyrannical. Few people I know claim ex-
pertise in expressing anger, even if they’ve not had a history of trauma.


Shame and Guilt


A woman in psychotherapy averts her gaze in shame as she tries to talk about
her adolescent sexual relationship with her piano teacher, a woman who was
20 years older than she. Orphaned in early childhood, the patient was raised
on a farm by an aunt and uncle who did not want her. She keenly felt their
resentment and sometimes overheard them talking about ways to get rid of
her. At school she was isolated, and after school she had to hurry home to do
chores on the farm, so she had little contact with other children. Her only
respite from chores was her weekly piano lessons, and playing in recitals and
competitions was her whole source of pride. Her piano teacher gave her
much-needed encouragement and praise. Gradually, however, her teacher
became more physically affectionate, and ultimately seduced her into a sex-
ual relationship. She felt guilty for going along with her teacher’s advances,
and she felt dirty as well. Now in her 40s and married with children, she has
felt ashamed about the relationship for more than two decades. Even looking
back, she has little compassion for the lonely girl who seized an opportunity
to feel loved and who had little comprehension of the exploitation involved.


Shame and guilt feelings are self-conscious emotions that pertain to con-
forming to social rules and upholding the moral order.141 These emotions
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begin developing in the second year of life, when we become both self-aware
and sensitive to the reactions of others.140 Although they overlap, shame is
a feeling of pervasive defectiveness, whereas guilt feelings stem from specific
actions that are hurtful to others. Shame also has a more public face, a sense
of knowing that someone else knows you’ve violated a norm or failed to live
up to your own or others’ ideals. Hence, feeling ashamed, you have the im-
pulse to cover your face, withdraw and hide. In short, shame is a feeling that
the core self is bad, whereas guilt is a feeling that specific actions are bad.141


Because it relates to a more pervasive sense of badness, shame tends to be
more destructive than guilt feelings.117


Both shame and guilt feelings have an adaptive side. Bearable shame can
have a salutary effect if it prompts constructive self-scrutiny and a fair ap-
praisal of our shortcomings, sparking self-improvement. Too, shame can be
excruciatingly painful, and this memorable experience can lead us to avoid
any recurrence by working on our failings. Bearable guilt feelings also can
have beneficial effects. They serve as a brake on actions—including destruc-
tive aggression—that may harm persons to whom we are close. And guilt
feelings are also positive in motivating reparative behavior, including confes-
sion, apology, and atonement. Our inclination to repair wrongs develops
early, in the second year of life. But trauma can render shame and guilt feelings
unbearable, in which case they may do more harm than good, motivating avoid-
ance rather than self-improvement and reparation, keeping you stuck.


Shame


Damage to any facet of self-worth may contribute to shame and related feel-
ings that range from embarrassment to mortification and humiliation. These
instigators include feeling incompetent, stupid, damaged, defective, dirty,
exposed, small, weak, out of control, powerless, helpless, unloved, and un-
lovable. Nussbaum117 emphasized the cardinal role of neediness and vulner-
ability, stating that we all must contend with shame, given the importance of
attachment relationships and their limitations. She highlighted primitive
shame as stemming from the inability to tolerate any lack of control or im-
perfection. And she noted the sheer pervasiveness of shame, which may
“sully the entirety of one’s being” (p. 216).


Little wonder that shame is a common facet of trauma.171 Traumatic
events render you helpless—the core of shame. Trauma wounds the self, the
sense of competence, and the capacity for mastery. This is true whether the
trauma results from a tornado, a car wreck, or an assault. But shame stems
most directly from abuse, whether in childhood or adulthood, in a home or
a prison camp. Any form of abuse will be demeaning, particularly to the de-
gree that abused persons are made to feel humiliated for their participation
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in shameful acts. But psychological abuse—deliberate terrorizing and hu-
miliating—is the most direct attack on the self and the most shaming. Nuss-
baum’s view that deep shame sullies the entirety of one’s being finds ample
support in abused persons’ self-concepts, which include not just a sense of
helplessness and worthlessness but pervasive self-hate and self-loathing, a
sense of being despicable, evil, and unwanted—even invisible.25


Although bearable shame can be adaptive, abusive trauma creates un-
bearable shame, and attempts to escape from shame can lead to additional
problems. Psychiatrist Donald Nathanson172 identified four common escape
routes. First, rather than leading to healthy self-examination, shame can
prompt withdrawal. You can isolate yourself, avoiding any exposure to oth-
ers. At best, you can lick your wounds and then return to society. Second,
shame can prompt avoidance. You can try to block out shame with alcohol
or other tension-reducing mechanisms. Or you can blot out the self-image
associated with shame by creating a false self-image, resorting to arrogance
and narcissism, fabricating an unrealistically positive self-image to assuage
the pain of failure. Third, you can attack yourself. You can avert shame by
mobilizing anger against yourself in the form of self-destructive behavior.
Finally, you can retaliate by attacking the other. Feeling overpowered and
ashamed, you can turn shame into destructive aggression. You can attempt
to overpower others by humiliating them and exposing them to shame. Yet
aggression is a particularly dangerous way of coping with shame, not only
because of its potentially damaging effects but also because you can become
ensnared in a shame-rage spiral.161 Exploding in rage leads to a feeling of be-
ing out of control, which itself is humiliating, fueling further shame and
rage, a volatile mix that often ignites physical abuse and battering.


The pathway out of shame includes making peace with your dependency
and vulnerability, as well as developing a stronger sense of self-worth. As
Nathanson172 argued, pride is the antithesis of shame; hence recovering from
trauma entails cultivating pride. Alas, I’m now advocating another of the
seven deadly sins, this one the greatest of all, as C.S. Lewis173 proclaimed.
But Lewis equated pride with self-conceit and took pains to distinguish it
from healthy pleasure in being praised and receiving warm-hearted admira-
tion. A feeling of pride goes with healthy striving and a sense of success and
accomplishment. The opposite of shame, pride evokes a wish to be seen and
admired by others. Pride is worth cultivating, and I’ll discuss it further later
(Chapter 12, “Emotion Regulation”).


Guilt


To reiterate, guilt feelings stem from a sense of responsibility for having
harmed others, that is, having caused suffering, loss, or distress. Overlap-
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ping with shame, guilt feelings may also stem from engaging in actions felt
to be morally wrong. Guilt feelings can be more or less realistic—when the
sense of responsibility or degree of harm is exaggerated, we think of guilt
feelings as being unrealistic.


Many persons who’ve been assaulted and abused not only are ashamed
but also feel guilty. They feel responsible for having acted contrary to their
values. A woman who is raped may feel that she has acted sinfully, even
when a knife was held to her throat. An abused child may desperately try to
avoid anything that would arouse the rage of an abusive parent; failing to do
so, the child may attribute the parental rage to her own behavior—as if she
is the cause of the parent’s distress and thereby blameworthy for the abuse.
As Nathanson172 contended, feeling guilty in relation to parental abuse may
protect the child’s image of the parents as loving; better to feel guilty than to
believe ones’ parents are incapable of love and protection. In addition, feel-
ing responsible for mistreatment can provide an illusion of control: I could
prevent it if only I were good enough. This illusion counters feelings of help-
lessness, but at a high cost: feelings of guilt and shame.


Guilt feelings are particularly prominent in close relationships, such as
attachment relationships, because these relationships entail an especially
keen feeling of concern for the other person’s welfare.174 Thus we feel most
guilty when we hurt those whom we love, as we will inevitably do. Hence
unrealistic guilt feelings are particularly strong in attachment relationships
that involve being abused; being abused by no means necessarily under-
mines loving feelings. Children can feel guilty for enraging their beloved
parents.


Trauma-related guilt feelings can be highly destructive, contributing to
self-sacrificing and self-punitive behavior. Much of healing from trauma
therefore entails rethinking your level of responsibility for traumatic events.
Not uncommonly, ongoing shame and guilt feelings stem from seeing the
past through the lens of the present. The patient who continued to feel
ashamed and guilty for her sexual relationship with her piano teacher not
only failed to appreciate the coercive aspect of the relationship—her teacher
was a far older person in a position of authority—but also acted as if she
should not have compromised her values. She lacked compassion for the in-
tensity and reasonableness of her needs for attention and affection, and she
was looking back on herself as if she should have the values, wisdom, and
self-control of a woman in her 40s when she was in mid-adolescence.


No doubt, we all have plenty to feel guilty about. Just as we can think
about the possibility of overcoming resentment by forgiving those who have
done us harm, we can think about the possibility of self-forgiveness in rela-
tion to the harm we’ve done to others. Like forgiving others, forgiving one-
self is a complex achievement; it requires that you renounce hostility toward
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yourself, adopting instead a compassionate attitude toward yourself.162


Moreover, Murphy165 argued that we should take self-forgiveness no more
lightly than forgiving others, lest it become a meaningless act. Making a
complete parallel, he questions whether self-forgiveness should occur in the
absence of genuine repentance. And self-forgiveness should not necessarily
be total; we all must live with some legacy of guilt feelings. Yet for persons
who have been traumatized, and especially those who have been abused, the
guilt feelings far outweigh the actual guilt—the harm done. Thus we must
see the trauma for what it was, with an attitude of compassion rather than
self-condemnation.


Disgust


Nussbaum117 construed disgust as a visceral emotion; at its core, disgust en-
tails a feeling of revulsion in relation to the oral incorporation of substances
that are contaminated, deteriorated, or spoiled.126 We associate disgust with
a bad taste or feeling sick to the stomach. Objects of disgust usually relate to
animals and animal products, as well as our own: mucus, blood, vomit,
urine, and feces. By extension, we can be disgusted by objects we take in
through other senses: offensive smells and abhorrent sights such as grue-
some wounds. Like other basic emotions, disgust is adaptive in motivating
us to avoid and expel contaminated substances, such as by vomiting. Disgust
also motivates us to maintain personal hygiene and a sanitary environment
as well as to engage in purifying acts, such as washing and cleaning.


Many traumas engender intense disgust. Some forms of psychological
abuse capitalize on disgust, for example, when children are purposely forced
to eat unpalatable foods. Being forced to engage in fellatio and other oral sex-
ual activities also can trigger core disgust. Because of its inherent connection
with oral incorporation, trauma-related disgust can play a role in the devel-
opment of eating disorders.175


Disgust develops later than shame and guilt feelings, and it’s influenced
significantly by social teaching. And oral disgust becomes symbolically
extended to interpersonal disgust, which also motivates avoidance and re-
jection.141 Ekman126 added fed up disgust to this array. For example, wives
commonly become fed up with their husband’s stonewalling—angrily clam-
ming up and refusing to deal with the wife’s feelings. Fed up disgust does not
bode well for marital stability.


We may find a wide range of actions disgusting, and a history of trauma
may sensitize a person to disgust. But interpersonal disgust can be perni-
ciously far ranging: targets may come to include persons or groups whom we
perceive to be strange, diseased, unfortunate, or morally tainted. In this con-
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text, Nussbaum117 emphasized a potential defensive function of disgust.
Mired in shame, we can project our self-disgust onto others, regarding them
with contempt.


To reiterate, like other basic emotions, disgust is powerful and self-protec-
tive in its origin. Disgust can motivate us to maintain firm boundaries, provid-
ing protection from whatever we may find offensive. As Nussbaum articulated,
however, we may become haunted by self-disgust and may reject our own hu-
manity and animality. Then we’re vulnerable to shame as well as destructive
projection. Extending our boundaries too widely abets disgust and contempt
toward others and undermines our capacity for tolerance, empathy, and com-
passion for others.


Sadness


Sadness is an attachment emotion. Prototypically, sadness is a response to
loss, and, as Grayling16 stated, it was to stanch the pain of loss that the Stoics
were motivated to counsel us against forming attachments to objects we can-
not control—everything beyond the sphere of our own mind (as if we could
fully control that!). Grayling well captured the profound impact of loss,
which can reshape the world, sometimes with cruel suddenness that under-
mines confidence and faith.


But our attachments expose us not just to the prospect of permanent loss
but also to temporary losses: separations. As Bowlby176 brought into bold re-
lief, attachment is essential to our survival, and our cries of sadness evolved
to beget reunion. These cries not only alert the attachment figure to the off-
spring’s distress and location but also motivate caregiving by evoking conta-
gious distress in the attachment figure.


Bowlby characterized sadness as an emotional protest against separation
and loss. In the face of devastating losses, such as the sudden death of a
child, we need a stronger word. Ekman126 proposed agony. Acute agony may
evolve into prolonged sadness. Bowlby observed that prolonged separations
lead to a transition from protest to despair; prolonged sadness can bridge
into the hopelessness of depression.


Many traumatized persons struggle with agonizing sadness. I’ve empha-
sized the core traumatic experience of feeling afraid and alone: endangered
and separated. Not just fear—and anger—but also distress, sadness, and cry-
ing are inherent to this basic trauma experience. But it’s not just acute sadness
that is involved; much trauma entails more enduring neglect and deprivation
and thus prolonged sadness, longing, and loneliness. And sadness lodges in
memory and is easily brought to the fore by reminders of trauma, such as expe-
riences of feeling let down, rejected, abandoned, or isolated.
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But trauma unfortunately entails not just repeated separations—tempo-
rary losses—but also permanent losses. Some losses like violent deaths can
be especially traumatic. But trauma itself, from any source, brings losses. At
worst, with a long history of attachment trauma in childhood, survivors may
feel as if they’ve lost the opportunity to be a child or lost their childhood
dreams. And, like any other illness, trauma brings a loss of health and loss
of functioning. These losses of health and functioning—depression is a
prime instance—may precipitate other losses, for example, by damaging re-
lationships, careers, or employment opportunities.


Sadness can be so painful that it’s hard to appreciate its adaptive func-
tions, but we must keep these in mind. Cries of sadness and distress evolved
in relation to their communicative function—you’re suffering, and you need
help and comfort.126 In addition, sadness promotes grieving, because it
tends to slow you down and to encourage reflection, evoking memories of
whatever you’ve lost. As we all know, these memories can come unbidden,
evoked by far-flung reminders of the loss. As Grayling16 put it, absence is a
large presence; we’re attuned to what we are missing. Sadness fosters the
painful mental work of remembering and mourning that ultimately enables
us to let go. But sadness also enables us to stay connected to what we have
treasured, to keep it in mind. Over time, true to its evolved function, sadness
can motivate us to form new attachments.


Working With Emotions


Although painful, negative emotions are natural, potentially adaptive re-
sponses to aversive situations. Thanks to eons of evolution and a long his-
tory of individual social learning, we rapidly make highly sophisticated
emotional judgments that organize and motivate us to cope adaptively. But
adaptation is imperfect at best, and trauma not only evokes inordinately
strong emotions but also may undermine the development of our ability to
make use of attachments and self-regulation skills to manage our emotions.
Then it’s tempting to go the Stoic route, squelching emotions.


Instead, I’ve advocated cultivating emotion. Thinking in terms of emo-
tional control isn’t wrong. As Levenson119 argued, we come equipped with
automatic core programs surrounded by various control mechanisms. Yet
I find the term, control, a bit iron fisted in its connotations. Mastering emo-
tions is more ambitious still. Working with emotions seems more modest. To
reiterate Nussbaum’s117 view, thinking we should let reason dictate our emo-
tions is downright tyrannical.


We’re not finished with emotion; we’re just getting started, as all other
topics in this book pertain to emotion. I’ll consider ways of working with
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emotion more extensively in the section on healing. Here I want to empha-
size the wisdom of prevention. All the things we recommend for dealing
with problematic emotional responses are hardest to do when emotion has
reached extreme levels of intensity. It’s well nigh impossible to relax when
you’re in the midst of a panic attack, to think reasonably about a situation
when you’re in a rage, or to do something to cheer yourself up when you’re
in the depths of despair.


To reiterate, you can exert most influence when your feelings are at mild
to moderate levels. To grasp this point, imagine your feelings rising on a
curve, as depicted in Figure 3–1. At the lower levels of the curve are more
workable feelings. As the curve rises, your feelings become more difficult to
regulate. At a certain point on the curve, you’ve gone beyond the point of no
return—your feelings have escalated to the level at which you may feel im-
pelled to resort to emergency measures, such as striking out, running away,
using alcohol or drugs, or engaging in self-injurious behavior. At that point,
most of the techniques recommended by us therapists are beyond reach.


Actually, to refer to the point of no return is something of an exaggera-
tion, because you do recover from a state of panic or rage, and you can pull
yourself up from the depths of despair. Yet, when you’re in a panic, you may
be able to do little more than keep yourself safe and wait it out, perhaps re-
assuring yourself, “I’ll get through it; I have before.” Trying to dissuade me
from histrionics, my colleagues Kay Kelly and Lisa Lewis recommended sub-
stituting the point of difficult return for the point of no return.148 Right they
are: often very difficult.


FIGURE 3–1. Emotional control by prevention.
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Certainly, you’ll work best with your emotions—seeking comfort from
others, using relaxation, or talking yourself through it—when your emo-
tions are at mild to moderate levels. This approach, however, requires more
awareness of emotions, more feeling rather than less feeling. You’re in the
best position to mentalize emotionally when you’re attuned to mild anxiety,
frustration or irritation, or discouragement. Then you can successfully im-
plement coping strategies and, most important, engage in interpersonal
problem solving that will resolve the affronting situation. Emotional feelings
are signals; we can make use of them, work with them.
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MEMORY


By definition, traumatic experience overwhelms us when it occurs. Sadly,
trauma does not necessarily end when the traumatic situation is long past.
Many traumatized persons continue to reexperience the trauma whenever
memories of the event are evoked. Along with the memories come painful
emotions and the sense of helplessness. This chapter addresses two aspects
of traumatic memories. First, you may feel beset by intrusive memories that
you can’t keep out of mind, and you need to learn how to cope with them.
Second, your memories may be clouded and confusing such that you don’t
remember clearly what happened and you don’t know what to believe. At
worst, these two problems may go together: you may have an amalgam of too
much and too little memory, being bombarded by fragmented traumatic im-
ages that make no sense.177


You’ll be in the best position to cope with these two challenges if you’re
armed with a bit of knowledge, so I begin this chapter with a primer on mem-
ory. Then you’ll be in a position to understand intrusive memories and to
think about constructing an autobiography that can make remembering trau-
matic experiences more bearable.


A Primer


As you go about your day, you’re remembering continuously. You wake up
in the morning and automatically remember where you are. You remember
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the layout of your home and identify the objects in your environment. You
start anticipating what you’ll do during the day on the basis of memories of
those activities in days past. Where you are, what you do, what you think
about—all stimulate elaborate memory networks, and these memory net-
works guide your actions and thoughts.


Memory networks include sensory, semantic, and emotional aspects.
We’re highly visual creatures, so much of our sensory memory involves pic-
turing events in our mind. But we also have elaborate memory for the full
range of sensory experience—sound, smell, taste, touch, and pain. We also
remember ideas and retain knowledge—semantic memory. Early in life, we
naturally learn to translate our sensory-perceptual experience into a verbal
narrative, a story, and we use this autobiographical knowledge to communi-
cate our experiences to others.


As we go about our day, continuously remembering, we are feeling. We al-
ways remember emotionally. Sometimes the feelings may be subtle, barely no-
ticeable. Sometimes our emotional remembering is so powerful that we can be
plummeted into intense emotions—terror, panic, or rage. Intrusive traumatic
memories typify this extremely painful remembering. But our well-being de-
pends on remembering emotionally: the emotional component of remember-
ing provides an essential steering function,118 guiding us toward what has
been good for us (rewarding and pleasurable) and away from what has been
harmful to us (threatening and painful). When they’re overwhelming, trau-
matic memories block this adaptive process.


Explicit Versus Implicit Memory


In Chapter 2 (“Attachment”), I discussed how we mentalize both explicitly
and implicitly; the same goes for remembering (see Table 4–1). If you’re
asked to talk about a pleasant memory from your high school years, you’ll
be remembering explicitly. The hallmark of remembering explicitly is put-
ting an experience into words, although you can remember explicitly in pic-
tures as well—you could draw something from the memory or just imagine
a scene. You remember explicitly when asked for knowledge, for example,
when you take a test. Explicit memory is also called semantic memory (to the
extent you can put it into words) as well as declarative memory (you can de-
clare it). Remembering explicitly is a relatively conscious and deliberate pro-
cess; you’re aware of remembering.


But we also remember implicitly, without conscious awareness of the
events that are associated with the memory network that has been activated.
This implicit memory also has been called procedural memory; you remem-
ber procedures for doing something. We might also call it habit memory or
skill memory. When you ride a bicycle, drive a car, or play the piano, you are
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relying heavily on implicit, procedural memory. You might conjure up an ex-
plicit memory of a time when you were learning to ride the bicycle, but you
could hardly use that explicit memory to do the riding!


To a large extent, our emotional remembering is implicit, based on auto-
matic associations between situations and emotional responses. Because
emotional remembering is implicit, we may not explicitly remember the basis
of the emotional responses. How many times have you had a vague feeling of
discomfort, not knowing where it comes from? As discussed in Chapter 3
(“Emotion”), we can think of these reactions as conditioned emotional re-
sponses, evoked automatically, rapidly, and unconsciously by certain stimuli
and situations. Typically, when you become aware of a feeling, you try to
think about its basis, and you might come up with an explicit memory: “Now
I know why I feel uncomfortable around him; he reminds me of the guy who
used to bully me in school!” When these conditioned emotional responses
take on traumatic intensity, we refer to the stimuli or situations that evoke
them as triggers. To reiterate, when an implicit emotional memory has been
triggered, you may or may not be able to retrieve an explicit memory that en-
ables you to make sense of your feelings.


Stages of Explicit Memory


Your nervous system is designed to form conditioned memories quickly. You
learn immediately not to touch a red-hot burner on the stove and to keep


TABLE 4–1. Types and stages of memory


Implicit memory


Procedural (automatic, habitual responses, e.g., motor skills)


Conditioned emotional responses (e.g., automatic response to reminders of
trauma)


Explicit memory


Sensory memory (e.g., visual images of past experiences)


Semantic memory (verbal knowledge, e.g., remembering facts)


Autobiographical memory


Personal event memories (memories for specific events)


Autobiographical narrative (describing one’s past in words)


Stages of explicit memory


Encoding (form a memory, e.g., by paying attention and putting experience into
words)


Consolidation (automatic process that converts short-term to long-term
memories)


Storage (retention of remembered information over time)


Retrieval (deliberately bringing memory to mind)
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your distance from a person with an angry facial expression. As discussed in
Chapter 3, your conditioned emotional responses are fast—you can feel
frightened in a small fraction of a second, long before you have a coherent
thought about what’s disturbing you.


In contrast, we form explicit memories over time in a process that unfolds
in stages (see Table 4–1).178,179 First, to remember something explicitly, we
must encode it—pay attention, comprehend it, put it into words, mull it over,
perhaps talk it over with someone else. Such elaborative encoding is most ob-
vious if you’re consciously trying to remember something complicated, such
as when you’re preparing for an exam, but the same basic processes are in-
volved in anything you remember explicitly. Encoding is followed by consoli-
dation, a slow neurobiological process that transforms short-term memories
into long-term memories. Encoding and consolidation lead to durable storage.
A head injury, for example, can block the process of consolidation, such that
an event that was encoded is no longer stored. Storage permits retrieval or re-
call, that is, deliberate reactivation of the memory. Memory can be disrupted
at any stage. You might fail to encode, consolidate, store, or retrieve events
from your past. Of course, encoding, consolidation, and retrieval are a matter
of degree, such that much of your recall is partial, as you know all too well
from taking tests.


Autobiographical Memory


Few of us have written one, but each of us has an autobiography, and it’s an
ongoing creation. Unlike a book, our autobiography is fluid, not just always
under construction but also undergoing reconstruction—sometimes major
revision. And unlike the way we read a book, we don’t go through our auto-
biography from beginning to end; we dip into it at various places—more like
a book of poetry or artworks. But it’s helpful to think about the process of
explicitly remembering our past as an autobiographical work, and the role
of memory in constructing an autobiography is less straightforward than
you might think—especially if you have a history of trauma.


I think it’s helpful to distinguish autobiographical narrative from autobio-
graphical memory. Autobiographical narrative is what we say or write about
our past. Our autobiographical narratives are based partly on what psychol-
ogist David Pillemer180 helpfully pinpointed as personal event memories, that
is, explicit memories of past events. A personal event memory is specific to
a particular time and place, is detailed in sensory imagery, includes a sense
of the surrounding personal circumstances, is believed to be a truthful rep-
resentation of your history, and is remembered vividly, with a sense of reliv-
ing the event.


Typically, on the fly, we construct autobiographical narratives from our
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personal event memories. Our autobiographical narratives range from tell-
ing about events of the day to recounting an amusing childhood story. But
remembering personal events is not the only basis of what we believe and
what we say about our past.181 Our autobiographical beliefs and narratives
also take into account what we have been told or led to believe about our
past by others, such as family members. Many of us take reams of pictures
to aid our memory. Our memory is patchy, and we fill in the gaps with plau-
sible ideas, which we associate with sensory images. Our memories can be-
come intermingled with fantasies, daydreams, and even dreams. How often
have you wondered: Did it really happen, or did I dream it? And, when in
doubt, our memory can be influenced by what we prefer to believe about our
past. Nothing is infallible about a written biography or autobiography—and
nothing is infallible about our autobiographical narratives, which are based
only partly on personal event memories, themselves hardly infallible, albeit
usually believable.


Intrusive Memories


Remembering emotionally includes much painful remembering—we feel the
sting of shame or embarrassment as we remember our gaffes. Inherent in per-
sonal event memories is a feeling of reliving. When the events were trau-
matic, so can the reliving be, as remembering entails feeling terrified or
enraged. Such memories can be intrusive—unbidden, unwanted, and un-
bearable. Persons who have witnessed violent injuries and death in car
crashes, fires, combat, or terrorist attacks may be haunted by vivid, gruesome
images—sights, smells, and sounds. Similarly, growing up with violence in
the home—or living through it as an adult—may leave a legacy of recurrent
images of yelling, screaming, and beatings. Many emotions prompt actions.
You may feel like turning your head or running away, or even attacking. It’s
not unusual to find a traumatized person cowering in a chair or a corner, par-
alyzed by fear.


Flashbacks


Traumatic memories associated with a feeling of painfully reliving the event
are called flashbacks, a term that connotes the rapidity with which such
memories can be evoked. Many persons are blindsided by flashbacks that
have been triggered out of the blue by some reminder of trauma. Not uncom-
monly, the triggers are hard to identify, compounding fear with bewilder-
ment. Traumatic memories also intrude into sleep in the form of nightmares
(see Chapter 9, “Posttraumatic Stress Disorder”).
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Flashbacks and nightmares can be relatively direct replicas of the trau-
matic experience. Some traumatic events are remembered and relived with
crystal clarity, in full detail, accompanied by a coherent sense of what hap-
pened. These are prototypical personal event memories, albeit with a trau-
matic intensity of emotion. At the other extreme, just as terrifying or even
more so, some flashbacks are more like the typical nightmare, a collage of
images that defy comprehension. Accordingly, some persons refer to their
flashbacks as “daymares.” Like other memories, flashbacks vary in historical
accuracy and may blend memory, emotion, imagery, and fantasy.182 At
worst, in a full-blown flashback, you may lose contact with current reality,
superimposing traumatic images on the current situation. I remember an ex-
perience that was as uncanny for me as a therapist as it was terrifying for my
patient. In the midst of a session, when we were talking about her relation-
ship with her abusive father, she began seeing me as him: she was looking
straight into my eyes, but I was he, and it took a long while for her to become
reoriented and see me for who I was. Her current reality had been completely
overshadowed by memory, and she only regained a sense of reality with
effort.


As all roads lead to Rome, all connections seem to lead to trauma. It’s not
surprising that thinking and talking about traumatic events, as we do in psy-
chotherapy, can trigger a flashback. But even a small cue can do so—not just
external stimuli like sounds and smells but also internal stimuli, like body
sensations or physiological arousal. Thus traumatic memory networks have
been likened to black holes.183 Whereas you might strain to remember some
things, there seems to be a hotline to traumatic memories—or, as one person
with posttraumatic stress disorder put it, a “superhighway to the trauma
center.” The connections can be very strong, and they may be made more so
by recurrent flashbacks. Ironically, the very effort to suppress such memories
may keep them active and even bring them to mind—particularly when you
are under stress.184 Also, vulnerability to intrusive memories can be in-
creased by drugs and alcohol and by lack of sleep.177


To remember is to recreate previous experience. To remember trauma
with its full emotional force is to undergo trauma again, in your mind. Such
experience keeps the traumatic memory stirred, and it could become a form
of rehearsal; like any other memory, the more the traumatic memory is re-
hearsed, the more easily it will come to mind. As I’ll discuss further in Chap-
ter 7 (“Illness”), repeated exposure to traumatic events may sensitize your
nervous system, such that you become more and more reactive to stress.
Flashbacks, just like repeated traumatic events, can contribute to this pro-
cess of sensitization, highlighting the need to do whatever possible to inter-
rupt this process.185 Hence the most pressing question about flashbacks:
how do I stop them?
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Stopping Flashbacks


I find it helpful to formulate two goals: first, the short-term goal of learning
how to interrupt flashbacks; second, the long-term goal of preventing them.
Preventing flashbacks requires the whole of trauma treatment, as will be dis-
cussed in Chapter 13 (“Treatment Approaches”). As discussed there, medica-
tion can be of help in treating intrusive symptoms, and prompt intervention
is important to help avert an escalating spiral of flashbacks, nightmares,
panic, and further sensitization of the nervous system.


In the short run, the first step in interrupting flashbacks requires men-
talizing. Flashbacks illustrate a glaring failure of mentalizing in the sense
that the traumatized person is reliving the trauma as if it were happening all
over again in the present, rather than recognizing the traumatic memory for
what it is—a mental state. Failing to mentalize confuses an internal mental
state with external reality. Consider the parallel process of a nightmare:
you’re dreaming, but the dream seems real. You wake up and feel relieved
when you begin mentalizing: it was just a dream.


As I’ll discuss further in Chapter 12 (“Emotion Regulation”), mentaliz-
ing puts you in a position to regulate your emotional states deliberately and
constructively. Specifically, you can employ various means of grounding to
interrupt flashbacks.186 Grounding entails becoming reoriented to the
present, typically by drawing attention to sensory input. Our first instinct
when someone seems out of touch is to call their name, drawing their atten-
tion to the present. Often, this intervention does not suffice, and the process
of reorientation can take many minutes, or even hours in some instances.
There are many forms of grounding, including looking around, naming ob-
jects in the room, feeling the weight of your body on the chair, getting up
and walking, splashing water on your face, and talking to someone. Some
patients find it helpful to squeeze their fist or a rubber ball, chew a strong
mint, or even hold crushed ice in their hand. If possible, holding a conver-
sation is best, because conversing forces you to engage with another person
in the present and brings the possibility of emotional support. Of course, re-
orienting yourself to outer reality is easier said than done when you are in
the midst of a full-blown flashback. As with controlling extremes of emo-
tion, prevention is the best medicine. Becoming aware of building anxiety
that heralds a flashback enables you to implement grounding techniques be-
fore you begin losing control of your state of mind, at which point grounding
yourself becomes far more challenging.


It’s worth mentioning here in the context of stopping flashbacks a point
I’ll reiterate throughout this book: you must pay attention to current rela-
tionship patterns that are reminiscent of past traumatic relationships, be-
cause these current interactions play a large part in keeping traumatic
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memories active. To give a blatant example, a woman suffering flashbacks re-
lated to her father’s beatings would be rowing upstream in trying to stop
them in psychotherapy if she’s going home every night to an abusive hus-
band. But the process can be subtler. Traumatic memories of an assault by a
gang can be evoked by a feeling that your colleagues or friends are ganging
up on you. Subtler still, a stressful lifestyle conducive to chronically high
levels of tension and anxiety can keep traumatic memories alive—emotional
states alone can serve as reminders. I cannot state this point too emphati-
cally: coping with current life stress and actively resolving relationship conflicts
plays a major role in coping with past trauma, flashbacks included.


The Power of Positive Remembering


As emphasized in cognitive therapy,187 you can exert some control over your
emotional experience by what you think about. This power of thought may
be used for good or for ill. The power of negative thinking is substantial; neg-
ative thinking—and negative remembering—can fuel anxiety or deepen de-
pression. We can spend a lot of what I think of as “mind time” mired in
distressing thoughts and memories. It might be a good idea to devote more
mind time to positive memories.


The power of positive remembering is worth cultivating. Good memo-
ries should be treasured. Good experiences are deserving of our attention,
and they’re worth adding to our store of good memories. You can learn to
draw your attention to a network of good memories associated with positive
feelings such as pleasure, comfort, tenderness, safety, peace, and confidence.
As an exercise, try to remember an event that goes with each of these positive
feelings. By dwelling on these memories, you can more readily call them to
mind.


The Accuracy of Autobiographical Memory


A woman in her late 30s entered psychotherapy for the treatment of anxiety
and panic attacks. Her psychotherapist had no special interest or expertise in
treating the effects of sexual abuse, and she conducted the exploratory ther-
apy in her usual fashion. She prescribed medication for the woman’s anxiety
symptoms, and she attempted to help the patient appreciate the many cur-
rent stresses that contributed to the anxiety. Like others who struggle with
anxiety, the patient often felt that things were out of her control. In addition
to reviewing current problems, the therapist and patient explored childhood
experiences that might have laid the foundation for her feelings of being out
of control. Several months into psychotherapy, the patient began remember-
ing having been molested by an older man. She had stayed with him occa-
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sionally when her mother was working and her usual babysitter was ill or out
of town. The patient was chagrined by these memories. They seemed to
come from out of the blue, precipitated only by her exploring the feeling of
being out of control. Her therapist was also taken aback, having no prior in-
kling that this childhood sexual abuse might have been a factor contributing
to her patient’s anxiety.


For a long time, the patient was bewildered by her emerging memories.
She didn’t know what to make of them. They were spotty and vague. Her
memories never did become very clear, although she spoke with family
members and confirmed that she had indeed occasionally gone to this man’s
house when other caregivers were unavailable. Gradually, taking her inner
experience seriously, she became convinced that she had been molested. She
developed a deeper understanding of the reasons for her extreme anxiety and
her feelings of being out of control. She experienced justified outrage and
learned more fully to express her anger about what troubled her in the
present. In turn, she gained a sense of being more in control. Eventually,
months after the traumatic memories first came to mind, she was able to
leave them behind, rarely dwelling on them again.


Most persons who have been traumatized remember their traumatic ex-
periences relatively clearly. They’ve never forgotten them, and they have no
doubt about what happened. For others, like the woman whose exploration
of her anxiety led to a revelation of childhood sexual molestation, matters are
not so clear. These persons may have gone for years—even decades—without
remembering various traumatic childhood experiences. Then, seemingly out
of nowhere, images suggestive of traumatic experience start coming to mind.
These intrusive images may be triggered by new traumatic experiences rem-
iniscent of the earlier trauma. A rape could rekindle memories of incest. But
the connection need not be so direct; traumatic memories could be evoked
by any stressor—an accident, a move away from home, a loss, or conflict in
an intimate relationship. Anything that engenders a feeling of extreme help-
lessness might rekindle traumatic memories. Or, as in the case just described,
the memories may resurface in the course of exploratory psychotherapy
sought out for other reasons.


The sudden eruption of intrusive memories is terrifying and bewilder-
ing. You might agonize, “Did it really happen?” “Am I just imagining it?”
“Did I make it all up?” You’re in a no-win situation: “If it really happened,
it’s horrible beyond belief. If I’m making it up, I must really be crazy!” If you
find yourself in this predicament, you might go back and forth; sometimes
you think it’s an accurate memory, but at other times you conclude it’s just a
fantasy. You may take solace in the fact that your own puzzlement is mir-
rored by a century of professional debate and controversy. If you’re reading
this chapter to come to grips with cloudy memories, I encourage you to cul-
tivate tolerance for ambiguity and uncertainty. Be prepared to think in
shades of gray rather than black and white.
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Freud’s Quandary


A century ago, Freud188 labored to understand the causes of debilitating
symptoms, including anxiety, depression, suicide attempts, painful physical
sensations, and eruptions of intense emotions associated with images of hal-
lucinatory vividness. He had worked with 18 patients with such symptoms
and concluded that, in every instance, the symptoms were connected with
sexual trauma in early childhood. He proposed, “At the bottom of every case
... there are one or more occurrences of premature sexual experience, which
occurrences belong to the earliest years of childhood but which can be re-
produced through the work of psycho-analysis in spite of the intervening de-
cades” (p. 203).


Freud was prepared for criticism, and he anticipated the charge that his
patients were reporting fantasies or imagined events rather than memories
of actual trauma. But he found his patients’ memories to be highly convinc-
ing, and the memories made sense of their symptoms. Once the traumatic
experience was known, the symptoms could be understood. The symptoms
only appeared to be exaggerated reactions. As Freud188 wrote, “In reality, this
reaction is proportionate to the exciting stimulus; thus it is normal and psy-
chologically understandable” (p. 217). Here, in Freud’s writings of a century
ago, is the thesis I’m reiterating in this book: the reactions are natural and
understandable, given the traumatic experience.


Freud anticipated the objection that his patients’ memories of trauma
were purposely invented fantasies. He argued the contrary: his patients were
extremely reluctant to uncover them, and they were loath to believe them
once they had uncovered them. Freud188 considered this point “absolutely
decisive,” arguing, “Why should patients assure me so emphatically of their
unbelief, if what they want to discredit is something which—from whatever
motive—they themselves have invented?” (p. 204). Nor did he believe that
he had suggested the traumatic experiences to the patients. Moreover, he
was impressed by the consistency from one patient to another in the re-
ported traumatic experience. Finally, working through the experience
helped the patients to overcome their symptoms. He also reported that, for
two of his patients, there was some corroborating evidence of sexual abuse.


In 1896, Freud made a strong and convincing case for believing his pa-
tients’ memories. By 1897, he’d changed his mind. In a letter to his colleague
Wilhelm Fleiss, Freud189 recounted, “There was the astonishing thing that
in every case .. . blame was laid on perverse acts by the father” (p. 215). Then
he gave a number of reasons for his newfound disbelief—among them that
“it was hardly credible that perverted acts against children were so general”
(pp. 215–216). This dramatic turnaround is in contrast to what Freud188 had
written a year before: “It is to be expected that increased attention to the sub-
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ject will very soon confirm the great frequency of sexual experiences and
sexual activity in childhood” (p. 207). Looking back on this period many
years later, Freud190 wrote, “Almost all my women patients told me that they
had been seduced by their father. I was driven to recognize in the end that
these reports were untrue and so came to understand that . . . symptoms are
derived from phantasies and not from real occurrences” (p. 120). He began
to interpret his patients’ symptoms as stemming from forbidden childhood
sexual desires and conflicts about them rather than from actual traumatic
experience. Although Freud never abandoned the trauma theory, his empha-
sis shifted from external reality to internal fantasy.


Yet undeniable traumatic experience wouldn’t go away. With each war,
psychiatry confronted the potentially devastating psychological and psychi-
atric consequences of trauma. During World War II, a sophisticated under-
standing of traumatic neurosis developed.191,192 In the aftermath of the
Vietnam war, posttraumatic stress disorder became part of the diagnostic lex-
icon.11


While wars kept trauma in the picture, psychoanalysts did not entirely
lose sight of child abuse.193 Karl Menninger spoke out against child abuse
on numerous occasions.194 Of Freud’s about-face, Bowlby71 wrote, “Ever
since Freud made his famous, and in my view disastrous, volte-face in 1897,
when he decided that the childhood seductions he had believed to be aetio-
logically important were nothing more than the products of his patients’
imaginations, it has been extremely unfashionable to attribute psychopa-
thology to real-life experiences” (p. 78). Bowlby71 lamented that “we have
been appallingly slow to wake up to the prevalence and far-reaching conse-
quences of violent behaviour between members of a family, and especially
the violence of parents” (p. 77). Although Bowlby began by focusing on the
traumatic effects of separation and loss, he had no doubt about the preva-
lence of maltreatment, violence, and abusive experience. He believed that
our adult relationships are patterned after our childhood experiences: “The
varied expectations of the accessibility and responsiveness of attachment fig-
ures that different individuals develop during the years of immaturity are tol-
erably accurate reflections of the experiences these individuals have actually
had” (p. 202, italics mine). He counseled therapists accordingly: “I believe
patients’ accounts are sufficiently trustworthy that a therapist should accept
them as being reasonable approximations to the truth; and furthermore that
it is anti-therapeutic not to do so” (p. 149).


Although the syndrome of posttraumatic stress disorder was delineated
in the aftermath of the Vietnam war, it’s just as applicable to childhood
trauma. Judith Herman58 has written about other casualties of violence—
women and children. The knowledge gained about posttraumatic stress dis-
order (PTSD), coupled with the political contribution of the women’s move-
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ment, has enabled the mental health field to begin confronting the impact of
domestic violence.55 Sadly, we now must apply the same knowledge to un-
derstanding sexual abuse of boys by priests.


False Memories


Trauma is now accorded a substantial role in the etiology of psychiatric
symptoms, but the memory-versus-fantasy controversy continually recurs.
The debate’s escalation in recent years was marked by the creation of the
False Memory Syndrome Foundation, a large network of parents accused of
abusing their own children. The False Memory Syndrome Foundation does
not dispute that child abuse is widespread and harmful. Rather, the organi-
zation urges caution in accepting all reports of abuse at face value, raising
particular concern about the validity of long-forgotten memories recovered
in the process of psychotherapy. Members of the organization are especially
alarmed about the possibility that inadequately trained or misguided thera-
pists are suggesting or inadvertently engendering false memories in their pa-
tients. Accused family members protest that their children, influenced by a
therapist, “remembered” events that never occurred. Then—also with en-
couragement of the therapist—the children cut themselves off from any con-
tact, blocking any hope of reconciliation. As a result, families have been torn
apart. Elizabeth Loftus,195 a cognitive psychologist who has studied memory
intensively for many years, put the concern pointedly in acknowledging the
justification for women’s anger while worrying that the net of rage was cast
too widely.


Although there’s no reason to confine concerns about false memories to
any particular form of trauma, childhood sexual abuse provided the focus
for the controversy. Fortunately, clinicians, researchers, and professional or-
ganizations have managed to transcend acrimonious debate to arrive at a
well-informed middle ground that can guide clinical practice.196–198 Thanks
to ever-expanding research, we now have some solid ground under our feet.
There’s extensive support for our intuitive sense that emotionally charged
events generally are best remembered. Yet extremely intense emotional
arousal can interfere with the process of encoding explicit memories.199


Many persons go through long periods of not remembering traumatic
events.200 Moreover, many such persons who remember traumatic events
long afterwards are able to corroborate their memories, or there is indepen-
dent evidence of trauma.201 Although it’s true that psychotherapy is one
common context for remembering forgotten traumatic events, most persons
first remember trauma in other situations, such as when they are exposed to
trauma in the media, in conversation with a family member, or undergoing
some related form of stress or traumatic experience.202
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Factors That Impair Autobiographical Memory for Trauma


Given our common experience of remembering emotional events so viv-
idly,203 it’s difficult for many people to understand how anyone could fail to
remember traumatic events. Furthermore, many persons—including psy-
chologists—labor under the misconception that memory is like a video
recorder,204 rather than the result of active construction and reconstruction.
To add to the confusion, as discussed earlier, it’s not uncommon for a person
to be haunted by fragmented images that reflect an excess of implicit emo-
tional memory coupled with a paucity of explicit personal event memory.
Thus it’s important to understand the wide variety of factors that can impair
memory for traumatic events,205 and I’ll enumerate several key factors here.


• Perhaps the greatest enemy of memory is time,206 so it’s not surprising
that adults forget childhood events.


• In addition, we all go through a period of infantile amnesia, that is, re-
membering very little before age 2 years and relatively little before age
5 years, because the cognitive and social capacities that enable us to con-
struct elaborate personal event memories undergo major developmental
changes in these early years.207 Nevertheless, there are substantial indi-
vidual differences in extent of early memory.208


• Our early memories are also influenced by our social context. We learn to
talk about and make sense of our experiences—or fail to do so—in our
close relationships. Encoding emotional events is part of mentalizing, and
mentalizing flourishes in secure attachment relationships. An atmo-
sphere hostile to such conversation, especially when secrecy is enforced,
undermines the development and maintenance of personal event memo-
ries.209


• Some persons cope with isolation, loneliness, and trauma by retreating
into fantasy, and, for some particularly fantasy-prone individuals, the fan-
tasy world seems more real than reality.210 For such persons, abetted by
trauma, fantasy and reality become intermingled in memory.


• As I’ll discuss further in Chapter 10 (“Dissociative Disorders”), dissocia-
tion is another coping mechanism that can interfere with personal event
memory. Although dissociation takes many forms, detachment from
outer reality is a common feature. Examples are feeling spacey, far away,
unreal, dreamlike, and, at the extreme, “gone.” Such dissociative states
interfere with attention and thus may block the encoding of personal
event memories.211 In addition, dissociative amnesia can block retrieval
of traumatic memories that have been encoded.212


• Importantly, neurobiological processes associated with trauma may inter-
fere with every stage of memory: encoding, consolidation, storage, and
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retrieval. Whereas moderate levels of emotional arousal facilitate memory
encoding,199 extreme levels of arousal can interfere with encoding, stor-
age, and retrieval of explicit traumatic memories.213 In addition to excess
emotional arousal, neurobiological factors such as head trauma and sub-
stance abuse contribute to memory impairment, and these factors also
may be intertwined with trauma.214


• Although the concept is controversial,215 repression can play a role in not
remembering traumatic events.200 When we deliberately avoid trying to
think about something—often making matters worse—we are employing
suppression. In contrast, repression is an automatic, nonconscious process
that inhibits emotionally painful thoughts and memories from being elab-
orated in consciousness.


• Along with using suppression and experiencing repression, many trau-
matized patients keep the trauma out of mind by distraction. They may be
engaged in frantic activity—such as being a workaholic or always being
on the go in other ways. Unfortunately, this pattern only adds to the
pileup of stress, paradoxically increasing the likelihood of depression and
posttraumatic symptoms, including the eruption of intrusive memories.


• Finally, efforts to force the process of remembering can interfere with re-
membering events accurately, because of our natural tendency to fill in
the gaps.216 Forcing the process, you run the risk of confabulating—mak-
ing up what you don’t know. And when you’re confabulating you don’t
know you’re making it up; you believe it.217 What you recall spontane-
ously—without any particular axe to grind—is most likely to be accurate.


A Spectrum of Accuracy


With all these factors potentially impairing personal event memories, partic-
ularly when trauma is part of the history, it’s little wonder that autobiograph-
ical narratives are patchy and inaccurate to varying degrees. Reading this,
you may be protesting, “But I am certain that much of what I remember is
true!” Plenty of research supports this protest. Even if the details are false,
the gist of autobiographical memories is generally true.218 But you should be
aware that the degree of confidence in a memory is unrelated to its accu-
racy.219 And there’s no litmus test for judging the accuracy of a memory from
any of its features; for example, vividness by no means indicates accuracy.


To put all this back into perspective, most traumatized persons remem-
ber the traumatic events clearly—all too clearly. But many persons who have
undergone extensive trauma in childhood are confused about much of what
they remember and, at worst, their implicit emotional responses make no
sense in the absence of corresponding explicit personal event memories.
I find it helpful to think in terms of a spectrum of accuracy in traumatic
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memories,205 ranging from coherent and corroborated memories on one end
of the continuum to essentially false and confabulated memories at the other
end (see Table 4–2). It’s fair to say that, for all of us, our autobiographical
narratives are based on many sources, including personal event memories all
along the spectrum of accuracy. And I want to emphasize that persons with
a history of many forms of childhood trauma are likely to have memories all
along the spectrum, from clear and accurate to cloudy and inaccurate, and
perhaps some that are both clear and inaccurate.


Implications for Psychotherapy


When you’re in the midst of a storm, it’s hard to get your bearings. Many per-
sons who are struggling with intrusive memories seek psychotherapy to
make sense of this confusing experience and, in the course of therapy, they
often remember more traumatic events. To understand the role of psycho-
therapy in the process of healing, we need to consider the value of remem-
bering trauma, understand the distinction between narrative and historical
truth, clarify the role of the therapist, and, not least, appreciate the value of
forgetting.


The Value of Remembering


I believe in letting sleeping dogs lie. I see no reason to bring traumatic events
to mind just for the sake of remembering or clarifying the past. I do not
assume that psychiatric symptoms are caused by trauma, and I’m disinclined
to go on psychological fishing expeditions looking for trauma just because
there’s a possibility that trauma plays a contributing role—there’s always that
possibility. But, what if the dogs are howling and barking? There are two in-
dications that you may need to explore trauma: either you’re struggling with
intrusive memories, or you’re reenacting traumatic events in your behavior.62


TABLE 4–2. Spectrum of accuracy in memory of trauma


1. Continuously/clearly remembered memory with corroboration


2. Delayed/fragmentary memory with corroboration


3. Continuously/clearly remembered memory without corroboration


4. Delayed/fragmentary memory without corroboration


5. Exaggerated/distorted memory


6. False memory—patient constructed


7. False memory—therapist suggested
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First, as I’ll discuss more fully in Chapter 13 (“Treatment Approaches”),
the goal of trauma treatment is not to get rid of traumatic memories. Rather,
the goal is to make remembering more meaningful and emotionally bear-
able. Many persons have the idea that traumatic memories need to be ex-
cised by means of gut-wrenching catharsis, and hypnosis sometimes has
been used in the service of evoking such catharsis. I think this approach is
misguided—especially in the context of extensive trauma with complex and
severe symptoms. Just as flashbacks can be retraumatizing, such catharses
can be retraumatizing rather than therapeutic.220 Rather than producing ca-
tharsis of extreme emotion, therapy should facilitate control and mastery over
the emotion and provide some understanding of the traumatic experience.


As horrendous as intrusive experience is, there can be a positive, con-
structive side to it. Much of your history may be blocked off or compartmen-
talized. Pages or chapters of your autobiography may be blank. The reasons
for your feelings, behavior, and symptoms may be obscure. The intrusive ex-
periences provide an opportunity for integration and a sense of wholeness
that were previously beyond reach.221


If you’re beginning to grapple with intrusive memories, you might be ter-
rified and bewildered. The process of reconstruction can lead to self-under-
standing. Even if you haven’t struggled with memories for years, you might
have contended with various symptoms. Remembering the traumatic expe-
rience can help explain these previously incomprehensible symptoms. You
can put the experience into words, and you can organize fragments into a
more coherent autobiographical memory. Think of autobiographical mem-
ory as a container: when you can translate previously fragmented images and
feelings into a coherent narrative, you may not be so emotionally reactive to
reminders of trauma.177


Converting the memory fragments into an organized narrative not only
fosters self-understanding but also enables you to talk to others about the
traumatic experience. Talking to others will help with the construction of
autobiographical memory. As discussed in relation to attachment, the core
of trauma is feeling afraid and alone. The lack of opportunity to obtain com-
forting and make sense of the events is a paramount contribution to trau-
matic experience. Talking about trauma entails shedding the shackles of
secrecy and allowing someone to bear witness. Then you’re no longer alone
with the experience, and, albeit belatedly, you can experience some under-
standing, comforting, and reassurance. Thinking and talking about trauma
in the context of a secure attachment relationship is the framework for men-
talizing, making sense of experience, making the emotion more bearable,
and opening up the possibility of healing and a more fulfilling life.


The value of remembering and talking does not stop with self-under-
standing and being understood. In the process of talking and being under-
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stood, you can begin to develop compassion for yourself. In part, this self-
compassion can evolve from your sense of others’ compassion as they bear
witness. And you also might have opportunities to show your compassion
for others who have been traumatized. The compassion can even be ex-
tended back to yourself. Ultimately, only you can know the true depth of
trauma you have undergone; full compassion may only come from within.


Narrative Versus Historical Truth


Healing from trauma entails making sense of what happened. Often enough,
especially in the context of extensive childhood trauma, it’s not clear just
what happened. Understandably, the traumatized person wants to know the
truth.


Yet psychotherapy is not designed to provide historical truth. Instead,
psychotherapy may provide what has been called narrative truth—a coherent
view of your past that makes sense of your present experience.222 When
trauma-related confusion reigns and you’re not sure what to believe about
what’s in your mind, you cannot derive historical truth from memory alone,
no matter how vivid it may be. Thus traumatized persons who seek histori-
cal truth may need to do some detective work to corroborate their memories.
Many actively investigate their past, although the feasibility of doing so de-
pends on the availability of informants, such as family members, and their
receptiveness to the quest. In endeavoring to find out about the past, persons
with confusing memories are in the position of the biographer. Of course,
autobiographers have the advantages of all the personal event memories at
their disposal. Yet personal event memories are only one contributor to au-
tobiographical narratives, and they come with a full spectrum of accuracy.


The Role of the Therapist


Traumatized persons struggling to make sense of confusing intrusive memo-
ries are hardly reassured when they seek professional counsel only to discover
the furor about false memories. The last thing you want is to encounter skep-
ticism or outright disbelief. In the face of all this controversy, the majority of
therapists believe their patients.195 I am among that majority. I believe my pa-
tients who show signs of trauma for the same reason that Freud initially be-
lieved his patients: their symptoms are most understandable if some role is
accorded to trauma. Therapists today have three advantages over Freud: First,
the extent of maltreatment of children has been thoroughly documented. Sec-
ond, a clearly defined syndrome—PTSD—is similar across a wide range of
traumatic experiences. Third, the social climate is increasingly conducive to
acknowledging the extent of childhood trauma.
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I can believe that some of my patients’ memories are relatively false, ex-
aggerated, or distorted. But I find it utterly implausible that their PTSD was
caused by false memories. I consider it more likely that whatever false mem-
ories they may hold in conjunction with a host of more or less accurate
memories were created to fill in gaps or to escape from some form of trau-
matic experience. As psychiatrist Richard Kluft223 summed it up: something
terrible happened.


In search of historical truth in psychotherapy, it’s not uncommon for
traumatized patients to request hypnosis. This request is not unreasonable,
because hypnosis has a venerable history in the treatment of trauma as well
as in memory enhancement.197 Misconceptions about hypnosis abound; for
example, that you give up control in hypnosis. On the contrary, hypnosis is
employed to enhance self-control.


In the realm of memory, another misconception about hypnosis requires
correction and explanation. This misconception is tied up with the video re-
corder image of memory; that is, believing that hypnosis will unlock trau-
matic memories and that the memories will be accurate. Indeed, hypnosis
may enhance memory, in the sense that persons generate more memories.
But the fact that memories are generated in hypnosis does not mean that
they’re necessarily accurate or inaccurate. Like any other means of remem-
bering, hypnosis will yield a construction—narrative truth, not necessarily
historical truth. Like any other way of evoking memories, the vividness of
the construction is no guarantee of accuracy. Thus, when employed as a
memory enhancement technique, hypnosis must be conducted with great
expertise and proper safeguards, and the patient must be well informed
about its benefits and limitations. Many trauma therapists use hypnosis not
for memory enhancement or emotional catharsis but rather to foster self-
control, relaxation, and containment of intrusive memories.224


Whatever the therapeutic technique, patients want to be believed. And,
understandably, many patients want their therapist to validate their memo-
ries. But psychotherapists cannot be detectives, nor can they take on the role
of verifying memories.225 Your therapist cannot tell you what happened or
what to believe. You must take on the challenge of deciding what to believe.
In the process, however, your therapist can validate the significance of your
current experience and your need to make sense of that experience. You may
have been accused—or accuse yourself—of “imagining it.” Your therapist
will take you seriously while providing support by helping you to tolerate
the uncertainty and pain of not knowing. Both you and your therapist may
need to strive for the right blend of belief and skepticism as you struggle to
sort out your experience. I like British psychologist Phil Mollon’s226 advice
to therapists: we must tolerate ambiguity and avoid illusions of knowing.
The same applies to patients.
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The Value of Forgetting


Trauma at any age can derail development. The value of remembering is to
get your life back on track, not to remember for the sake of remembering.
How much should you remember? Most persons who suffer trauma remem-
ber the events relatively clearly and have no doubt about what happened.
But for those who have undergone many forms of trauma over a prolonged
period of life, it’s neither possible nor desirable to remember everything. Re-
membering should not become an end in itself. It’s extremely painful. You
should not undergo needless torment, endlessly dredging up traumatic
memories. You may begin constructing distorted and inaccurate memo-
ries—a glaringly counterproductive prospect. You’d do best to remember
only as much as is necessary to do the job of healing so that you can get on
with your life. When you’re no longer plagued by intrusive memories or re-
peating the traumatic experience in other ways, when your life makes sense
and your autobiography is reasonably clear, the job is done. If more needs to
be remembered and reconstructed at some later point, your mind will make
this known. There’s no reason to push it.


Then what? How about forgetting? I find Lewis Thomas’s227 heretical ad-
vice appealing:


If after all, as seems to be true, we are endowed with unconscious minds in
our brains, these should be regarded as normal structures, installed wherever
they are for a purpose. I am not sure what they are built to contain, but as a
biologist, impressed by the usefulness of everything alive, I would take it for
granted that they are useful, probably indispensable organs of thought. It
cannot be a bad thing to own one, but I would no more think of meddling
with it than trying to exorcise my liver, an equally mysterious apparatus. Un-
til we know a lot more, it would be wise, as we have learned from other fields
in medicine, to let them be, above all not to interfere. Maybe, even—and this
is the notion I wish to suggest to my psychiatric friends—to stock them up,
put more things into them, make use of them. Forget whatever you feel like
forgetting. (pp. 141–142)
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SELF


A woman in her late 20s graduated from law school with honors and was on
her way to a successful career. She sought psychotherapy for anxiety and
nightmares, and she’d begun sliding into depression. She had a history of sig-
nificant trauma in childhood, having been left adrift in a chaotic and violent
household, often bearing the brunt of her mother’s violent rages. She never
forgot her tumultuous childhood, but she’d previously been able to keep it
out of her mind by immersing herself in school and work. As one would ex-
pect in a successful attorney, she was highly verbal and articulate. When she
was talking about her legal work or her interactions with others, she was
glib. But the moment she was asked to talk about herself or her own feelings,
she became dumbfounded. Even the simple question, “How are you?” could
prompt a befuddled silence. When she tried to think about her “self,” she en-
countered a void. Gradually, the reason for this void became clear: when she
began to accept the idea that she had a “self,” she became so filled with self-
loathing that she felt overwhelmed.


Trauma—being overpowered and rendered helpless—is an assault on
the self. In discussing reactions to prolonged and repeated trauma, Judith
Herman228 concluded: “All the structures of the self—the image of the body,
the internalized images of others, and the values and ideals that lend a sense
of coherence and purpose—are invaded and systematically broken down. ...
While the victim of a single acute trauma may say she is ‘not herself’ since
the event, the victim of chronic trauma may lose the sense that she has a self”
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(p. 385). Recovering from trauma entails healing the self.
We must understand the self in its social context, as one of two main


lines of personality development. The development of the self proceeds in
tandem with establishing relationships with others.229 Self-development em-
phasizes separation, autonomy, self-definition, individuality, responsibility,
initiative, and achievement. Relatedness to others entails attachment, care-
giving, intimacy, love, connectedness, and cooperation. Developing the self
and developing relatedness are mutually enhancing, not mutually exclusive.
The self evolves in attachment relationships; your sense of self gives defini-
tion to your relationships with others, and your “self” is inconceivable apart
from your surrounding context of relationships. Recognizing their interde-
pendence, I’ll focus on the self in this chapter and relationships in the next
chapter.


I’ll make some key distinctions among different aspects of the self and
emphasize three aspects of self-experience directly affected by trauma: self-
worth, self-efficacy, and self-continuity. I conclude the chapter with some
thoughts about healing the self.


Aspects of the Self


I and Me


Let’s start with the most basic distinction, the “I” versus the “me.”230 The “I”
is the self-as-agent, that is, your subjective self that is active in initiating, or-
ganizing, choosing, and interpreting experience. Ideally, as an agent, you
have self-efficacy, for example, being able to meet your needs and having an
impact. Also, as an efficacious agent, you have a sense of continuity, a cohe-
sive self-feeling, a feeling of being your enduring self. If you find this con-
cept of the “I” difficult to grasp, don’t feel badly; the subjective sense of self
is among the most elusive phenomena in psychology and philosophy.231


In contrast to the “I,” the “me” is the objective self as seen from the out-
side. The “me” is the self-as-object, the self as seen by itself. And the objec-
tive self is a social construction: your “me” is reflected in your self-concept,
how you think about your self, and in your self-worth, or how you evaluate
yourself. Your “me” is greatly influenced by your interactions and relation-
ships with others. How you think and feel about yourself depends a great
deal on how others view you, respond to you, and treat you. Ideally, your
“me” is associated with a feeling of positive self-worth, derived substantially
from caring and affirming relationships.


Here’s the puzzling bit: your self is reflexive. The self-as-agent (“I”)
thinks and feels about itself, creating the self-as-object (“me”). For our pur-
poses, one of the most important activities of the self is creating narratives—
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storytelling.232 Philosopher Daniel Dennett233 went so far as to characterize
the self evocatively as a center of narrative gravity. Among our most impor-
tant stories are autobiographical sketches—what we think and say about
ourselves.


With apologies for twisted grammar, the “me” is the “I’s” current auto-
biographical sketch. Now the most important claim in relation to trauma:
your “I”—the kind of active agent you are—is strongly influenced by your
“me”—the kind of stories you construct about yourself. Here’s the twist in
our reflexivity: the narrative (“me”) shapes the narrator (“I”). All this can
now be made simple: if you think of yourself as helpless, you’ll be more help-
less. If you think of yourself as resilient, you’ll be more resilient. But just giv-
ing yourself pep talks is not what I have in mind here. Changing your self
takes a lot of time and effort in close relationships, especially attachment re-
lationships.


Public and Private


It’s also helpful to distinguish between the public self and the private self.
Your public self is your self as known to others, the image of your self that
you project to others. Your public self is the basis of your sense of “me” that
is reflected from others—who you are as seen by others. Persons who have
a big stake in image management—all of us do to some degree—are buttress-
ing their public self.


Your public self is the outer aspect of your self; your private self is the
inner core. Particularly in conjunction with trauma, you might associate the
idea of a private self with shame, the need to hide and cover up. True, but a
private self is essential to our mental health. Psychoanalyst Arnold Modell234


characterized the private self as experienced in solitude and composed of ex-
periences that may never be disclosed to others. The private self also can be
a refuge in the face of intolerable environments.


Because we construct our self in relationships, I would not take the con-
cept of a private self too far. As I’ll discuss at the end of this chapter, the odd
thing about us humans is our ability to have a complex relationship with our
self—sadly evident in self-loathing and wonderfully evident in self-compas-
sion. So I think of the private self as analogous to relationships with others
in which confidences are kept. The private self is the ultimate confidential
relationship and, as Modell implies, one to treasure.


Self-Worth


We can best appreciate the impact of trauma on the self from a developmen-
tal perspective. Your “me,” how you think and feel about your self, is a
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developmental achievement, and its foundations are laid in childhood. Psy-
chologist Susan Harter171 researched the development of self-worth and its
relation to trauma, and she argued that one important facet of healing from
trauma is understanding the origins of low self-worth. Thus her findings
merit our attention.


Facets of Self-Worth


The self-concept begins developing in the latter part of the second year,
when the toddler begins attaching words to the self. In the third and fourth
years, as autobiographical memory takes shape, the child begins developing
a narrative self, constructed around stories. Barring maltreatment, young
children have a globally positive self-concept. By middle to late childhood,
the self-concept becomes increasingly complex. Comparing the self to oth-
ers, the child becomes more self-critical, contrasts the real self with the ideal
self, and develops the capacity for shame and pride in relation to these com-
parisons. Henceforth, through adolescence and into adulthood, the self-
concept becomes increasingly differentiated, such that an ongoing challenge
entails integrating discrepancies into a unified self-concept.


The “me” we construct at any given point in time is associated with a rel-
atively stable feeling of global self-worth, which takes shape in early relation-
ships. Harter delineated two major contributors to global self-worth: assets
in various domains of importance and extent of approval from persons in
valued relationships. Important developmental assets are academic achieve-
ment, athletic ability, likeability, behavioral conduct, and physical appear-
ance. Reflecting differences in values, different individuals attach different
degrees of importance to these various domains. Troublingly, physical ap-
pearance, which is somewhat immutable, is the most highly valued domain
across age, gender, and nationality. The second major contributor to global
self-worth, valued relationships, may include peers, parents, other family
members, and other persons in authority. Harter noted that relational self-
worth becomes particularly keen in adolescence: how you feel about your-
self depends on the relationships you’re in.


Harter’s research is valuable for its emphasis on the sheer complexity of
the self. Your feeling of self-worth will vary, depending on the domain of
competence you’re focusing on (intellectual, academic, interpersonal) and
your sense of connection to other persons at a given point in time (your
teacher, boss, romantic partner, or friend). Harter proposed that we have a
baseline self-concept, associated with global self-worth, and a barometric
self-concept, which varies depending on our situational context, that is,
what competence (or incompetence) we’re displaying and who we’re with.
Thus our sense of self-worth is both stable (baseline) and variable (baromet-
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ric). It’s harder to change the baseline of global self-worth than it is to alter
your barometric self-worth. With a foundation in trauma, many persons fo-
cus on global and very low self-worth (“I’m worthless”), undermining their
self. We can aspire to alter this baseline, very gradually, by taking account of
the complexity of the self, paying attention to domains of competence and
supportive relationships.


Realism and Self-Worth


Many psychologists, Harter included, argue that your self-concept should be
realistic. This is what I’ve taught students and patients for years: take the bad
with the good, mix them together, balance them out, and achieve realistic
self-esteem (see Figure 5–1). The few saints among us should feel extremely
good about themselves (but wouldn’t because of their saintly humility); the
true louts should dislike themselves (but wouldn’t because they are louts);
and the rest of us, with our mixtures of good and bad, should wind up some-
where in the middle. Mental health rests on accurate self-appraisals. There’s
good evidence to support this view; for example, children with inflated
views of themselves who are actually disliked by their peers are at especially
high risk for trouble.


FIGURE 5–1. Positive and negative in the realistic self-concept.
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Yet the case for realism is not unassailable. Psychologist Shelley Taylor,
in her book Positive Illusions,235 marshaled a great deal of research evidence
showing that most persons have overly positive views of themselves and
overly optimistic views of their futures. These positive illusions about the
self are usually most prominent in childhood and gradually erode with age
as we become disillusioned. But even in adulthood, a positive bias remains.
Most people see themselves in more flattering terms than they are seen by oth-
ers. For example, if two individuals complete a joint project and they are asked
afterward to indicate the percentage of their individual contributions, the per-
centage typically will be greater than 100. Ninety percent of automobile drivers
consider themselves superior to the average driver. Can they all be right?


Taylor argues not only that most people have unrealistically positive biases
about themselves but also that these mildly positive illusions are adaptive and
beneficial to mental health. Positive illusions foster positive moods and content-
ment, and they promote effective behavior. Positive moods can bolster positive
attitudes toward others and helpfulness toward them. As I’ll discuss in Chapter
14 (“Hope”), optimism about your abilities contributes to motivation and per-
sistence, and thus to higher productivity and achievement. If you’re confident
about succeeding, you’ll work harder, and you’ll be more likely to succeed. If
you are riddled with self-doubt, you’ll be more likely to falter or give up, and
you’ll be more likely to fail. To reiterate: the “me” influences the “I.”


Without reference to illusion, Jon Kabat-Zinn236 proposed the principle:
“As long as you are breathing, there is more right with you than there is wrong,
no matter how ill or hopeless you may feel” (p. 2). Accordingly, we’re all enti-
tled to a self-concept tilted toward the positive end. If nothing else, we’re ex-
tremely complicated, and we’re entitled to complicated self-concepts. There’s
ample evidence that focusing on the positive and downplaying the negative—
within limits—is adaptive and enhances the self.


Nevertheless, on balance, our self-concepts need to be reasonably accu-
rate. But forming an accurate self-concept is no easy feat. How accurate is
your concept of any person? Individuals are extraordinarily complex, and
any concept you have of other persons, no matter how well you know them,
will be incomplete, partial, and to some degree inaccurate. Why should it be
different with your self? You have even more information about yourself. But
that only adds to the complexity. And you can deceive yourself, just as you
can be deceived by others. You can have a distorted view, and others may
have a more realistic view of yourself than you do, at least in some domains.


Trauma and Self-Worth


Maltreatment in childhood and in adulthood may lower self-worth in many
ways. In childhood and adulthood, the assault on self-worth can be direct.
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Antipathy in valued relationships, whether it be in the form of hot or cold
rejection, lowers self-worth. And psychological abuse, particularly when it
takes the form of deliberate humiliation and degradation, profoundly under-
mines self-worth. Similarly, self-worth is undermined by pressures of combat
that lead to participation in atrocities.


But the attack on self-worth need not be so direct. Those who are trau-
matized by other persons almost always blame themselves. Abused children
feel that they deserved it, that they brought it on—or at least that they
should have been able to prevent it, stop it, or minimize it. Battered women
try desperately to please and appease their battering partner and blame
themselves for failures to do so that precipitate assaults. Taking responsibil-
ity can be seen as a last-ditch effort to preserve some sense of control: better
to feel blameworthy than helpless. This effort to rescue the core self from a
sense of helplessness is laudable; the worst thing for the “I” is helplessness.
But the “me” pays a high price: low self-worth. Ironically, low self-worth just
renders the “I” more helpless.


Unfortunately, persons who have been traumatized often pile insult on top
of injury, compounding their already damaged self-esteem by a sense of blame-
worthiness for the ensuing effects: “If I were a stronger person, I wouldn’t have
all of these symptoms and problems.” I’ve addressed this book to this final as-
sault on self-esteem. To the extent that I’m successful, I might deflect this last
blow. Self-understanding can lead to more patience, self-tolerance and, ideally,
self-compassion.


Self-Efficacy


A young man in psychotherapy recalled his helpless paralysis in the after-
math of a violent argument between his parents when the three of them were
returning home in their car. He was so scared that he huddled in the back
seat after they got out. His seeming refusal to get out of the car only infuri-
ated them further. His mother opened one door, and his father opened the
other. Both screamed at him to get out. To this day, he remembers feeling fro-
zen with fear, terrified to go one way or the other. Whenever he finds himself
faced with a dilemma, having to make any decision that entails choosing be-
tween two unpleasant alternatives, he can be riddled with paralyzing anxiety
akin to the overwhelming feelings that washed over him as he cowered in the
back seat of the car. At such times, he has no idea of what he wants or what
to do.


Back to the “I,” again, from a developmental perspective. Psychiatrist
Daniel Stern237 made countless observations of babies in their social con-
texts to formulate a comprehensive theory of the early development of the
sense of self. Among the core facets of the self he described is self-agency,
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being the author of one’s own actions. Peter Fonagy and his colleagues79 de-
tailed a developmental progression in self-agency. Infants first develop
physical agency, for example, being able to move their limbs and external ob-
jects. Then they develop social agency, for example, being able to evoke their
mother’s smile. When they come to understand goal-directed behavior—
interpreting actions as efficiently achieving goals within the constraints of
physical reality—they have arrived at teleological agency. Next, becoming
mentalizers, they come to interpret goal-directed actions as intentional,
stemming from mental states, such as desires and beliefs. Ultimately, this
ability to understand the self and others as mental agents is enriched by nar-
rative capacity: to understand our actions, we create stories with varying de-
grees of autobiographical richness.


Ideally, this evolving self-agency is associated with self-efficacy—a feeling
of power and influence, the ability to bring about an intended result. As dis-
cussed in Chapter 2 (“Attachment”), George Gergely and colleagues84,85 have
shown that self-agency evolves in interactions with emotionally sensitive care-
givers. The infant’s emotional expressions elicit social feedback that enables
the infant to develop a sense of self. Infants’ capacity to elicit responses con-
tingent on their actions is highly rewarding, contributing to self-efficacy. Con-
sistent with this view, secure attachment relationships, which entail a high
level of responsiveness, are conducive to self-efficacy in infancy.87 Hence, as
discussed in Chapter 2, secure attachment provides a secure base that allows
the child to explore the world confidently, including the world of other per-
sons and the mind. Self-efficacy is thus the basis for developing competencies
and relationships, the foundations of self-worth.


The capacity to influence the world—perhaps most importantly, the sense
of oneself as a mental agent able to bring about relationships in which the
other person has your mind in mind—is at the core of self-efficacy. Being un-
able to have an influence—especially over other persons—is the core of
trauma. I believe trauma revolves around power, be it the power of an earth-
quake, a terrorist bomb, or a raging parent. To be traumatized is to be over-
powered, rendered helpless. Exposed to repeated traumatic events, repeated
experiences of being overpowered, a person can learn to be helpless,238 de-
velop a sense of futility, give up, and languish. No wonder that people who’ve
been traumatized often complain that the helplessness they experienced was
the hardest thing to endure. Adding insult to injury, posttraumatic intrusive
memories can lead you to feel you’ve lost control over your own mind, abet-
ting your sense of helplessness.


Any form of trauma will engender helplessness—natural disasters, acci-
dents, or being overpowered by an assailant in a robbery or a rape. The most
profound experience of helplessness, however, is associated with psycholog-
ical abuse. Some abusers sadistically enforce a sense of helplessness as a part
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of the abuse.58 You may have been physically overpowered, cornered, or
trapped. Or you may have been so terrorized psychologically as to be immo-
bilized. Such abuse is likely to occur unpredictably, further increasing the
sense of helplessness, given that your sense of control rests strongly on pre-
dictability. The loss of predictability and control squelches self-efficacy. The
antidote is empowerment in any sphere, but particularly in close relation-
ships.


Self-Continuity


The subjective self, or “I,” entails a feeling of being “myself” that is stable
across time and space. I feel that I continue to be myself day after day, month
after month, year after year. I continue to be myself whether I’m at home, at
work, or out on the town. I continue to be myself at different times and in
different places, despite the many changes in my self from time to time and
place to place.


Continuity in the face of discontinuity is perhaps the essence of the sub-
jective sense of self. I know who I am, and I continue to be who I am. Implied
in continuity is a sense of cohesiveness, unity, integrity, wholeness, and iden-
tity. Despite differences from time to time and place to place, I am myself.
Included in continuity and cohesiveness is a sense of distinctness from oth-
ers, a sense of individuality, and a sense of separateness. This sense of conti-
nuity goes hand in hand with self-agency and self-efficacy.


Self-continuity and self-cohesiveness are ideals—to some degree, illu-
sions.233 You have a sense of continuity—more or less. You are not born with
a sense of subjective self or a sense of continuity. As a newborn, you shifted
from one state to another. You went from quiet wakefulness, to distress and
crying, to sleeping. You gradually learned that you were “yourself” through-
out these changes. Your sense of continuity was a developmental achieve-
ment, not a given. Nor is this developmental achievement accomplished
once and for all; self-continuity and self-cohesiveness pose a continual chal-
lenge.


Long after you attain some sense of continuity in your self-experience,
you continue to experience many discontinuities. You may feel the same day
after day and month after month—but how about year after year or decade
after decade? After how long are you no longer the “same person”? As it has
been since infancy, your experience is radically interrupted every day by
sleep. Your experience is also continually punctuated with lapses in conti-
nuity in the form of forgetting or absentmindedness. You experience gradual
or more abrupt changes in mood. You even say “I wasn’t myself” after saying
or doing something that’s out of character.
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As with self-worth and self-efficacy, trauma can undermine self-continu-
ity. Radical changes in consciousness associated with dissociative states are
profoundly disruptive to the sense of continuity, and I’ll discuss these in Chapter
10, “Dissociative Disorders.” Here I’ll focus on the disruptiveness to self-conti-
nuity posed by severe internal conflict and contradictory relationships.


Heightened Internal Conflict


One of Freud’s major contributions was his discovery of the power and ram-
ifications of internal conflict in conjunction with unconscious motiva-
tion.239 He believed that instinctual sexual and aggressive drives come into
conflict with reality and with morality. Hence these sexual and aggressive
drives, which are part of our biological heritage, can be frightening and over-
whelming. Specifically, we fear that expressing them will lead to rejection,
retaliation, punishment, or loss of love. Accordingly, we try to block them
from expression and even from our own awareness.


As discussed in Chapter 3 (“Emotion”), anger and aggression are natural
responses to being threatened and hurt. Yet anger in attachment relation-
ships provokes conflict and anxiety, because it threatens the attachment,
which provides security. Hence trauma in attachment relationships evokes
conflict: the natural instigation toward aggression is inhibited by fear of
hurting the attachment figure as well as fear of punishment for the expres-
sion of anger. Destructiveness collides with protectiveness, threatening the
cohesiveness of the self.


Sexual abuse, too, may evoke extreme conflict. Sadly, sexual abuse of chil-
dren often takes place in the context of neglect and a longing for comforting
touch. The desire for loving touch comes into conflict with the aversion to
sexual contact. The natural and healthy desire for touch thus contributes to
guilt feelings. And sexual arousal is just as natural and even more abhorrent
to the child. As psychologist Darlene Ehrenberg240 poignantly described, in
the midst of feeling helpless, the child may be surprised and horrified by sex-
ual arousal that naturally stems from the sensual and sexual contact. Evoking
such conflict will be problematic in any relationship, such as sexual abuse by
a neighbor or a member of the clergy. But the conflict will be most intense in
attachment relationships, particularly with primary caregivers. For example, a
girl who is sometimes a daughter and sometimes a lover in her relationship
with her father will be unable to integrate these contradictory aspects of her
identity. As Freyd31 described, such betrayal trauma tends to split the cohe-
siveness of the self; consciously knowing about the abuse—having it in mind
as part of one’s identity—is intolerable. Part of her self, the self as father’s lover,
will be kept separate. Rather than being integrated and cohesive, the self be-
comes compartmentalized and fragmented.25
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Contradictory Relationships


As all I’ve just said about internal conflict attests, severe internal conflict is
often embedded in contradictory attachment relationships. Keep in mind
how your sense of self develops in close relationships. Thus your sense of con-
tinuity and cohesiveness depends on reasonable continuity and unity in your re-
lationships with others. We all adapt our behavior to different relationships, and
we behave differently in relation to different people. As long as your various re-
lationships are compatible and the alterations in your experience and behavior
are within bounds, your sense of continuity and sameness can be preserved.


Our sense of continuity and integrity is challenged, however, by abusive
relationships that repeatedly entail 180-degree shifts. A child may be treated
with affection and protection at one time and then be violently castigated or
physically beaten at another time. Or the child may be loved at one time and
severely neglected at another. A wife may be violently assaulted then show-
ered with flowers. Such shifts may be associated with alcohol or drug abuse.
How is one and the same self to reconcile such dramatic contradictions?
How can one and the same self be worthy of love and affection and yet also
be subjected to beatings and neglect? How is self-continuity possible in such
contradictory relationships? These conflicts can tear the self apart. Hence
one pathway toward greater self-continuity is more stable and secure attach-
ment relationships.


Self-Healing


In the wake of trauma, developing a greater feeling of self-worth, self-effi-
cacy, and self-cohesiveness is a major undertaking. Understanding yourself
better should be of some help. But self-understanding does not necessarily
come easily. By blocking your mentalizing capacity, attachment trauma
blocks self-understanding. Creating the autobiographical narrative that con-
stitutes your self can require major reconstruction. But the effort is justified.
In the process, you can develop some appreciation for the basis of your in-
tense feelings, strong urges, and powerful conflicts, and this appreciation
can begin to restore some sense of unity. Ideally, self-understanding will pro-
mote self-acceptance and help undo some of the damage to self-worth.
Plainly, changing your view of yourself requires much active work.


Steering Past Negative Illusions


Shelley Taylor235 has shown how people who have been spared severe
trauma usually develop positive illusions that sustain a sense of well-being
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and promote success. The converse is also true. With negative illusions, you
can steer yourself right into a pit. You can damage your self; your self can
become more and more incapacitated and impaired. How you think of your-
self has a major steering function: it shapes how you feel, how you behave,
indeed, who you are. The “me” influences the “I.” When defined on the basis
of self-hatred, the “me” damages the “I.”


It’s easy to see the shaping effect of your self-concept on your self by
thinking of the negative side. How often do you criticize yourself? Tear your-
self down in your own mind? Berate yourself? Express contempt for your-
self? Belittle yourself? What’s the effect of these negative thoughts on your
self-efficacy? Like being abused by others, this self-abuse fuels despair and a
sense of helplessness.


If your trauma includes maltreatment in attachment relationships, you
may be inclined to insist that you are simply no good, worthless, or a com-
plete failure—at worst, evil beyond description.25 This negative self-assess-
ment may seem like the unvarnished, immutable truth. Adopting this view,
you’re not mentalizing, which entails viewing your “self” as a mental repre-
sentation that you’ve constructed with the help of others. Mentalizing, you’re
in a position to deconstruct and reconstruct, shaking yourself loose from
such unquestioned convictions. Your self-concept is, in principle, extremely
complex and flexible. It’s not necessary to be locked into an unwavering, glo-
bally negative view of yourself. On the contrary, in principle, you’re free to
think what you wish about yourself. I think of it this way: it’s a free country
in your own mind.


The truth about yourself is extremely complicated, just as the truth
about anyone is extremely complicated. Any person is extremely complex.
A tremendous amount of potential mental freedom comes into play here. No
matter what you were told, no matter how you were treated, no matter what
you were compelled to do, it’s not necessary to continue the mistreatment in
your own head.


In principle, it is possible to be free, flexible, and open in how you see
and think about yourself. This essence of mentalizing—adopting an open-
minded attitude of interest in present reality—brings a fresh perspective to
bear on your experience.83 While possible in principle, mentalizing can be
difficult in practice. Exercising your mental freedom is a long-term project
that requires tremendous effort and concentration. But with growing aware-
ness that helps you notice whenever you tear yourself down, you can de-
velop the capacity to step back from those thoughts and feelings and take a
more detached perspective. This process involves trying on for size some dif-
ferent ways of thinking about yourself.


Recall Kabat-Zinn’s maxim: there is more right with you than wrong with
you. Try it on for size. Contemplate it. Unbelievable? There’s nothing to stop







SELF • 111


you from using this concept as a guiding rule in thinking about yourself—
in principle. It’s not easy to change established patterns; it goes against the
grain, requiring resolve and practice. In the long run, however, it’s possible,
and it steers the self in a better direction.


My work with individuals who have been severely traumatized confirms
Kabat-Zinn’s view. I’m repeatedly impressed by their strengths—to which
they are often inattentive. These strengths are condensed in the term survi-
vor—preferable to victim. Victim and survivor are vastly different perspec-
tives on the same traumatic reality. Both are true. As you construct your
narrative autobiography, you can tell yourself victim stories and survivor
stories. You can tell yourself failure stories and success stories—all true sto-
ries. Where should the focus of your attention be?


In person after person, I see persistence, courage, intelligence, creativity,
kindness, compassion for others, openness, and spunk. Interestingly, many
traumatized persons come up with positive attributes like these when
prompted to think more flexibly. Recall Harter’s finding that global self-
worth stems from competence in many domains; paying attention to areas
of competence contributes to self-worth. You may need encouragement from
others to do so. Your self-worth is partly barometric, dependent on your fo-
cus of attention at the moment. The reality, the truth, is multifaceted. Men-
talizing, you can adopt various perspectives. I’m not suggesting rose-colored
glasses; I’m suggesting multi-colored glasses.


I emphasize changing how you think about yourself because, although it
is not easy, you have relatively good control over what you think. To some de-
gree, you can take charge of what you think, exerting some control over what
you feel in the process. The potential to control your thoughts is the rationale
behind cognitive therapy.187 It’s not easy, especially if you’re depressed; but it’s
possible. It takes lots of work, like everything else worthwhile. The first step
in cognitive therapy is becoming aware of your automatic negative thoughts—
and demoralizing stories, I’d add. Perhaps you are only dimly aware of it, but
you’re telling yourself stories about yourself much of the time. The next step
in cognitive therapy is questioning your automatic negative thoughts. Mental-
izing, you can start constructing alternative stories.


The Self in Relationships


As stated earlier, the “me” is formed to a substantial extent in relationships.
Looking at others is like looking into a mirror. You see the “me” in reflection.
How you see yourself reflects how you are seen by others, how you are
treated by them, and how you feel in relation to them. Many persons have
been told that they are bad in myriad ways. But you need not be told directly;
when you’re mistreated, you may just infer it.
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The antidote to reflections that damage the “me” is healthier relation-
ships and better reflections. But the negative illusions are not easily altered.
Affirming attitudes of others may not make a dent; positive comments and
praise are often discounted. Why is this? Here’s what many patients say:
They’ve learned to conceal their angry feelings. They’ve been hurt or pun-
ished even more severely than usual whenever they protested or showed
their natural anger. When others tell them they’re friendly, kind, considerate,
or nice, they protest internally (if not outwardly), “If they really knew how
hateful I am inside, they would not think so well of me”; “The fact that they
like me just proves what a phony I am.” Such thinking takes the positive re-
gard of others and uses it as fuel to tear yourself down further: “The truth is,
I am a phony, a fake.” I’d counter with an equally true story: such a kind—
and angry—person is making a valiant effort to relate positively against great
odds created by internal conflict, distrust, and fear. If both of these are legit-
imate perspectives, to which should you pay attention?


To reiterate, Susan Harter noted that different areas of potential self-
worth are tied to different areas of competence, and we can enhance our self-
worth by paying attention to areas of competence. But she also emphasized
relational self-worth, that is, how self-worth varies from one relationship to
another. The implication is clear: it’s crucial to invest time and energy in
those relationships that enhance your self-worth and to minimize contact
with persons who diminish it.


But healing relationships are not just the wellspring for improving self-
worth; they also provide an opportunity to bolster self-efficacy. When we
think about healing the self in relationships, we most often focus on self-
acceptance, validation, and affirmation from others. All these are enor-
mously important, but I want to draw your attention to a more subtle yet
pervasive form of empowerment: being mentalized. Granted, hitting the ten-
nis ball, performing the song, and getting the grade, raise, or promotion all
contribute to self-efficacy. But such achievements may pale in relation to
something potentially far more common: actively expressing yourself in
close relationships and evoking understanding in others so that you have a
sense that the other person has your mind in mind. And this process goes
both ways: mentalizing others so as to evoke a smile or relieve suffering also
contributes to self-efficacy—and self-worth.


Your Relationship With Yourself


Persons who’ve been traumatized in any way, and those who’ve been abused
in particular, have a deep longing for a relationship in which they can feel
safe and obtain comfort. As discussed in relation to attachment, they seek a
safe haven and a secure base. Establishing secure relationships, however be-
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latedly, is the cornerstone of healing. But think beyond relationships with
others; you also need a secure relationship with yourself.


You might find it puzzling to think of having a relationship with yourself,
but there are parallels to your relationships with others. You have conversa-
tions with yourself. Most importantly, you have feelings about yourself. Like
your relationships with others, your relationship with yourself is multifac-
eted; you can be kind to yourself and cruel to yourself. Developing a healthy
relationship with yourself is of utmost importance: you’re with yourself all
the time, and the relationship is lifelong. Think of secure attachment as a
model for your relationship with yourself. You could be encouraging, sup-
portive, nurturing—at best, loving—toward yourself. That doesn’t mean you
won’t also be frustrated with yourself and critical of yourself, but a generally
benevolent and compassionate relationship with yourself will make your
self-criticism more tolerable.


Thinking more flexibly about yourself can be a stepping stone toward a
more secure relationship with yourself. With a history of trauma, you might
be locked into rigidly negative thinking about yourself. This negative thinking
is akin to having an abusive relationship with yourself. Imagine living with an
abuser, all the time, throughout the day, in your own brain/mind/head! You
need not continue to do so. Just as you should feel an urge to protest being
mistreated by others, you should protest being mistreated by yourself. You
need not keep putting up with it. But you’ll need to work at developing a more
supportive relationship with yourself. This advice shouldn’t be surprising; any
good relationship requires work.


Susan Harter noted the problem of depending too much on the views of
others for your self-worth. Your feelings about yourself can be buffeted by
the ups and downs of your relationships. The barometer can plummet in a
stormy relationship. Thus she points to the value of internalizing the positive
opinions of others, which provides more stability in your self-concept and
buffers you in times of stress. In my way of thinking, you can potentially rely
on the security of your relationship with yourself for stability in your self-
worth.


Think of your relationship with yourself from the perspective of mental-
izing. I’ve emphasized the importance of your sense that another person has
your mind in mind. You, too, may have your mind in mind—or fail to do so,
in effect, neglecting yourself. We think of mentalizing as a benevolent, com-
passionate activity.83 To reiterate, don’t think that mentalizing precludes self-
criticism; on the contrary, mentalizing makes self-criticism more open-
minded, balanced, and productive. You have a complex self, and you have a
complex relationship with yourself that should allow for praise and criti-
cism. Again, flexibility is the key.
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Mentalizing, you can adopt a benevolent interest in yourself, and then
you’re in a position to comfort yourself and care for yourself. And, by com-
forting yourself, I don’t mean just talking to yourself in a compassionate way,
although I think such conversations can be enormously important. Although
it may go against the grain, you also need to take action, doing things for
yourself that provide pleasure and comfort. There’s a limit to how much you
can do by thinking; actions indeed speak louder than words. Don’t think you
must feel good about yourself before you start doing good things for yourself;
feelings often follow actions.


I pointed out at the beginning of this chapter that two major lines of
development are self-development and the development of relatedness to oth-
ers. I also emphasized that these two aspects of development are interdepen-
dent. Your relationships with others influence your sense of self and vice versa.
Finding relationships in which you are treated with compassion, and allowing
yourself to experience and take in that compassion, is a major route to being
able to adopt this compassionate attitude toward yourself. Conversely, the
more you’re able to be compassionate toward yourself, the more open you will
be to compassion from others, and the more skilled you’ll become at showing
compassion for others. The challenge is to get these mutually enhancing
cycles going.
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RELATIONSHIPS


Relationships are the single most important source of satisfaction in life
while also being the most potent source of human misery.241 As we’ve seen,
attachment relationships are a mixed blessing—they’re essential for develop-
ing a sense of self, learning to mentalize, and regulating distress, while also
being potentially traumatic. Even under the best of circumstances, forming
attachment relationships renders us vulnerable throughout life. As Freud15 so
plainly put it, “We are never so defenceless against suffering as when we love,
never so helplessly unhappy as when we have lost our loved object or its
love” (p. 33).


There’s far more to relationships than attachment, but I emphasize at-
tachment because any threat or trauma powerfully evokes attachment needs.
When you’re threatened or injured, you feel a need to seek security in the
safe haven of attachment. Hence coping with trauma invariably will have a
strong impact on attachment relationships, no matter what the source of the
trauma. Furthermore, as we’ve seen, trauma can interfere with your capacity
to make use of attachment relationships. Even if you were traumatized by
something impersonal, you may lose confidence in the protectiveness of
your attachments. Or you may be concerned that your struggles with trauma
are burdening your loved ones, and your attachments are thereby threat-
ened. Finally, as described in Chapter 2 (“Attachment”), trauma embedded
in close relationships is usually most difficult to bear, especially when the
relationship ought to provide a feeling of security.
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Given that relationships are central to well-being, we must clarify the po-
tential obstacles you may face in making the best use of relationships. This
chapter focuses on relationship patterns stemming from trauma and consid-
ers the role of relationships in healing.


Relationship Models


We’re great categorizers. We learn patterns. We continually encounter nov-
elty, but we immediately connect whatever situation confronts us at the mo-
ment with memories of our past experience. And we’re always categorizing
ongoing experience in relation to our feelings, our needs, and our safety. Be-
fore long, we learn to attach labels to categories. This is “good,” that’s “bad,”
this is “scary.” We categorize quickly and unconsciously, for example, re-
sponding fearfully to a threatening face in well under a tenth of a second.145


Thus, just as we categorize the inanimate world of chairs, trees, and trains,
we categorize relationships with others on the basis of previous patterns—
although not so consciously and not with such simple labels.


We all develop models of how relationships go, based on recurrent pat-
terns of interactions—father holds comfortingly when child cries; mother
beams proudly when child performs; brother retaliates fiercely when sister
interferes. As life goes on, our models become increasingly diverse and com-
plex. Yet earlier models always serve as a foundation for later relationships.
We repeat. And we’re always modifying and shaping old models to new re-
lationships, developing new patterns of relating that we generalize into sub-
sequent relationships. We learn.


Your relationship models not only govern your experience of relationships
but also govern your behavior toward other people. If you expect others to
mistreat you, you keep them at a distance. In this way, your expectations in-
fluence how people respond to you. You tend to shape other people’s behavior
so as to bring them into conformity with your models. Accuse others of having
it in for you—and they will! You repeat. Conversely, others influence you to
conform to their models. They repeat. You select partners whose relationship
models are compatible or complementary with your own. We all try to work
out reasonable matches with each other, for better or for worse.


Relationship models have two parts—self and other. The self is dis-
tressed, the other comforts; the self yearns, the other neglects; the self is in
pain as the other attacks. These two-part models lend an easy flexibility to
your relationships. You can readily switch roles: mother comforts child;
child comforts mother. In an abusive relationship, both roles are learned
with full force: being injured and injuring. Those who have suffered abuse
may establish subsequent relationships in which they mistreat others. Or
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you can play out these two-part models in your relationship with yourself;
you can assault yourself in thought and in action.


Secure attachment is a key relationship model. The infant develops the
expectation that contact with a caregiver will be soothing: when I feel bad,
mother holds me, and I feel better. As development proceeds, and opportuni-
ties for contact with others expand, this model of secure attachment is gen-
eralized to relationships with others—father, sister, brother, grandmother,
and teacher. But secure attachment is never the only model. Frustration is a
universal model: sometimes when I feel bad, mother doesn’t help. Being in-
jured is a universal model: sometimes contact with mother hurts.


Bowlby176 proposed the concept of internal working models of the self
and the attachment figure. These working models shape our expectations
and behavior toward others. For example, confidence in the accessibility
and responsiveness of the attachment figure hinges on two factors: your ex-
pectations about the responsiveness of the attachment figure and your view
of yourself as worthy of responsiveness. Bowlby176 summarized this point:


An unwanted child is likely not only to feel unwanted by his parents but to
believe that he is essentially unwantable, namely unwanted by anyone. Con-
versely, a much-loved child may grow up to be not only confident of his
parents’ affection but confident that everyone else will find him lovable too.
(pp. 204–205)


Bowlby maintained that our attachment models are reasonably accurate
reflections of how we have been treated by parents and caregivers. But this
doesn’t mean that children play no part in the models that they develop. Chil-
dren are active interpreters of their caregivers’ behavior, constructing models
on the basis of their individual perceptions and reactions. The models devel-
oped by a more sensitive child will be different from those developed by a
more obstreperous child. And the child’s behavior and temperament will
shape the behavior of the caregivers, thus playing a major role in the models
that develop.242 For example, a hyperactive child is likely to evoke criticism.
Whatever our environment, we all have models with our own individual
stamps. But we can all be overpowered. In the face of severe trauma and ma-
levolent intent on the part of caregivers or others, there’s no avoiding perni-
cious relationship models.


Bowlby’s term, working model, emphasizes flexibility. Ideally, you can
shift and adapt your models from moment to moment. You can expect to be
criticized but be open to praise. You can be angry and frustrated, then for-
giving and affectionate. Yet you can be caught in unwitting patterns of repe-
tition. My colleagues Peter Fonagy and Mary Target243 emphasized that
these models are not generally conscious; rather, they are implicit procedures
for interacting with others. Recovering from trauma often entails becoming
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more aware of these procedures—mentalizing—so as to better adapt to the
reality of the present and to be able to modify these procedures so as to relate
more flexibly and adaptively. Of course, as you become more aware of these
relationship models, you’re likely to remember interactions that may have
contributed to their development, memories that are more or less accurate
constructions. Yet, as Fonagy and Target point out, it’s not recovering mem-
ories that’s healing but rather learning to mentalize and to develop new pro-
cedures that promote more satisfying relationships, less generalized from the
past and more responsive to the present.


I routinely observe several common themes in the relationships of per-
sons who have experienced trauma—isolation, yearning, fearfulness, depen-
dency, victimization, controlling, and aggression. These relationship models
are universal. Yet they seem to stand out more starkly in those whose rela-
tionships have been marred by trauma. This list is hardly exhaustive, but it
might prompt you to reflect about some of your own patterns.


Isolation


I think the most natural response to interpersonal trauma—having been hurt
by someone more or less deliberately—is to stay away from people. If you’ve
been hurt in close relationships, you’ll naturally tend to maintain emotional
distance. You may prefer solitary activities or find refuge in fantasy, perhaps
also keeping your interactions with others on a superficial level. As described
in Chapter 2 (“Attachment”), we see this pattern in infancy: the infant who
consistently encounters rejection is likely to develop a pattern of avoidant at-
tachment.


But isolation is not always a choice. Many abusive relationships entail
enforced isolation. Abused children and battered spouses are likely to be iso-
lated from their peers. Even if their isolation is not rigidly enforced by an
abusive and domineering parent or partner, it’s engendered by secrecy and
shame, which become internal barriers to intimacy.


To a degree, isolation and avoidance are workable strategies, and many
traumatized persons have followed these strategies for years. Ultimately,
however, when distress mounts or crises evolve, isolation is no longer an ef-
fective strategy. Paradoxically, while you’re seeking safety in isolation, you
also may feel more vulnerable, having given up the potential safety of secure
attachment. Moreover, isolation is depressing.


Yearning


Given the power of attachment needs established by evolution over millen-
nia, isolation is rarely an ideal solution. In my trauma education group, we
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used to tender the “happy hermit theory” as an alternative to attachment
theory. We never had any happy hermits in the room. As group members’ ex-
perience attested, isolation holds sway by keeping at bay a yearning for
closeness, affection, comforting, and protection. A paradox is at work here:
the history of trauma abets isolation but also fuels attachment needs. Isola-
tion thus alternates with longing for much-needed caregiving, closeness,
and intimacy.


Fearfulness


The inevitable yearning for contact invariably propels traumatized individ-
uals back into relationships. But any closeness or intimacy will be frighten-
ing. A slew of working models based on past experience spells all sorts of
danger. Distrust may be pervasive. The specific fears will reflect the past
traumas. Common fears include being physically injured, exploited, domi-
nated, controlled, trapped, intruded upon, smothered, terrorized, humili-
ated, degraded, betrayed, and abandoned.


Dependency


No one who has suffered trauma in relationships is doomed to a life of iso-
lation, yearning, and fearfulness. Driven by attachment needs and un-
daunted by prior injuries, many persons eventually find relationships that
provide affection, protection, nurturance, and intimacy. Of course, trust in
such relationships is hard won, achieved only over a long period. It’s not
surprising that, once found, such relationships grow to be profoundly im-
portant. Your seemingly overwhelming needs become focused on the one
individual who can meet them within a context of safety. Your newfound
attachment relationship becomes the only safe haven in a world of danger.


The capacity to depend on others is not a weakness; it’s a strength, essen-
tial for attachment and well-being more generally.244 Yet, in excess, depen-
dency paradoxically undermines security. You may have overcome fearfulness
only to find that your long-awaited safe haven does not turn out to be an un-
mitigated blessing. Your fear of being injured may gradually give way, only to
be replaced with a fear that the relationship will end, particularly to the degree
that you feel you are burdening your partner with your intense needs. To com-
plicate matters further, your dependency and fear of abandonment may engen-
der feelings of resentment and hostility associated with a sense of being
trapped and vulnerable. Then your long-awaited safe haven and secure base
may not feel so safe and secure after all.
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Victimization


At worst, the dependency that naturally evolves in any comforting relation-
ship can contribute to a vulnerability to repeating past trauma. The fear of
abandonment may outweigh the pain of further exploitation and injury.


The person who suffers harm is commonly considered a victim, and no
one working with traumatized persons can doubt the reality—indeed, the
tragedy—of victimization. But “victim” has now become a pejorative term:
“You’re always acting like a victim!” I think such criticism stems partly from
the denial that all of us can become victims. It’s reassuring to blame the vic-
tims. We should keep in mind that the dissociative defenses of detachment
and numbing that served to buffer childhood trauma (see Chapter 10, “Dis-
sociative Disorders”) can permit the adult to put up with mistreatment that
would otherwise be intolerable.240


But we should distinguish the reality of victimization from the adoption
of a generalized victim working model of relationships. In such relationships,
the traumatized person gives up power and control, having developed a
passive and submissive stance that promotes additional victimization. Of
course, this relationship model is often frustrating and annoying to others.
And thinking of yourself as a passive victim is damaging because it erodes
self-efficacy, being a clear case of the “me” undermining the “I.” Accordingly,
persons who have been traumatized are often encouraged to think of them-
selves as survivors rather than victims.


Rather than focusing on victimization, Judith Herman58 emphasized the
failure of self-protection in relationships that entail repetitions of abuse. For
persons who have been abused or traumatized by others, self-protection was
not possible initially; they were victims. Failure of self-protection implies an
extension of this early model into subsequent relationships in which self-
protection is a possibility. In such changed circumstances, to think that you
have been victimized again leads nowhere; to think that you have failed to
protect yourself implies a solution. Failure of self-protection points the way
from the learned helplessness of depression to active coping. For example, a
woman who is raped at a party after having become intoxicated may feel
guilty and berate herself. She may wrongly blame herself, rather than the
rapist, for being raped. But, in this instance, her guilt feelings can serve a
useful purpose by motivating her efforts to avoid such vulnerability in the
future.


Controlling


The worst aspect of traumatic experience is the sense of helplessness it en-
genders. Trauma entails feeling out of control and being at the mercy of oth-
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ers. It’s little wonder that control becomes a paramount concern. At one
level, you may be extremely averse to any interaction that smacks of being
out of control. You may find it extremely difficult to comply, to go along, to
follow, or to submit to the desires of another person—even when going
along entails no danger or harm. Having your own way may seem absolutely
necessary. You may find yourself in power struggles. Avoiding being con-
trolled may not be enough; you may feel secure only when you are able to
exert active control over another person. Your sense of security may depend
on turning the tables, controlling and dominating others rather than being
controlled or dominated by them. Of course, this working model works
badly, as it only increases the odds of conflict and additional trauma.


Aggression


The tables may be turned even more dramatically when one who has been
abused becomes the abuser. Anna Freud245 recognized this pattern in children,
calling it identification with the aggressor, a defense by which the individual
transforms being threatened into threatening others. Recall that relationship
models have two parts, self and other, and both parts invariably are learned.
This applies to the comforter and the comforted as well as to the batterer and
the battered. Switching roles is common; we learn to comfort by being com-
forted. Moreover, the role of aggressor appeals to the person who has been
threatened because it’s associated with a sense of power and control, thus pro-
viding an antidote to feelings of weakness and helplessness. Of course, aggres-
sion begets aggression; it provides not only a model but also the emotional
provocation to go with it: anger. When we feel angry, we naturally want to hurt
someone.158 As noted in Chapter 3 (“Emotion”), beating a child for being ag-
gressive is a futile attempt at control: it makes the child angry, and it provides
the child with a model for how to behave when angry—aggressively.


Because those who were mistreated as children tend to mistreat their
own children, child abuse is often passed down through generations.246 This
intergenerational transmission of abuse is by no means inevitable, but it’s
nevertheless common. Importantly, abused children who are most likely to
become abusive parents are those who deny that they were abused and ide-
alize their abusive parents. Conversely, facing the reality of the past—men-
talizing—prevents such repetitions.159


Problematic Cycles


As just described, the self-other structure of your relationship models is con-
ducive to alternating roles. Ideally, you can nurture, and you can allow your-
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self to be nurtured. You can depend and be depended on. But you can also
abuse and be abused. You can abandon and be abandoned. And, as described
in Chapter 5 (“Self”), traumatic relationships often entail 180-degree shifts
in relationships. These shifts not only undermine self-continuity but also
make for stormy relationships, owing to cascading internal working models.
Judith Herman58 painted a vivid portrait:


The survivor oscillates between intense attachment and terrified withdrawal.
She approaches all relationships as though questions of life and death are at
stake. She may cling desperately to a person whom she perceives as a rescuer,
flee suddenly from a person she suspects to be a perpetrator or accomplice,
show great loyalty and devotion to a person she perceives as an ally, and heap
wrath and scorn on a person who appears to be a complacent bystander. The
roles she assigns to others may change suddenly, as the result of small lapses
or disappointments, for no internal representation of another person is any
longer secure. (p. 93)


Such sequences do not arise de novo; they are repetitions of alternating
hope and disillusionment that were part of the 180-degree shifts in earlier
traumatic relationships.


Therapists construe reenactment of traumatic relationships in terms of
three roles, each of which has an active and a passive position: rescuing-
rescued, abusing-abused, and neglecting-neglected.247 Individuals who are
caught up in reenactments tend to cycle among all these roles. A common pat-
tern, for example, is hoping for rescue, feeling abused, then retreating into iso-
lation, feeling alone and neglected. As I view it, the neglecting-neglected roles
are the black hole into which all traumatic interactions tend to spiral.25


In Chapter 4 (“Memory”), I described how memories play a key role in
traumatic stress. Remember, however, that the reexperiencing of trauma in-
volves implicit, procedural memories as well as explicit personal event
memories. Reenactments of trauma, based on these implicit patterns of in-
teracting, play a major role in triggering the reexperiencing of trauma.25


Most important, attesting to the overgeneralization of relationship patterns,
ordinary interactions can spin out into traumatic reenactments. When
someone is tactless or rude, you can feel abused; when you snap back in
irritation, you can feel you’ve been abusive. When someone offers help, you
can long for rescue; when someone fails to empathize or ignores you, you
can feel abandoned and neglected. All this can happen unconsciously, as
these ordinary interactions evoke implicit procedures for relating. But the
traumatic pattern is badly matched to the current situation, and others are
perplexed at the emotional intensity of your 90/10 reaction. Hence we en-
courage mentalizing, making a conscious effort to separate the traumatic
past from the ordinary—if often aggravating—present.
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Traumatic Bonding


Most problematic are relationships in which prior trauma is reenacted in full
force. It’s not uncommon, for example, for a person who has been abused by
a parent to choose an abusive mate or to become involved in relationships
that carry a high risk for injury or exploitation. Freud248 called this the com-
pulsion to repeat because of the compelling need to repeat the earlier destruc-
tive pattern.


Why would anyone compulsively repeat an injurious and painful pattern
of behavior? There are many reasons why individuals who have been injured
by others express their aggression by directing it back onto themselves. But
other persons can be enlisted as accomplices in this scenario. You can attack
yourself by provoking or permitting others to attack you.


It’s tempting to chalk up such behavior to a naive concept of masochism—
finding pleasure in pain. In my view, this is a flimsy and harmful explanation
(see Chapter 11, “Self-Destructiveness”). Seeing yourself as a masochist, like
seeing yourself as a victim, undermines self-efficacy. I have no doubt, how-
ever, that many traumatized persons unwittingly perpetuate their suffering
for a wide variety of reasons.25 For example, suffering can stem from a need
for punishment, prohibitions against pleasure, an attempt to elicit nurturing,
and an effort to take control by inflicting pain actively rather than suffering it
passively.45


Freud249 thought that the repetition compulsion might reflect a belated
effort at mastery. Trauma stirs up severe conflict and painful emotion. The
mind does not sit quietly with a terrifying sense of helplessness. Trauma be-
comes an unsolved problem in the mind, and unsolved problems press for
solution. Traumatized children commonly repeat the trauma in their play,
often in relatively undisguised form.250 Through play, they seem to be at-
tempting to assimilate, digest, and overcome the traumatic experience. Per-
haps the same could be said of repetition in adult relationships. A girl who
was completely overpowered by an alcoholic father might strive in adult-
hood to sober up an abusive alcoholic husband. But there’s no evidence that
repetition of trauma consistently leads to mastery or resolution; on the con-
trary, it just leads to further suffering.62


If not for the sake of suffering or mastery, why repeat? I find it helpful to
shift the focus from suffering to learning. The compulsion to repeat is one
form of the compulsion to relate. And we all repeat what we have learned in
earlier relationships; we re-create the familiar. We all develop models of re-
lationships, and we’re always employing them. When a friend keeps going
back to an abusive husband, we think in exasperation, “She’ll never learn!”
On the contrary, she’s merely reenacting what she’s learned all too well.
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The powerfully destructive attachments that evolve in abusive relation-
ships have been called traumatic bonding.251 Although perhaps most dra-
matic in cults, kidnappings, and hostage situations,252 traumatic bonding is
far more common in troubled households. How can a child love and even
idolize an abusive parent? How can a battered wife love and protect her abu-
sive husband?


A patient in group psychotherapy recounted a childhood in which she was
continually frightened by her stepfather’s violence toward her mother. Her
stepfather was a well-respected union leader, and he was accustomed to hav-
ing plenty of power. In contrast to his stable image at work, he was intimi-
dating and domineering at home. When he was drinking, he would not only
scream at his wife but also slap her, shove her, and push her around. In turn,
his wife was verbally abusive toward the children, haranguing them for their
shortcomings and misbehavior. The stepfather rarely laid a hand on the chil-
dren, and he doted on his stepdaughter. He was occasionally intimidating to-
ward her but generally loving and attentive.


Partly to get away from home as soon as possible, the patient married im-
mediately after she graduated from high school. Her husband was a kind and
gentle young man, but he became addicted to drugs and died of an overdose.
Heartbroken and feeling abandoned, she quickly married an attractive man
she hardly knew. Their relationship rapidly deteriorated. He beat her so fre-
quently and so brutally that she feared for her life. She packed her bags when
he was away at work, and she left the state. She resolved never to marry
again, but she could not tolerate being alone. She moved in with another
man, and this relationship was an improvement. He never physically as-
saulted her, and he could be loving and affectionate. Yet he was also ex-
tremely controlling and intimidating, and she felt as if she continually
walked on eggshells. She was reluctant to have children, and she was socially
isolated because his possessiveness and belligerence kept all prospective
friends away. To the consternation of her friends, her relatives, and even her-
self, she stayed in this relationship for many years until he left her abruptly
to marry another woman.


To say that this patient was merely repeating what she had learned from
observing her parents’ marriage does not do justice to the force of the repe-
tition compulsion evident in battering relationships. Common sense dictates
that someone who has been repeatedly hurt and mistreated in a relationship
would do everything possible to flee or at least to maintain distance. Yet we
continually observe the opposite. Individuals become locked into traumatic
relationships and cannot let go. The abused person may be beaten and tor-
mented, and may occasionally attempt to break away, but will repeatedly re-
turn to the abusive relationship. Common sense and intuition fail us in
understanding such behavior.


Hard as it may be to believe, being abused and mistreated can actually
strengthen the bond in relationships. And this phenomenon is not unique to
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humans; maltreatment has been shown to accentuate attachment in a range
of mammals.108 Perhaps it’s not so hard to understand why a person would
maintain a relationship despite abuse; any relationship may be better than
none. Moreover, the penchant for denial is all too human, and it’s tempting
to ignore all prior evidence and believe the abuser’s claim that he will not do
it again. But how could abuse and maltreatment increase attachment? This
anomaly is the essence of traumatic bonding: the more you are abused and
terrorized, the harder you may cling to the abuser.


To understand the paradox of traumatic bonding, we must first learn to
appreciate the social context of the abusive relationship. Two factors are crit-
ical. First, social isolation, often enforced by possessiveness, precludes other
sources of secure attachment.58 Second, a gross imbalance of power in the re-
lationship renders the person increasingly incompetent and helpless, ever
more reliant on the person in the position of power.54 Notably, the power im-
balance is only superficial: the controlling behavior masks feelings of weak-
ness, dependency, and a fear of abandonment, all of which fuel the batterer’s
jealousy and possessiveness.253


The combination of attachment needs, isolation, and the imbalance of
power conspires to create a situation conducive to traumatic bonding. The
abused or terrorized individual feels completely dependent on the abuser or
terrorist.254 Abuse in an exclusive relationship with an attachment figure cre-
ates an intolerable conflict: the secure base is a source of danger. Traumatic
bonding escalates this conflict. The more the individual is injured and ter-
rorized, the stronger his or her need for protection and comforting.


The alternation of distress and relief cements the traumatic bond. As
Walker54 described, any shred of affection, comfort, or even respite from in-
jury and terror will tighten the bond. But intermittent kindness is only one
key to traumatic bonding; the bond is also cemented by the individual being
spared even more grave harm. Walker found that psychological battering is
sustained by the threat of bodily harm, including being killed. Any reprieve
from injury and terror and, most important, the fact of being allowed to live,
evokes enormous gratitude.252 The terrorist becomes the protector—protec-
tor from the terror and injury that might be inflicted. The terrorist escalates
the need for a safe haven and then gratifies the heightened need that has
been created. As Herman58 explained, the perpetrator becomes the savior.
And the worse the injury, the greater the terror, the stronger the need for se-
curity, the tighter the bond.


As one such victim of battering told me, it’s extremely difficult to leave
the relationship by “jumping into the void.” Yet, courageously, she did so,
and she eventually found other sources of support. Typically, because of the
strength of the attachment, letting go is a long and painful process. And, hav-
ing let go, many persons return, perpetuating the cycle.255 But many others
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don’t.251 There are options, including shelters that provide temporary safe
haven.256


Developing New Models


I’ve painted a bleak picture with this litany of traumatic relationship models
and cycles, culminating in the quicksand of traumatic bonding. Yet, for all
its pitfalls, attachment offers a hopeful perspective, as the desire for secure
attachment relationships is powerful and persistent.


In our specialized treatment program for women with a history of severe
interpersonal trauma,257 we asked patients to list their current attachment
figures and to indicate the degree of security in those relationships.101 Then
we contrasted these findings with those for women in a community sample.
Not surprisingly, we found that women in the community listed significantly
more secure attachment relationships than those in trauma treatment. More
surprisingly, the difference was small. On average, traumatized patients listed
four, whereas women in the community listed six. Of course, in both groups
there was a lot of variation, and a small number of the traumatized patients
listed none. But the vast majority had one or more, and many had a whole
network of relatively secure relationships—despite their history of traumatic
attachments and a significant level of conflict in some of these relationships.
Thus the secure attachment model, established by evolution and by whatever
instances of good experience with caregivers occurred, is highly resilient.


Positive Models


Not only does the yearning for secure attachment persist, but also we are
always capable of new learning. The very capacity for learning and general-
ization that perpetuates abusive experience can be the pathway out of de-
structive relationships. The traumatic models are not dissolved, unlearned,
or exorcised. What is learned stays learned. Once a model, always a model.
But new models can be learned and generalized, old models supplanted. My
advice: put the old models on unemployment, unless you need to spot an-
other abusive person.


How are new models learned? They’re learned from and with other peo-
ple. They’re taught, not didactically as in a classroom, but procedurally as in
riding a bicycle, through relating and interacting. For good or for ill, others
tend to shape us into the molds of their models. Abusive models are taught
in relationships and interactions. So are nurturing models. Models of others
as reliable and trustworthy are necessarily learned only over a long period of
time. You must find good teachers—persons who are kind, trustworthy, and







RELATIONSHIPS • 127


reliable. Abusive relationships set up a vicious cycle: the more you’re mis-
treated, the more you feel devalued, and the more mistreatment you tolerate
and feel you deserve. Healthy relationships turn the tide, creating a benign
cycle: the more you’re treated with kindness and respect, the more you feel
confident and worthy, and the more you’ll assert your needs and be treated
accordingly.


Nothing is foolproof, and this scenario is not flawless. No one is a perfect
judge of character; we’re all susceptible to being deceived. Self-protection is
possible to a degree, but anyone can be overpowered. Rescue is illusory; all
helpful relationships are flawed, limited, and disappointing to a degree. Con-
flicts wax and wane; closeness and distance ebb and flow. Healthy develop-
ment just requires a good-enough mother.94 We need not just good-enough
parents, but also good-enough companions, friends, mates, and therapists.


And we should not associate traumatic relationships exclusively with
problematic models. In addition to hindering development, trauma and suf-
fering can promote growth.258 I’ve worked with many persons who credit
their deep capacity for caring, empathy, and compassion to their traumatic
experience. Thus trauma often promotes a profound concern for the welfare
of others, which is arguably one of the most fundamental dimensions of close
relationships.174 Hence, ironically, trauma may promote models of secure at-
tachment in the form of an exceptional ability to provide comforting, nurtur-
ing, protecting, soothing, and caregiving to others. As discussed in Chapter 5
(“Self”), extending the compassion to the self is an important challenge.


Although I find it hard to overemphasize attachment, it’s important to
recognize many other aspects of relationships that go beyond attachment, al-
though there may be areas of overlap. There are models for making connec-
tions: communicating, accepting, affirming, and empathizing. There are
models for intimacy: loving, being affectionate, and confiding. There are
models for cooperation: helping, teaching, supporting, collaborating, shar-
ing, giving, working together, and complying. There are models for resolving
controversy: confronting, challenging, contesting, and asserting. Not least
important are models for just plain having fun—often not so easy for trau-
matized persons.


The possibilities for benign relationships are limitless and well worth
contemplating. Seeking pleasure of any sort, including in relationships, re-
quires an active effort. You may benefit from taking an inventory of your
own relationship models. Which models do you most frequently employ?
Which models should you put on unemployment? Which models should
you develop and cultivate? What persons in your life go with which models?
What are the patterns and sequences of interactions that characterize your
relationships? How stable and steady are your interactions? How changeable
and stormy?
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Networks


For persons who have been extremely isolated, it can be a monumental chal-
lenge to develop a single close relationship, much less a network of relation-
ships. Yet, as discussed earlier, many severely traumatized persons are able
to develop small networks, although they may need considerable help and
support in doing so. The reasons for going beyond a single relationship are
plain: your lone close relationship can become unduly burdened with strong
attachment needs, then infused with anxiety and hostility. Ordinary conflicts
can spiral into traumatic reenactments and posttraumatic reexperiencing
symptoms.


In thinking about the importance of networks, psychologist Helen Stein
and I developed a relationship education course,259 based on an assessment
of healthy adult functioning by Jonathan Hill and his colleagues.260 We dis-
tinguish several potential domains of support, which vary in level of close-
ness and intimacy. We emphasize flexibility and diversity in ways of meeting
attachment needs. We also emphasize the benefits of having relationships at
different levels of closeness. We distinguish several domains of relationships.


Social contacts are limited to a particular circumstance, such as playing
in a band or on a sports team, meeting at your child’s preschool, congregat-
ing at church, hanging out with a few regulars at the coffee shop, greeting
your favorite clerk at the grocery store checkout counter, or chatting with a
fellow passenger on an airplane. Social contacts are built on small talk,
which is an important skill, notwithstanding the disdain that many persons
have for it (possibly because they’re not very good at it). Although social
contacts are not confiding or intimate relationships, we should not minimize
their importance. They foster a sense of belonging, countering feelings of
isolation and alienation, thus providing a sense of familiarity and safety in
the world. They afford an opportunity for pleasurable social contact, also an
antidepressant. And, crucially, they serve as a gateway to deeper relation-
ships.


Friendships are founded in shared circumstances and interests, but, as the
relationship develops, friends make special arrangements to get together in
a variety of circumstances. Friendships are not exclusive and tend to be rel-
atively free of conflict; often they involve a considerable degree of confiding
and hence may meet attachment needs as well as many other needs. Impor-
tantly, friendships require active maintenance and reciprocity, without
which they are likely to founder. In contrast to other kinds of relationships,
friendships are noteworthy for their potential stability, and they often pro-
vide an optimal combination of emotional support and practical help.


Romantic relationships involve love and sexual affection. They’re gener-
ally exclusive, or, when they’re not exclusive, there’s a very high potential for
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conflict. For many persons, romantic relationships are primary attachment
relationships, although, like friendships, they meet many relationship needs
beyond attachment. Of course, with greater closeness and intimacy—not to
mention living together—romantic relationships entail considerable conflict
and place a premium on negotiation and conflict resolution. Negativity in
close relationships tends to escalate as one partner responds negatively to
aversive behavior of the other; hence a hallmark of stable romantic relation-
ships is accommodation, that is, responding constructively to the partner’s
bad behavior.241 As one of our educational group members said wisely, it’s
important to know when to hold your tongue.


Family relationships are diverse, including everyone from extended fam-
ily in the family of origin to in-laws and children in the family of marriage.
Hence few generalizations are possible in this broad domain. We do not
choose our family of origin. Importantly, except for in-laws, family members
share not just history but genes. Like romantic relationships, owing to their
closeness—and living together—family relationships have the potential to
provide enormous satisfaction as well as to engender extreme conflicts. To
reiterate Freud’s sage words, we are never so defenseless against suffering as
when we love; this pertains to many family relationships as well as to roman-
tic relationships. For all their potential problems, families provide the widest
ready-made network of support.


Work and school relationships resemble social contacts in being confined
to circumstances. Also, like social contacts, work relationships may develop
into friendships or romantic relationships—notwithstanding that blurring
these boundaries can be enormously problematic. Many work relationships
go beyond social contacts, however, in the sheer amount of closeness and
contact. Not rarely, persons may spend more time with colleagues at work
than with spouses and children. Hence work relationships may provide sub-
stantial opportunities for social support, and many persons who work alone
feel a lack in this regard. Of course, work and school relationships offer
many opportunities for conflict, such as competition with coworkers and
authority problems with supervisors and teachers. Hence interpersonal
skills play a huge part in occupational success.


Relationships with professionals, for example, members of the clergy or
psychotherapists, provide an important source of support for many trauma-
tized persons. I’ll discuss psychotherapy more in Chapter 13 (“Treatment
Approaches”), but note here that the boundaries and contractual nature of
the relationship—although frustrating and confusing in some respects—
provide a much-needed sense of safety and predictability. For persons who
have been hurt and betrayed, these safeguards foster confidence and trust.
Like any attachment relationship, psychotherapy also fosters dependency.
Yet the professional relationship should not become an end in itself, but







130 • C o p i n g  W i t h  T r a u m a


rather a bridge to other close relationships.25


We could carve up the pie of relationships in many different ways, and the
topic of relationships fills many books. And we don’t minimize the importance
of relationships with animals (see Chapter 2, “Attachment”). I’ve highlighted
some key domains here only to emphasize the wide range of opportunities for
support. I want to emphasize the sheer variety of ways in which different in-
dividuals can form healthy networks of relationships along with the potential
for creativity in meeting attachment needs.


Self-Dependence


To reiterate, development of the self and development of relationships are
intertwined over the lifetime. We must all find a balance between self-devel-
opment and relatedness, closeness and distance, openness and privacy,
togetherness and solitude. Each individual must find the optimal blend; no
ideal suits everyone.


In thinking about a healthy balance between self-development and rela-
tionships with others, I find psychoanalyst Joseph Lichtenberg’s105 concept
of self-dependence to be most useful. Since its inception, American society
has placed great value on independence. But aspiring to independence can
be problematic, particularly for individuals who have been traumatized. For
many, independence comes to connote not needing anyone—what we call
counterdependence—and, as such, becomes confused with isolation. Attach-
ment needs are lifelong, and isolation is not viable in reality. Lichtenberg de-
fines self-dependence in a way that balances autonomy and attachment. To
be self-dependent requires that you be able to have a sense of continuity in
your relationships. You must be able to remember and imagine your rela-
tionships with those to whom you are securely attached. Once you develop
this capacity, you do not need to be in the continuous presence of the other
person to feel secure. The gist of self-dependence is the capacity to bridge
the gap between separation and reunion (see Figure 6–1). Ways of bridging
the gap include self-regulation of emotional distress (see Chapter 13, “Treat-
ment Approaches”) and reaching out to other persons in your support net-
work. When you’ve bridged the gap, the reunion then serves to renew, refuel,
and maintain the sense of secure attachment while fostering autonomy and
self-development.


Becoming self-dependent is easier said than done, and, as with attach-
ment, we spend a lifetime working on it. Self-dependence requires mental-
izing; bridging the gap entails being able to have a comforting attachment
relationship in mind during times of separation. Having a comforting rela-
tionship in mind may sound easy, but it’s not. When attachment relation-
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ships have been fraught with conflict, having your attachment relationship
in mind may evoke conflict—pleasurable feelings of being comforted may
become intermingled with painful feelings such as anxiety, fear of abandon-
ment, resentment, and hostility.


Thus self-dependence requires strengthening your capacity for secure at-
tachment in current relationships. And security in current relationships has
a dual benefit. Not only are you sustained in the presence of the relationship
but also you have a better capacity to internalize the relationship; you can
carry it with you in your mind, bringing it to mind when needed. Then you
also have a secure base. Yet, as Lichtenberg declared, self-dependence re-
quires reunions. Bowlby’s colleague, Mary Ainsworth,104 put it well, “The at-
tachment is not worthy of the name if [individuals] do not want to spend a
substantial amount of time with their attachment figures—that is to say, in
proximity and interaction with them” (p. 14).


FIGURE 6–1. Self-dependence.
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ILLNESS


Exposure to acute stress generates physiological changes throughout the
brain and body, adaptations designed to facilitate coping. These adaptive re-
sponses to acute stress also set in motion automatic mechanisms designed to
shut down the stress response. Yet exposure to extreme stress, particularly
when the stress is repeated, can result in persistent and maladaptive physio-
logical changes. Then the stress response creates physical illness.


Psychiatrist Douglas Bremner,261 a leading researcher in the neurobiol-
ogy of trauma, laid the cards on the table: “Stress-induced brain damage un-
derlies and is responsible for the development of a spectrum of trauma-
related psychiatric disorders, making these psychiatric disorders, in effect,
the result of neurological damage” (p. 4). This concept is crucial: psycholog-
ical stress can result in physical illness. I realize that this assertion rubs salt
in the wound; it’s bad enough to feel damaged psychologically and even
worse to contemplate being injured physiologically. As I’ll argue shortly,
however, it’s worse yet to deny that trauma entails physical illness, because
such denial is even more demoralizing. Not understanding your illness, you
can blame yourself for your inability to recover quickly. Self-understanding
is essential for self-care. If you’re diabetic, you need to know it, so you can
manage the illness and take proper care of yourself.


We’re walking a tightrope in applying the concept of physical illness to
trauma. On the one hand, we must face the seriousness of trauma-related
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disorders. On the other hand, reading that you may be dealing with “stress-
induced brain damage” is alarming. Keep in mind that the body has marvel-
ous means of healing its wounds. We break bones; they’re damaged, and they
heal. Unfortunately, in the field of stress, we know more about the processes
of injury than the processes of repair. Until recently, we thought that the
brain does not generate new neurons; you could only lose them over your
lifetime. Now we know otherwise. More generally, researchers continue to
learn about the enormous plasticity of the nervous system—its ongoing ca-
pacity for change, growth, and repair. We’re beginning to learn about the
reversibility of brain changes wrought by stress and how treatment with
medication and psychotherapy contributes to healing at the neurobiological
level.262,263 Thus it’s important not to fall off the tightrope; we must balance
the concepts of illness and neurological damage with the concepts of heal-
ing, plasticity, and reversibility. The nervous system is designed first and
foremost for adaptation and learning, and the reversibility of stress-induced
brain changes is an area of active research.264


This chapter illustrates how psychological symptoms of trauma relate to
physical illness. Some parts are relatively technical, and, if you’re not inter-
ested in the physiological details, you should feel free to skim. Yet several
general concepts are essential and not difficult to understand: illness, hyper-
responsiveness, sensitization, and ill health. After considering illness as a so-
cial role, I distinguish among several biologically adaptive responses to
threat, describe some persistent alterations in the stress response that result
from trauma, review ill health, and conclude with some thoughts about car-
ing for your nervous system.


The Illness Perspective


In thinking about depression as a physical illness,265 I’ve found it helpful to
focus on a dilemma depressed persons face: they’re between a rock and a
hard place. The rock: “It’s not that serious, and I should be able to just snap
out of it.” The hard place: “I’m seriously ill, and there’s no way I can snap out
of it.”


Traumatized persons, many of whom suffer from depression, face this
same dilemma. It’s tempting to sit on the rock, which minimizes the serious-
ness of the illness. But it’s crazy-making. You should be able to snap out of
it, but there’s no way you can do so. You may blame yourself for being a
wimp or weak-willed. I think the hard place is a more hopeful stance, be-
cause it’s more realistic: recovery is possible, but it’s long and difficult. If you
stay on the rock, you can impede the process of recovery by berating yourself
for not recovering more easily. As we’ll glimpse in this chapter, research
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shows that trauma results in physical illness. This isn’t good news, but it fits
the experience of many traumatized persons who struggle valiantly to get
better and encounter many obstacles and much frustration in doing so.


Decades ago, sociologist Talcott Parsons266 usefully viewed illness as a
social role. Being ill, you’re exempted from performing normal social obliga-
tions, such as working, taking care of the household, and socializing. You
have a legitimate excuse; you’re entitled to some slack. Moreover, you’re ex-
empted from responsibility for your ill state; it’s not your fault that you’re ill.
Most important in my view, Parsons asserted that the ill person “cannot rea-
sonably be expected to ‘pull himself together’ by a mere act of will, and thus
to decide to be all right” (p. 456). This might be the single most important
idea for you and your loved ones to understand. Being ill, you cannot just
put the past behind you, move on, or snap out of it by a mere act of will. Re-
covery takes many acts of will over a long period of time—such as just get-
ting out of bed day after day when you’re profoundly depressed. And it takes
considerable help from others.


Parsons went on to add that being ill frees you from some obligations but
imposes others. To remain legitimately excused, you’re obligated to do
something about your illness: to seek help, to cooperate with treatment, and
to get well as soon as possible. Learning about your illness, as you’re doing
here, is a good example of fulfilling this obligation. Of course participating
actively in treatment is no small challenge, especially to the extent that
you’re depressed and demoralized. And the idea of getting well as soon as
possible sounds much more straightforward than it is: just how soon is “as
soon as possible” for the traumatized person? For many, recovery is a slow
process with many ups and downs, and the course of illness is not easily pre-
dictable. Understanding trauma from the perspective of physical illness
helps you to understand why this is so.


Adaptive Responses to Threat


We can understand the stress response best from the perspective of evolu-
tion. Species that survive have stood the test of time by developing robust
ways of coping with challenges, danger being paramount among them.
Adaptive responses to threat must be both fast and flexible. We humans
share basic adaptations to threat with all our mammalian kin; hence scien-
tists have learned a tremendous amount about stress and trauma from study-
ing other mammals, from mice to nonhuman primates. The perspective of
evolutionary biology can help us understand some of our most fundamental
responses to threat as well as some of the ways we can be traumatized by ex-
treme stress.
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We mammals are prepared by evolution to respond immediately and vig-
orously to any dire threat. Walter Cannon,267 who pioneered stress research
in the first half of this century, proposed that we have two basic choices: fight
or flight. He made no bones about the significance of the fight-or-flight re-
sponse: “The strength of the feelings and the quickness of the response mea-
sure the chances of survival in a struggle where the issue may be life or
death” (p. 377–378). Hence Cannon emphasized the physiological similari-
ties between fear and rage, pointing out that, regardless of whether the or-
ganism fights or flees, the bodily needs are similar. Fight and flight call for
equally vigorous action, and Cannon and others began elucidating the phys-
iological basis of this stress response.


Thanks to Cannon’s many successors, we now understand the fundamen-
tal mammalian reactions to threat in a more refined way.264 Each of these re-
actions, including fight and flight, involves a complex profile of physiological
arousal that supports a particular behavioral demand. These various patterns
allow us mammals to respond flexibly to threat; our behavior and corre-
sponding physiology can shift rapidly, depending on the nature of the threat
and the best means of coping at the moment.


Taking an evolutionary perspective, we can put our patterns of coping
with threat into bold relief by considering how mammals respond to preda-
tors.124,268 Sadly, confrontation with a predator is not a far-fetched analogy to
those forms of interpersonal trauma in which we’re endangered by other per-
sons.25 Let’s take it in steps, based on the degree to which the attack is immi-
nent (see Table 7–1). First, an animal will show vigilance in situations where
a predator is likely to be in the vicinity. Second, when an animal detects the
presence of a predator in the vicinity, its initial response is to freeze so as to
minimize its chances of being detected. The freeze response is a state of high
alert or vigilance. Third, if the animal is detected and threatened directly, the
defense response comes into play, with the options of flight or, if the animal is
cornered, fight. Fourth, if the animal is caught, a playing-dead reaction re-
sponse may ensue; the animal goes into a state of tonic immobility. When the
animal goes limp, the predator may let go, and the animal might then escape
through flight. Finally, when the defense response is prolonged, and the animal
cannot escape, a defeat reaction may take place: the animal gives up and goes
into a state that resembles depression. The enormous flexibility of these re-
sponse patterns is worth underscoring. We can switch rapidly from freezing to
fighting to fleeing then back to freezing. Correspondingly, our emotions switch
rapidly from fear to anger, and these emotions also can become intermingled.


All these patterns of responding to various degrees of threat are hard-
wired in the sense that they evolved over eons and do not require elaborate
thought. And these patterns of coping are highly sophisticated packages of
responses; a specific pattern of physiological arousal supports each form of
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emotional behavior. The physiological responses involve coordination of the
central nervous system, which consists of the brain and spinal cord, and the
peripheral nervous system, which consists of the nerves connecting the spinal
cord to the sensory receptors, muscles, and internal organs. The peripheral
nervous system is divided into the somatic (sensory and motor) nervous sys-
tem and the autonomic nervous system.


The autonomic nervous system merits particular attention in relation to
the stress response. The autonomic nervous system, coordinated by the
brain, regulates all the internal organs, adjusting their functioning to behav-
ioral demands. For example, your heart rate and blood pressure increase to
support running. There are two branches of the autonomic nervous system:
the sympathetic and the parasympathetic, both of which are activated in a
highly coordinated way to support these different patterns of coping. Owing
to the integration of the central nervous system and the autonomic nervous
system, stress-related changes may occur not only in the brain but also in all
other organ systems in the body, including the cardiovascular, respiratory,
gastrointestinal, reproductive, and immune systems.124


From Adaptation to Illness


We all know that stress can make you sick, and traumatic stress is extreme. But
our common sense knowledge conceals a puzzle: why would this adaptive and
protective response to threat result in illness?264 It’s as if our protective reac-
tions turn against us. The simplest answer is that these responses were de-
signed to cope with time-limited threats like a charging bear. We quickly
appraise a situation as dangerous and become appropriately aroused. Our
physiology automatically rises to the occasion to support vigorous action,
such as fleeing, as well as rapid changes in action plans, such as switching
from freezing to fleeing. When the threat is terminated and we are safe, our
arousal decreases as our physiology returns to normal.


These marvelously adaptive responses are designed for acute danger, but
they become strained under prolonged or repeated threat, such as occurs in


TABLE 7–1. Stages of predatory imminence


Adaptation Nature of threat


Vigilance Predator in vicinity


Freezing Sighting of predator


Flight Sighted by predator


Fight Cornered by predator


Tonic immobility Pinned by predator
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combat and abusive relationships. Being constantly on guard and continu-
ally injured puts an enormous load on your body as well as your mind. And
severe assaults, such as being raped or being held at gunpoint for hours, also
may have persistent effects on your physiology. You cannot fully adapt to
such extreme stress; it leads to wear and tear on your brain and the rest of
your body, eroding your ability to adapt to subsequent stress.


Hyperresponsiveness


Two persistent effects of repeated stress are hyperarousal and hyperrespon-
siveness. Hyperarousal is evident in relatively prolonged states of distress,
for example, a high level of anxiety or irritability. Hyperresponsiveness is ev-
ident in high reactivity to stressors, for example, unusually intense startle re-
actions. Of course, these two are related: if you’re in a state of hyperarousal
(fearful), you’re likely also to be more hyperresponsive (easily startled).
Thus lowering your general level of arousal, for example, by routine exercise
and relaxation, is one way to decrease your hyperresponsiveness (see Chap-
ter 12, “Emotion Regulation”).


Many traumatized persons are understandably distressed by their hyper-
responsiveness, particularly when others criticize them for “overreacting” or
“making mountains out of molehills.” Thus we need to think clearly about
this problem. If a child were frozen in a state of extreme anxiety in the face
of a raging parent, we wouldn’t think he is overreacting but rather that he’s
reacting naturally. Yet, if an adult with this history becomes frozen in a state
of panic when his boss is irritable, we’d think of him as overreacting, that is,
hyperresponsive to threat. But nothing is intrinsically wrong with the in-
tense response; it’s one of those natural patterns that evolved over eons. As
discussed in Chapter 3 (“Emotion”), you might think of it this way: a per-
fectly normal response is occurring in the wrong situational context. To re-
iterate, we call this context-inappropriate response the 90/10 reaction: 90%
of the emotion comes from the past and 10% from the present.


When you’ve been traumatized, you do yourself a disservice in thinking
that your hyperresponsiveness—context-inappropriate responding—is the
reflection of a personal failure, such as being a wimp. The concept of illness
helps here: your nervous system has been affected by trauma, persistently
changing your reactivity to stress and to cues associated with trauma. Your
nervous system has adapted. If you’re in a situation where danger is ever
present, you need to be on guard and prepared to respond quickly. Your ner-
vous system learns. I think of the criticism that you’re “making a mountain
out of a molehill” this way: there’s a real mountain in the past if only a mole-
hill in the present. Your nervous system has adapted to that real mountain.


Thanks to neurobiological research on trauma and posttraumatic stress
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disorder (PTSD), we’re now in a position to understand some of these per-
sistent alterations in the functioning of the nervous system and the body’s
other organ systems. Remember that I’m encouraging you to move from the
rock to the hard place, considering the possibility that trauma has resulted
in physical illness, such that your emotional reactivity has been changed
persistently. Keep in mind that, even if this is so, you can learn to manage
this illness and reverse some of these physiological effects.


Sensitization


Recall the central point Talcott Parsons made about illness: you cannot re-
cover by a mere act of will. Here’s a way to think about why this is so when
you’ve suffered psychological trauma: your nervous system has become sen-
sitized to stress.269 You might best understand sensitization by thinking of its
opposite, desensitization. Often we become desensitized by repeated expo-
sure to a stressful situation. If you’re inexperienced and anxious about
speaking in public, you can become less anxious over time with repeated
practice, provided that your experience with speaking turns out to be rea-
sonably positive. Often, we desensitize ourselves by approaching stressful
situations gradually—speaking to smaller audiences at first and larger audi-
ences later on. Your nervous system gradually adapts to the stress; techni-
cally speaking, you habituate through repeated exposure, just as you
habituate to repeated sounds in your environment. After a while, you’re no
longer conscious of the clock ticking.


Unfortunately, traumatic stress does not offer the opportunity for desen-
sitization; your exposure is not gradual and manageable but sudden and
overwhelming. Then the opposite reaction can occur; your nervous system
becomes sensitized, more reactive to stress over time rather than less so.
Stress accumulates rather than dissipating. You might think of sensitization
as akin to the last-straw effect. After a series of hassles during the day that
leave your nervous system keyed up, you blow up at a minor frustration that
you’d ordinarily take in stride. Sensitized, your nervous system automati-
cally makes mountains out of molehills. Keep in mind that your nervous sys-
tem can begin responding fearfully to a threatening face in less than a tenth
of a second. When your nervous system is sensitized, your reaction is not
just fast, it’s intense. We now know that trauma may sensitize many aspects
of your nervous system’s functioning, a few of which I’ll consider next.


The Brain’s Trauma Center


A little bundle of neurons in the brain stem called the locus coeruleus has
been dubbed the trauma center of the brain.270 This little protein factory
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manufactures norepinephrine, a form of adrenaline. Norepinephrine, one of
the neurotransmitters that convey signals between neurons, plays a key role
in the regulation of anxiety and mood. When a novel stimulus activates the
locus coeruleus, norepinephrine activates widespread areas of the brain.
Because of these widespread effects, norepinephrine is also considered a
neuromodulator. Other neurotransmitters of interest in psychiatry, most
prominently dopamine and serotonin, are also considered neuromodulators,
because they regulate brain functioning in a similarly broad manner.


The locus coeruleus–norepinephrine component of the stress response
system serves an alerting function, interrupting your ongoing behavior and
focusing your attention on high-priority stimuli.271 When this brain cir-
cuitry is activated, your level of arousal goes up; you may become anxious
and vigilant. The sympathetic branch of the autonomic nervous system is ac-
tivated in tandem with the locus coeruleus–norepinephrine circuit, in prep-
aration for the fight-or-flight response. Thus sensitization of the locus
coeruleus–norepinephrine circuitry by exposure to repeated stress contrib-
utes to hyperresponsiveness to unexpected stimuli, as you are more readily
put on guard—as you become hypervigilant.


Fear and the Amygdala


Higher up in the brain is another alarm center that interacts with the locus
coeruleus. The amygdala, an almond-shaped structure deep in the temporal
lobe of the brain, has garnered a lot of attention in relation to trauma.213 The
amygdala quickly detects danger, for example, showing a high level of activa-
tion in response to a threatening face.127 In addition to its role as a threat de-
tector, the amygdala immediately orchestrates central components of the fear
response, including the necessary autonomic nervous system responses. To re-
iterate, this process is so fast that it’s unconscious; you can be afraid without
knowing why. Thanks to these hardwired responses, when you’re endangered,
with the help of the locus coeruleus and amygdala, you become alert, focused
on the threat, and afraid, with all your body’s organ systems geared for action.


The amygdala not only detects danger and organizes the fear response
but also plays a key role in learning cues associated with danger, that is, in
fear conditioning.272 As discussed in Chapter 3 (“Emotion”), in the process
of fear conditioning, a previously neutral conditioned stimulus comes to
evoke fear when it is paired with an inherently noxious unconditioned stim-
ulus. The smell of alcohol can become a conditioned stimulus for being hit.
This learning is highly adaptive because, after you’ve become conditioned,
you can anticipate and better avoid danger. Yet these conditioned responses
also need to be tempered by additional learning mediated by higher brain
centers. The smell of alcohol leads to being hit only in certain contexts; you
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learn that you’re more likely to be hit at home than in a restaurant.
Back to the theme of illness. With the advent of neuroimaging, neurosci-


entists are able to study the brain in action, for example, observing changes in
patterns of blood flow in different parts of the brain in response to various
tasks or challenges. Making a significant contribution to our clinical knowl-
edge, a number of traumatized persons have agreed to have their brain activity
studied when their posttraumatic symptoms have been evoked experimentally
by reminders of trauma. These studies have shown that exposure to trauma-
related cues elicits a high level of activity in the amygdala.273 These reminders
are conditioned stimuli, and the amygdala orchestrates the conditioned re-
sponse: fear. An overactive amygdala, especially when it is unrestrained by
higher brain centers, is another manifestation of sensitization that contributes
to hyperresponsiveness.


Arousal and the Biochemical Switch


I’ve been emphasizing the adaptiveness of hardwired responses. In a flash,
we become alert and afraid; in a state of high arousal, we begin running.
Adaptive as they may be, these hardwired responses are comparatively rigid
reaction patterns, and typically we must supplement them with restraint and
reasoning. We must strike a balance between action and thought, and high
levels of arousal can tip the balance. We all know the experience of being so
anxious or agitated we can’t think straight. Sadly, for traumatized persons,
this experience may become all too common.


Recent research is pinpointing how traumatic stress may create problems
in using reasoning to regulate arousal. The prefrontal cortex plays a central
role in executive functions, that is, planning and sequencing your actions in
situations that call for flexibility.274 Just think of times when you’ve needed
to juggle a bunch of activities under time pressure—making a grocery list
while your children are demanding attention and the telephone’s ringing. As
you can appreciate, keeping your emotional reactions in check plays an im-
portant part in such flexible responding. And these executive capacities are
crucial not only for complex problem solving but also for social interactions,
such as holding a lively conversation while keeping track of the other per-
son’s point of view and emotional state—mentalizing.


As arousal escalates, increasing levels of the neurotransmitters norepi-
nephrine and dopamine shift the balance of control between prefrontal cor-
tex and lower brain centers. Mild-to-moderate levels of arousal promote
optimal prefrontal cortical functioning, and more extreme levels of arousal
trigger a neurochemical switch that takes the prefrontal cortex offline. Then
the more automatic patterns, including the freeze and fight-or-flight re-
sponses, take over.275,276
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This switch in behavioral control is adaptive in the context of danger sit-
uations that require automatic responding. We don’t want to be contemplat-
ing what to do when the bear is charging. We must respond immediately to
threat, and the locus coeruleus–amygdala system mediates that response.
But we also need to be able quickly to reappraise the situation to determine
whether fear is justified and what coping strategy is best. For this more so-
phisticated and deliberate reappraisal, we need our higher cortical functions
that, in effect, put the brakes on action prompted by amygdala activation. In-
deed, most of the time when we are anxious, we’re struggling with some-
thing far more complex, albeit less physically dangerous, than a charging
bear. We need to be flexible and creative. Unfortunately, owing to sensitiza-
tion, a history of stressful and traumatic experiences may impair your capac-
ity to regulate arousal, lowering the threshold for this switch process. Then
when you become anxious or irritated, you may too quickly switch into the
fight-or-flight mode, be unable to think clearly, and respond too rigidly.


I noted that neuroimaging studies of brain activity of persons in the
throes of posttraumatic symptoms show high levels of amygdala activity
consistent with fear. These studies also show a decrease in cortical function-
ing consistent with the idea of the neurochemical switch. Neuroimaging of
traumatized persons has shown that, coupled with an increase in amygdala
activation, is a decrease in higher cortical activity, including activity in the
prefrontal cortex.261,273 Particularly noteworthy is decreased activation of
the speech center in the left-frontal cortex (Broca’s area). Such findings led
trauma specialist Bessel van der Kolk and colleagues277 to comment that,
when they are recalling traumatic events, individuals are in a state of speech-
less terror.


Like complex problem solving more generally, mentalizing also requires
optimal functioning of the prefrontal cortex. Mentalizing emotionally—
being able to feel and think about feeling at the same time—is especially de-
manding of prefrontal functioning. Such mentalized affectivity is crucial for
resolving interpersonal conflicts on the fly; you need to be able to think
clearly when you’re confronting someone who’s made you angry. If you
switch prematurely into the fight-or-flight mode, rather than getting the
conflict resolved, you might escalate the conflict into an argument or fight.
With a sensitized nervous system, you’ll need to work harder at mentalizing
(see Chapter 12, “Emotion Regulation”).


Prolonged Stress and the HPA Axis


The physiology of the stress response is magnificently complex, including
not just the virtually instantaneous processes of neuron-to-neuron signaling
that can bolt us into action but also somewhat slower and more prolonged
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neuroendocrine processes that regulate the level of hormones circulating in
the blood stream and thereby adapt various organ systems to the stressful sit-
uation over somewhat longer periods of time. Most pertinent to trauma is
the hypothalamic-pituitary-adrenal (HPA) axis,264 the core components of
which are depicted in Figure 7–1. The hypothalamus, buried deep in the
brain, plays a major role in orchestrating the autonomic aspects of emotions.
The hypothalamus, along with the locus coeruleus and the amygdala, se-
cretes corticotropin-releasing factor (CRF), which contributes to anxiety.
CRF secreted by the hypothalamus activates the pituitary gland which, in
turn, secretes adrenocorticotropic hormone (ACTH), stimulating the adre-
nal cortex to secrete cortisol, a major stress hormone. Cortisol plays a dual
role in stress, both facilitating coping (e.g., by increasing available energy)
and shutting down the stress response. Given its cardinal role in damping
stress, cortisol also can be regarded as an anti-stress hormone.278


As I’ll discuss further in the next chapter, depression is a high-stress
state, and one of the most consistent biological findings in severe depression
is elevations in cortisol levels.279 We might expect that cortisol would be
even more highly elevated in posttraumatic stress disorder, but the reverse is
true.278 Yet, coupled with lower baseline cortisol levels is very high reactivity
of the HPA axis, consistent with bursts of cortisol secretion. This is yet an-
other example of trauma-related hyperresponsiveness at the physiological
level.


FIGURE 7–1. Overview of the hypothalamic-pituitary-adrenal (HPA) axis.
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One of the more disquieting biological findings in the trauma literature
concerns another brain structure that plays a significant role in emotion and
memory: the hippocampus, a seahorse-shaped structure deep in the temporal
lobe. The hippocampus plays a major role in the process of encoding and
consolidating explicit memories—both personal event memories and se-
mantic memory, the latter handy for passing exams.178 Part of the its role in
memory entails associating events with a situational context. For example,
if a rat receives a shock in a certain part of a maze, the rat then becomes con-
ditioned to fear in that particular area of the maze. With a well-functioning
hippocampus, the rat will be afraid in that part of the maze—and not in
other parts.


Extensive research has shown that PTSD is associated with reduced size
of the hippocampus, partly related to the shrinking of neurons in this brain
structure.280 In addition, it has been demonstrated that excess levels of cor-
tisol contribute to this shrinking of neurons.281 Thus an important part of
the wear and tear in the nervous system associated with prolonged and re-
peated stress is hyperactivity (and hyperresponsiveness) of the HPA axis.
Whereas cortisol helps contain the acute stress response, excess cortisol may
damage the hippocampus, the very structure that uses cortisol to turn off the
stress response.264


In part, this stress-related shrinking of hippocampal neurons may pro-
tect neurons from excess stimulation that might damage them permanently.
Yet cell death also does occur and contributes to reduced hippocampal vol-
ume. But don’t lose sight of neural plasticity: hippocampal neurons can be
rejuvenated, and, moreover, the hippocampus is capable of generating new
neurons. Hence all is not lost.


These findings regarding excess HPA-axis activity and hippocampal
damage link the physiology of trauma to memory problems. A poorly func-
tioning hippocampus contributes to general problems with explicit memo-
ries and to problems in remembering traumatic events in particular.261 The
hippocampus also plays a central role in creating personal event memories.
More specifically, the hippocampus actively relates the various facets of an
experience to each other to form an organized whole—including relating
events to a specific context.178 Thanks to your hippocampus, you can re-
member the specific day and the particular stage you were on when you hap-
pened to flub your lines!


Consider that trauma may result in an overactive amygdala that fires off
conditioned fear responses and an impaired hippocampus that fails to en-
code the environmental context of frightening events. This combination
may well contribute to the context-inappropriate responding—the 90/10 re-
action—that so troubles traumatized persons in situations where minimal
current danger activates the fear response.
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Stress-Induced Analgesia


You’ve probably had the experience of injuring yourself in the midst of an
activity, such as playing a sport, and not being aware of pain until later. This
common phenomenon is called stress-induced analgesia, and its adaptive
function is plain: in the midst of coping with a stressful situation, it’s best
not to feel pain so that you can keep going. The pain reaction sets in later,
forcing you into inactivity so you don’t do further damage and you can care
for your wounds.


This analgesia is mediated in part by your body’s endogenous opioids—
self-produced narcotics.282 Traumatic stress can enhance this opioid re-
sponse, which is another facet of the sensitization process. Research has
demonstrated, for example, that persons with PTSD can withstand higher
levels of pain.283 In addition, we know that some persons with a history of
trauma cope by deliberate self-injury, for example, cutting or burning them-
selves (see Chapter 11, “Self-Destructiveness”). Many persons who injure
themselves deliberately do not feel pain; rather, they may feel a soothing sen-
sation of warmth, owing to the sensitization of their opioid system.


Genetic Contributions


We know that individual differences in genetic makeup play a contributing
role in vulnerability to a wide range of psychiatric disorders, including de-
pression, anxiety disorders, and substance abuse. You might not expect ge-
netic factors to play a major role in PTSD, because this disorder is caused by
environmental factors: traumatic stress.


Yet when we consider all the organ systems involved in the stress response,
it shouldn’t be surprising that genetic factors play a huge role in individual dif-
ferences in vulnerability to stress. Genes orchestrate development of the body,
and gene expression—whether genes are turned on or off at any given mo-
ment—continues to play a role in regulating all physiological activity through-
out life.284 Thus genetic makeup plays an ongoing role in stress regulation.


PTSD is one of the anxiety disorders, and we know that genetic factors
play a significant role in proneness to distress.129 Hence, genetically based
proneness to anxiety and depression has been shown to increase the risk of
developing posttraumatic stress disorder in the wake of stressful events.285


But there’s another facet to genetic vulnerability: genetic factors also play a
significant role in whether a person is exposed to stress.286 How could this
be? Consider that genetic factors contribute to individual differences in per-
sonality, and personality factors influence stress exposure. For example,
some persons are more inclined to be very active and to engage in risky or
even reckless behaviors. These inclinations are partly rooted in genetically
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based personality differences. Such persons are more likely to get themselves
into traumatic situations by virtue of their risk-taking behavior. Drunk driv-
ing can lead to accidents. Drug dealing can lead to shootouts. Hence genetic
factors contribute to the likelihood of exposure to traumatic stress and to the
likelihood of developing a psychiatric disorder in the wake of stress.


Ill Health


We can view trauma-related psychiatric disorders as physical illnesses that,
like other chronic medical conditions, tend to wax and wane over time, par-
ticularly in conjunction with stress. But many traumatized persons are also
ill in the more ordinary sense of having chronic aches and pains along with
various general medical symptoms.


You’re probably well aware that many physical symptoms and illnesses
are related to stress. And ample research shows that chronic stress can com-
promise the functioning of the immune system.287 Yet we should remain
mindful that the body is designed to cope with stress and to rebound from
it. Fortunately, chronic stress does not typically result in diagnosable dis-
ease. However, there’s a downside: you might seek medical help for physical
symptoms only to be frustrated when no clear diagnosis and treatment re-
sults. While you’re better off not having a diagnosable disease, you can be
irked when you get the message that your symptoms are all in your head.


Psychiatrist Herbert Weiner288 proposed an extremely useful concept for
stress-related physical symptoms that can take so many forms: ill health.
Stress-related symptoms of ill health associated with childhood trauma, for
example, include pain in the back, chest, face, pelvis, genitalia, breasts,
abdomen, and stomach; headaches; bruising; problems with urination; diar-
rhea and constipation; appetite disturbance; choking sensations; and short-
ness of breath.289 PTSD also has been related to a wide range of physical
symptoms.290


The greatest danger of concluding that it’s all in your head is failing to
obtain adequate medical care. Then you will not receive proper care if some
treatable disease process does develop. Treating trauma-related physical
symptoms in primary care requires exceptional sensitivity and expertise.291


It’s important to find a primary care physician who takes your symptoms se-
riously, provides whatever palliative care may be available, and monitors
your physical condition over time so that you can be assured that disease
processes will be addressed if they arise. Above all, you must take your phys-
ical symptoms seriously, and you must find a physician who will do so as
well. The physical symptoms are real, as evidenced by burgeoning research
on the physiology of the stress response. Yet there may not be any curative
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medical intervention, and you may need to rely mainly on stress manage-
ment and psychiatric treatment.


You must also consider another major contributor to ill health that’s in-
tertwined with trauma: your health-related behavior, such as alcohol use, cig-
arette smoking, eating and sleeping habits, and exercise.292 You may be
contending with two overlapping vicious circles.287 First, chronic stress pro-
duces wear and tear on your nervous system and other organ systems that,
in turn, compromises your ability to adapt to subsequent stress. Second,
stress may fuel behaviors like substance abuse, overeating, and a sedentary
lifestyle that add to the wear and tear, further compromising your health and
resilience. Hence, in addition to stress management, coping with trauma-
related ill health entails engaging routinely in health-promoting behavior.


Sexual Dysfunction


As just discussed, traumatic experience may have an impact on all organ sys-
tems, and disturbance of sexual functioning may be one aspect of the physio-
logical consequences of trauma. Sexual arousal is mediated by the autonomic
nervous system. As discussed earlier in this chapter, the autonomic nervous
system is conventionally divided into the sympathetic and the parasympa-
thetic branches. These two branches are somewhat reciprocal; activating one
tends to deactivate the other. The sympathetic branch mediates the fight-or-
flight response. Sexual responsiveness, on the other hand, depends on para-
sympathetic activation. Like your mind, your nervous system has a hard time
being prepared for fight or flight and being sexually responsive at the same
time.


To the degree that sexual responsiveness and fight-or-flight preparedness
are incompatible, it’s hardly surprising that traumatic experience interferes
with sexuality. The hyperarousal that characterizes anxiety and PTSD may
interfere with sexuality, even when the trauma was not specifically sexual.
To the extent that sexual responsiveness depends on a sense of safety and re-
laxation, any resurgence of trauma takes its toll. And it’s not just the hyper-
arousal that interferes; so do depression, numbing, and dissociation. Sexual
pleasure depends on being actively engaged, tuned in, and fully aware of the
here and now. Detachment diminishes the sense of relatedness, as well as the
sensory aspects of sexuality.


Sexual responsiveness involves a gradual sequence of arousal that can be in-
terrupted at any point by depression, anxiety, distress, shame, anger, or intrusive
memories. Sexual dysfunctions are diagnosed on the basis of the stage of the
arousal sequence at which the interruption occurs. At worst, numbing may be
associated with a lack of desire or interest in sex or complete aversion and avoid-
ance of all sexual contact. Or, even when there is desire and interest, trauma may
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interfere with sexual excitement—for example, trauma may be manifested in an
inability to attain or maintain lubrication in the female or erection in the male.
Or the interruption may occur at the final stage in the sequence, such that the
individual is sexually excited but unable to achieve orgasm.


Sexual trauma, such as rape, interferes more directly with sexual arousal
and pleasure.293 Because of its similarity to the earlier trauma, sexual con-
tact—or even the anticipation of sex—may trigger not only anxiety and fear
but also intrusive memories or flashbacks. At worst, some individuals who
have been sexually traumatized may relive the trauma in the context of the
sexual relationship, for example, seeing the assailant’s face instead of the
spouse’s face when having intercourse. Given the frequency of sexual as-
saults and their potentially traumatizing impact, clinicians have developed
effective treatment for rape-related trauma,17 such that persistent sexual dif-
ficulties need not be inevitable.


It is hardly surprising that childhood sexual abuse may interfere with
sexual functioning. Psychologist Elaine Westerlund294 studied a group of
women with a history of incest to illuminate their subjective experience of
sexuality. She employed a comprehensive questionnaire combined with in-
depth interviews of incest survivors. The effects of incest on sexual function-
ing vary greatly but share many common themes. Importantly, ongoing self-
blame contributed significantly to problems with sexual adjustment.


Westerlund discovered several common problem areas associated with a
history of incest: negative body perceptions (seeing the body as dirty, bad,
out of control; feeling betrayed by the body’s arousal); problems with repro-
duction (apprehension about becoming a parent, reawakening of traumatic
memories in conjunction with giving birth and nursing); and guilt feelings
about sexual fantasy (especially fantasy involving violence, force, humilia-
tion, or pain, as well as fantasy involving the offender). Westerlund found
that a majority of women reported difficulties with sexual arousal. For many,
sexual arousal and sexual pleasure were followed by shame and guilt. Inabil-
ity to achieve orgasm was rare, but some women experienced orgasm in the
absence of arousal or pleasure. Orgasm was associated with a sense of vul-
nerability and of being out of control. Westerlund also observed a frequent
split between sexual arousal and emotional attachment. A number of women
were able to experience sexual arousal only in the absence of intimacy, asso-
ciating emotional intimacy with vulnerability to reexperiencing the incestu-
ous relationship.


There’s no evidence that incest directly affects sexual preference, but
Westerlund found confusion over sexual preference to be common. Many
women believed that their sexual preference was connected to the incest.
Like anyone else, women with an incest history may be celibate, lesbian, bi-
sexual, or heterosexual.
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Just as there are a variety of sexual preferences, there are also a variety of
sexual lifestyles. A minority of Westerlund’s subjects had developed a pattern
of aversion—that is, revulsion associated with avoidance of sex—fueled by
fear and anger. Many reported inhibition, and many had undergone a period
of celibacy. Some engaged in compulsive sexual behavior, and a temporary
period of promiscuity (in adolescence or early adulthood) was common. Pro-
miscuity occasionally included a period of prostitution. Compulsive sexual
behavior was often associated with a desire for power and control, as well as
being a vehicle for expressing anger toward the partner and toward the self.
Inhibition was more common than compulsion, and it was common for life-
styles to alternate or to change over time.


You should not infer from Westerlund’s findings that incest destroys any
opportunity for healthy sexual functioning. Notwithstanding the many
problems, the majority of sexually active respondents were more satisfied
than dissatisfied during sex. Although Westerlund’s respondents were some-
what unusual in being members of self-help groups, it was obvious that they
were generally struggling—with considerable success—to improve their
sexual experience and functioning. Many women in Westerlund’s group
were able to regain a sense of bodily control through exercise and fitness
training.


A range of treatment approaches has been developed to help incest sur-
vivors with sexual dysfunction. These treatment approaches build on a sub-
stantial history of successful treatment of sexual dysfunction.295 Current
treatment approaches include education as well as individual and group
therapy.296 As in the treatment of sexual dysfunction with other origins, sex-
ual partners are actively involved in the healing process.


Implications for Self-Care


It’s not good news that exposure to extreme stress can lead to physical ill-
ness, but the evidence continues to mount. You cannot snap out of it by an
act of will, any more than you could snap out of having an ulcer or diabetes
by an act of will. To summarize, trauma can sensitize your nervous system,
such that you become hyperresponsive to stress or reminders of trauma. The
chronic stress associated with trauma and posttraumatic symptoms can put
you into a state of ill health, perhaps made worse by unhealthy behaviors
you’re employing to cope with your distress.


The moral is this: rather than criticizing yourself for the difficulty you’re
having, you can understand yourself and, ideally, feel more compassion for
yourself. You’ll need an attitude of concern and compassion toward yourself,
because you’ll need to take care of yourself over the long haul. Self-care can
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be undermined by self-criticism or by just chalking up your problems to be-
ing a wimp or crazy—as if the problems were just all in your head, not
throughout your nervous system and the rest of your body.


I’ll discuss emotion regulation and treatment later (Chapters 12 and 13,
“Emotion Regulation” and “Treatment Approaches,” respectively), but I want
to reiterate an important point here. Owing to your amazingly fast responses
to threat, you can become afraid before you know what hit you. Thus you
can’t prevent yourself from reacting, and you’re saddled with having to cope
with your strong emotional responses after the fact. The situation is not hope-
less, because emotional responses are designed to be extremely flexible. Hav-
ing been stirred up emotionally, we continually reappraise the situation to see
how our initial responses are justified and to gauge our prospects for cop-
ing.133 You cannot help responding, and you should not berate yourself for
that. But you can adjust your response after you do have some time to think.
You can realize, it was not a mortar shell; it was a car backfiring. It’s not my
father; it’s my boss. Perhaps most important: I couldn’t protect myself then,
but I can protect myself now. Mentalizing in the face of high emotional
arousal may be difficult, but it’s not impossible.


And you’re likely to need help. One of the most significant problems
with trauma in early attachment relationships is the combination of high
levels of emotional and physiological arousal coupled with a lack of oppor-
tunities for comforting. The feeling of security associated with attachment
plays a major role in our learning automatically to regulate our state of emo-
tional and physiological arousal.76 Again, we can find hope in the flexibility
of attachment, because it’s possible to develop more secure attachment rela-
tionships that help regulate emotion. In addition, becoming more skilled at
self-regulation techniques can lower your general level of emotional distress
and thereby diminish your hyperresponsiveness.


It’s important to remember that, above all, the mammalian nervous sys-
tem—and the human nervous system most of all—was designed for flexibility
and learning. But your nervous system, and the rest of your body for that matter,
requires care. You must take special care when you’re physically ill, particularly
when you have potentially recurrent illnesses that reflect stress vulnerability.
Then minimizing stress to the extent humanly possible, learning to cope more
effectively with stress, and looking out for your physical health more generally
become especially important. Stress researcher Bruce McEwen264 observed that
many of the things we do to decrease stress—overeating, drinking too much al-
cohol, smoking, cutting corners with sleep—undermine our physiological resil-
ience to stress. Such behaviors just increase the wear and tear wrought by stress.
As I’m reiterating throughout this book, healthy behaviors—eating properly,
sleeping well, refraining from substance abuse, exercising, and maintaining sup-
portive relationships—are essential in coping with trauma.
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DEPRESSION


The preceding chapters have described the complex effects of trauma on at-
tachment, emotion, memory, the self, relationships, and physiology. The
next few chapters examine the effects of traumatic experience from a some-
what different perspective—through the lens of psychiatric diagnosis. That
is, when the biological, psychological, and social effects of trauma are suffi-
ciently severe as to cause marked distress or to impair your social and occu-
pational functioning, you’re considered to have a psychiatric disorder. If
you’re in treatment for trauma-related problems, I think you should learn
what your diagnosis is, and you should know something about it. A psychi-
atric diagnosis, like any other medical diagnosis, is made on the basis of a
group of symptoms that tend to cluster together in a syndrome. These syn-
dromes are delineated in the Diagnostic and Statistical Manual of Mental Dis-
orders, now in its fourth edition, DSM-IV-TR.2 I start this section with
depression, because it’s the most frequent disorder we encounter in conjunc-
tion with severe trauma.257


Depression results from sustained, unresolvable stress.297 Little wonder,
then, that depression is commonly associated with traumatic stress. Darwin116


made the connection plain in characterizing fear as “the most depressing of all
the emotions” (p. 81).


As described in Chapter 7 (“Illness”), repeated stress can result in sensi-
tization, such that you react more strongly to subsequent stress rather than
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less so. Sensitization might take the form of fearfulness, irritability, and in-
tensified reactions to stressful events. Sensitization to stress might also take
the form of depression,298 and the stress pileup concept is especially helpful
in understanding depression.265 I’m making a potentially confusing point,
because we tend to think of depression as shutting down into a state of rel-
ative inactivity. Yet depression is also a high-stress state. Hence you can be
inactive and internally agitated when you’re in a state of depression.


There are many pathways to depression; trauma is only one of them, but
it’s a common contributor. When trauma plays a significant role in the devel-
opment of depression, we can think in terms of posttraumatic depression,25


a state of depression intertwined with fearfulness, anxiety, and a high level of
reactivity. In understanding posttraumatic depression, it’s helpful to reiterate
the distinction between depression and anxiety (see Chapter 3, “Emotion”):
depression is the absence of positive emotion, and anxiety is the presence of
negative emotion. Writer Andrew Solomon299 likened depression and anxiety
to fraternal twins. This analogy is nowhere more true than for persons who
are struggling with posttraumatic depression, who know all too well the truth
of Darwin’s point that fear is the most depressing of the emotions.


In all that follows, I’m not using the term depression to refer to the normal
blue feeling that most people have from time to time but rather to refer to psy-
chiatric illness. Yet, even within the realm of illness, depression varies in severity
and duration. The prototype of severe depression is a major depressive episode,
which typically results in significant impairment in ability to function. De-
pressed mood is accompanied by physical symptoms such as problems with eat-
ing and sleeping as well as negative thinking and feelings of low self-worth. By
definition, an episode of major depression must last at least 2 weeks,2 although
such episodes typically last much longer. Dysthymia is a prolonged episode of
depressed mood—at least 2 years—with symptoms similar to major depression
but less severe, resulting in less obvious impairment of functioning. Not uncom-
monly, more acute episodes of major depression are superimposed on more
chronic periods of dysthymia, a combination characterized as double depres-
sion.300 In addition, depressive personality disorder does not represent a distinct
change in mood but rather a personality disposition characterized by general
gloominess, pessimism, feelings of inadequacy, and guilt feelings.301


In this chapter, I’ll first describe how a pileup of stress over the course of
development contributes to a vulnerability to depression. Plainly, a history
of traumatic stress and posttraumatic symptoms plays a major role in stress
pileup. Second, I’ll link trauma to depression through the concept of oppres-
sion. Finally, I’ll review the challenges in coping with depression, construed
as the catch-22s of depression, the gist of which is this: all the things you
need to do to recover from depression are made difficult—but not impossi-
ble—by the symptoms of depression.
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Developmental Perspective


We can best appreciate the potential role of stress pileup in depression by
taking a developmental perspective (see Figure 8–1). Unfortunately, the
stress sensitization process can start at the beginning of life and continue
throughout. Fortunately, resilience, the capacity to cope with stress, also de-
velops throughout life. Of course, in the face of excess stress pileup, we must
make an active effort to enhance our resilience.


This section lists a number of potential contributors to stress pileup, in-
cluding genetic vulnerability to stress. But you should not infer that all these
factors are required for depression to develop, nor should you infer that
these are the only pathways to depression. Most important, whether or not
you’ve experienced trauma or other forms of severe stress, you should not
overlook the possibility that your depression is associated with another
physical condition. Depression may be associated with Parkinson’s disease
or Alzheimer’s disease, thyroid disease, heart disease, HIV and other infec-
tions, certain cancers, and multiple sclerosis, just to give a few examples.
And depression also can be secondary to use of certain medications as well
as to alcohol and drug abuse. Hence, even when stress is conspicuous, it’s
crucial to be evaluated and treated for potentially related general medical
conditions.


FIGURE 8–1. Stress pileup and depression.
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Constitutional Factors


As in other major psychiatric illnesses, genetic makeup makes a substantial
contribution to vulnerability to depression.302 Of course, genes are not des-
tiny; it’s the interaction between genetic makeup and experience that deter-
mines developmental outcomes.284 Not only do genetic factors influence the
risk of responding to stressful life events with depression, but also, as de-
scribed in the previous chapter, genetic factors contribute to individual dif-
ferences in personality (such as risk-taking propensity) that play a role in
our likelihood of exposing ourselves to stress and trauma.


As discussed in Chapter 3 (“Emotion”), we can construe these biologi-
cally based personality characteristics as temperament which, like all else in
our genetic makeup, is influenced by our experience over a lifetime. Al-
though nowhere near as well established as anxious temperament,129 the
concept of depressive temperament merits our consideration. Psychiatrist
Hagop Akiskal303 characterized persons with depressive temperament as hu-
morless, pessimistic, introverted, preoccupied with inadequacy, overcritical,
and self-critical. He also noted some positive features: depressive persons are
reliable, dependable, and devoted, as evident, for example, in their penchant
for hard work.


I mention temperament only to underscore that a developmental approach
to understanding depression should include individual differences in geneti-
cally based biological constitution. Of course, as we’ve seen in Chapter 7 (“Ill-
ness”), experience substantially shapes our biological constitution from the
outset, and stress interacts with genetic makeup from the beginning of life.


Mother-Infant Depression


We all know that depression, like other emotions, seems contagious.304 Not sur-
prisingly, infants of depressed mothers are likely to show signs of depression.
More surprising, this process of transmission may precede birth; the pregnant
woman’s physiological stress can have an impact on the developing fetus,305


such that infant depression is evident immediately after birth.306 These infants’
depression is evident not just in their unresponsive behavior but also in their
physiology. For example, the infants’ and mothers’ matching biochemical pro-
files show elevated stress hormones. Maternal depression is also associated with
fetal hyperactivity in the second trimester of pregnancy, interpreted as showing
a heightened need for self-stimulation in response to the mother’s relative inac-
tivity. This research shows that wear and tear on the nervous system can start
from the inception of life, perhaps sowing the seeds of sensitization. To reiterate
a central point of Chapter 7, however, keep in mind that these physiological ef-
fects, along with depressed behaviors, are potentially reversible.
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While the prenatal exposure to stress is a relatively new area of research,
research on postnatal influences of maternal depression is more extensive.307


Evidence suggests a matching process in which infants of depressed mothers
also show depressed behavior: they’re less active and less responsive; they
vocalize and smile less; and they show more negative emotions, such as cry-
ing and other forms of irritability. These depressed mother-infant pairs en-
gage in fewer positive, playful interactions, as well as in more negative
interactions. In addition, a wide range of neurobiological measures reveals
high levels of physiological stress coupled with impairment in capacities to
regulate distress. Stress pileup may begin early in life.


Also consider the attachment context of maternal depression. Secure at-
tachment and the capacity to mentalize stem from the attachment figure’s re-
sponsiveness to the infant’s emotional states. Depression entails diminished
responsiveness. Persistent parental depression can result in unwitting emo-
tional neglect. But attachment is highly flexible. An infant will form a secure
attachment with a responsive parent and an insecure attachment with an un-
responsive parent. The same holds for infant depression. Infants who behave
in a depressed fashion with their depressed mother will perk up and become
more engaged and responsive in interactions with a nondepressed father308


or nursery teacher.309


Thus depressed interaction, like attachment behavior, is an adaptation to
a particular relationship. Other caregivers can serve as a buffer. Nonetheless,
if the maternal depression is persistent, longer-term effects on children are
evident. These research findings underscore the need for intervention in ma-
ternal depression, particularly in light of the finding that postpartum depres-
sion may affect as many as 10%–15% of women.310 And persistent maternal
depression is associated with adverse impact on subsequent childhood de-
velopment, whereas the effects are reversible when the mother’s depression
is relatively brief—less than 6 months’ duration. Not only standard treat-
ments for depression but also specific interventions for infants and their
mothers as well as interventions that enhance mother-infant interaction
have been shown to be beneficial.306 For example, massage reduced de-
pressed mood and physiological stress in mothers, and, when adolescent
mothers were taught to massage their infants, the infants showed less emo-
tional stress—both behaviorally and physiologically.


Childhood Trauma


Early stress can produce physiological changes that increase your vulnera-
bility to later stress. Hence biologically oriented researchers are now con-
cluding that Freud started in the right place by emphasizing the role of early
adverse experience in vulnerability to psychiatric disorders.311 We must be
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concerned about the full range of traumatic experiences that can befall in-
fants and children, but we have particular reason to be concerned about at-
tachment trauma.


Ample research has shown that multiple forms of childhood maltreatment
contribute to the risk for adult depression.25 I described Antonia Bifulco’s
method for classifying childhood maltreatment in Chapter 1 (“Trauma”), and
her work stemmed from an interest in determining what made women partic-
ularly vulnerable to depression in the wake of stressful life events in adult-
hood.23 As other researchers have done,312 she found that all forms of
childhood trauma—antipathy, physical abuse, sexual abuse, psychological
abuse, and neglect—increased the risk of depression in adulthood.


Adolescent Depression


Unfortunately, trauma of any sort may take place at any point in the lifetime,
from infancy to old age. And, at worst, trauma in attachment relationships
may span much of childhood, persist into adolescence, and even be reenacted
in adulthood relationships. Also, whether or not in conjunction with trauma,
depression may emerge at any point, ranging from infancy to old age. I want
to highlight adolescent depression in the context of stress pileup, however, be-
cause trauma is an important contributor to adolescent depression,313 and
there’s reason to be concerned that adolescent depression is on the rise.314


As would be true at any age, depression in adolescence is both a result of
stress pileup and a contributor to additional stress pileup. Given that adoles-
cence is a pivotal point in development, however, adolescent depression
merits special attention. Adolescent depression impedes development in
many ways, as is evident in findings that young adults who have recovered
from depression in adolescence suffer a wide range of adversities, including
lower educational and employment levels, less social support, higher rates
of child bearing, greater risk of stressful life events, and lower self-esteem,
and—notwithstanding their recovery from severe depression—they con-
tinue to show low-level depressive symptoms.315 Moreover, depression itself
is a major stressor, and a history of adolescent depression raises the risk of
further episodes in adulthood. The finding that persons with a history of ad-
olescent depression are likely to continue to experience low-level symptoms
is of considerable concern, because such ongoing depressive symptoms are
the most powerful predictor of subsequent depressive episodes.316


Adulthood Life Events


Extensive research shows that stressful life events and difficulties play a ma-
jor role in precipitating episodes of depression in adulthood.317,318 Hence it
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shouldn’t be surprising that depression is a common problem in the after-
math of adulthood trauma, such as assaults and rape, combat, and battering
relationships. In addition, posttraumatic stress disorder (PTSD) and depres-
sion commonly occur together in adults with a history of trauma.319 To reit-
erate Darwin’s prophetic point, fear is depressing, and PTSD entails repeated
experiences of fear. Quite often, stressful events in adulthood will be the last
straw that brings on an episode of depression, with posttraumatic reexperi-
encing symptoms following in its wake.25


Unfortunately, traumatic stress of all sorts bridges the whole lifespan. Re-
search on elder abuse and neglect is beginning to accumulate,320 and its ef-
fects include not only emotional distress, physical injury, and financial loss,
but also increased risk of mortality.321 Moreover, given the multiple stressors
of old age, not least those involving loss and isolation, it’s not surprising that
symptoms of earlier trauma can emerge for the first time in this period of
life.322


Stress Pileup: Summing Up


The foregoing sketch illustrates how we must view trauma from a lifespan
perspective, with special attention to the cumulative effects of stress that
may produce an escalating spiral of both psychological and physiological
vulnerability. Yet stressful events aren’t the only contributor to stress pileup.
Two other trauma-related forms of stress play an important part: a stressful
lifestyle and internal stress.


In talking with traumatized persons about stressors that precipitated an
episode of severe depression, I became increasingly impressed not just with
the pileup of events—an accident, a breakup in a relationship, an illness, a
burglary—but also with the chronically stressful lifestyle that went along
with them.25 Many persons who became depressed were constantly on the
go, whether their activities involved caring for children or aging parents,
working, community service, or all of the above. In part, I came to think of
this hyperactivity as a defensive process. As long as they were constantly
busy, they were not thinking about the trauma and related problems. Of
course, distraction is one of our most basic means of coping with distress,323


and it serves to keep the mind off past traumas.
But this form of distraction has its price. My colleagues, Lisa Lewis and


Kay Kelly, call this the run-run-run-go-go-go pattern.148 I’ve come to believe
that this pattern makes a major contribution to stress pileup and the wear
and tear on the body that renders persons more vulnerable to depression and
other psychiatric disorders. And many persons seeking treatment ambi-
tiously wish to return to their prior functioning. To me, the handwriting is
on the wall: the high-stress lifestyle contributed to depression in the past,
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and if this lifestyle is continued, it’s likely to do so in the future. A major part
of recovering from depression and staying well is reducing stress to the ex-
tent humanly possible. Doing so isn’t an easy task, and the trauma sufferer
who is trying to minimize depression will face a dilemma—giving up valued
activities for the sake of reducing stress brings about further losses.


Contributors to stress pileup need not be as visible as running around
continually or having a car wreck. Much severe stress can also go on in the
privacy of your own mind. Frightening intrusive memories of trauma or just
repeated bursts of anxiety, fear, or panic are examples. But internal conflicts
also play an important role in ongoing stress. One of the most unfortunate
legacies of trauma in attachment relationships is a harsh relationship with
yourself (as discussed in Chapter 5, “Self”). Continually condemning or be-
rating yourself is akin to being in a psychologically abusive relationship with
another person—in some ways worse, because you cannot get away from
yourself. Pervasive feelings of guilt and shame are also another form of
stress. Some persons have coped with childhood trauma, including chaotic
environments, by adopting perfectionistic standards.324 Perfectionism adds
fuel to anxiety and depression, as the perfectionist feels constantly subject
to criticism, never measuring up, always raising the bar after every success.


Many other kinds of internal conflicts contribute to stress pileup. As
we’ve seen, traumatic relationships often involve a kind of push-pull con-
flict, especially when these relationships involve attachment needs. The
abused child, for example, is torn between the need for security and fear of
the caregiver, what attachment researcher Mary Main102 called fright with-
out solution. These same conflicts about closeness can persist into adult-
hood. You can have a strong desire for touch and an aversion to being
touched or a strong desire for sexual contact and a strong aversion to sex.
You can compromise, putting up with sex just to satisfy your desire for af-
fectionate touch. Struggling with such interpersonal conflicts and trying to
find compromises is highly stressful, and, as I’m emphasizing here, struggling
with your own conflicting desires and inhibitions is also highly stressful.


Conflict about anger also warrants emphasis in the pileup of stress. As
discussed in Chapter 3 (“Emotion”), anger is a natural response to being
threatened; just as we need to be able to feel afraid so we can flee, we need
to be able to feel angry so we can stand up for ourselves or even fight if need
be. But traumatized persons are often afraid of anger, because they have been
traumatized in the context of being threatened by anger. If they expressed
anger, they may have been hurt worse. Hence they learn to avoid expressing
anger and may even suppress their awareness of their own angry feelings.
Moreover, in attachment relationships, it’s common to feel guilty about feel-
ing anger and the associated aggressive impulses or fantasies; these feelings
come into conflict with loyalty and protectiveness toward the attachment
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figure. But struggling to contain anger is a significant source of stress on the
mind and on the body, contributing to the wear and tear discussed in Chap-
ter 7 (“Illness”). Thus learning to express anger effectively so as to confront
and resolve current interpersonal conflicts as well as possible is an important
part of relieving stress.


Oppression and Depression


As discussed in Chapter 3 (“Emotion”), we readily understand the adaptive
functions of many emotions. Fear motivates us to avoid danger; anger moti-
vates us to confront obstacles; guilt feelings motivate us to make reparation;
excitement motivates us to seek rewards. The adaptive function of depres-
sion isn’t so easy to discern.325


One intuitively appealing theory about the adaptive function of depres-
sion is the conservation-withdrawal hypothesis, that is, that depression in-
volves withdrawal from high-stress situations in order to conserve energy and
resources.326 In effect, you get depressed as you’re becoming increasingly
worn out from stress, and depression prevents you from becoming totally ex-
hausted. By forcing you into withdrawal, depression serves a protective func-
tion by lessening the strain of stress. If depression enabled you to rest, this
conservation-withdrawal reaction might work. Yet depression is a high-stress
state that hardly provides an opportunity for rest and recuperation. You can’t
even sleep well.


A more recent theory proposes that depression evolved in mammals as a
response to being overpowered.327 We know that, when flight is not an op-
tion, fighting back is a natural alternative. Yet, for persons who are overpow-
ered, fight is not an option either. To repeat, fighting back against a more
powerful person can lead to dangerous confrontations in which you’re liable
to get hurt worse. From this viewpoint, depression is an involuntary subordi-
nation strategy: it forces you into submission and retreat, preventing you
from expressing anger and aggression that would only put you in greater
danger. Note that depression is an involuntary reaction, not a deliberate strat-
egy that requires conscious reasoning. Mice do it.328 On the other hand, giv-
ing in voluntarily is not inherently depressing.


In Chapter 7 (“Illness”), I noted that one of the major ways we mammals
have developed to cope with threat is the defeat response, which takes over
when fight and flight are not feasible. As the involuntary subordination
strategy theory holds, the defeat response may protect us from dangerous
confrontations. Yet, like the conservation-withdrawal reaction, the defeat
response is an adaptation gone awry. Decades ago, psychologist Martin
Seligman238 linked trauma to depression in his research on learned helpless-
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ness. He observed that many animals that were placed in a situation of un-
controllable and inescapable shock seemed depressed; they became lethargic
and gave up. Moreover, when the experimental situation was changed such
that they could escape the shock, they made no attempt to do so. They had
learned to be helpless, even when the environmental conditions had changed
for the better. Thus the persistence of the defeat response, when it becomes
generalized into a global sense of futility, profoundly undermines coping. Be-
ing involuntary, this response is not easy to change, but recognizing it as
such—mentalizing—is one pathway to change.


With these theories in mind, I find it helpful to think of depression as a
response to oppression. Often, the oppression takes the form of a power im-
balance in a relationship. Thus I think of depression as reflecting an inter-
personal imbalance as well as a chemical imbalance.25 This interpersonal
imbalance is one way to make sense of the popular idea that depression is
anger turned inward. Depression arises in relationships in which anger and
aggression must be suppressed. Yet I find that many traumatized persons
who are suppressing their anger and aggression struggle consciously with
chronic resentment that not only contributes to internal stress but also
stokes relationship conflicts that fuel external stress. And, like fear, resent-
ment is depressing, reinforcing the one-down position.


Although oppression is most evident in abusive interpersonal relation-
ships, an extraordinary pileup of stress can also become oppressive, trigger-
ing a response of defeat. We can easily feel trapped in inescapable situations,
not just physically but also psychologically. And posttraumatic intrusive
symptoms—painful memories and strong emotions—also can contribute to
the sense of oppression. These symptoms might be akin to the inescapable
shock in the learned helplessness research. In addition, it’s possible to have
an oppressive relationship with yourself, perhaps as a legacy of earlier op-
pressive relationships that involved harsh or relentless criticism. Ironically,
you may become the target of your own anger, criticism, and demands,
adopting a defeated and resentful stance toward yourself.


From this viewpoint, the way out of depression is through empower-
ment, regaining a sense of self-efficacy. As discussed in Chapter 3 (“Emo-
tion”), anger can be a source of power when used effectively in the service
of self-protection and self-assertion. Anger can be a source of healthy pro-
test. Indeed, if you’re heaping anger on your own head, you might see if you
can find a way of turning that anger around, protesting your mistreatment of
yourself. You could become fed up or even outraged at the internal abuse and
stop putting up with it, moving out of the defeat response. As I noted in
Chapter 5 (“Self”), this process is an important step toward developing a
healthier relationship with yourself.


Although depression has an adaptive function, it can turn into an illness
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that renders you helpless and hopeless, at which point you must seek help.
Then, ideally, the illness can be turned to advantage if it prompts you to im-
prove your circumstances and take better care of yourself. But you should
not expect to rid yourself entirely of feelings of depression. Like other feel-
ings—fear, anger, and guilt feelings—feelings of depression can prompt you
to take stock of your situation and to cope more actively when you’re feeling
oppressed. Thus it’s important to learn to tolerate feelings of depression so
that you can use them as a signal of a problem that needs attention and res-
olution.329 Not heeding feelings of depression, like not heeding physical
pain, can put you into the illness of depression.


Coping With the Catch-22s


Partly owing to the widespread use of antidepressant medication, many per-
sons who are suffering face the stereotype of depression as an acute illness
from which they are expected to recover quickly—within a matter of weeks.
But quick recovery is not the norm. A careful longitudinal study of persons
admitted to major medical centers for treatment of major depression showed
that the median time to recovery (i.e., the time by which half the patients
had recovered) was 5 months.330,331 A substantial minority required a year
to recover, and some required 2 years or more. While the vast majority do
recover, many recover slowly.


Underscoring the seriousness of depression, a World Health Organiza-
tion study of the extent of disability associated with a wide range of general
medical and psychiatric illnesses332 revealed depression to be the fourth
most disabling disease worldwide in 1990 and anticipated that depression
will become the second most disabling disease—following heart disease—by
2020. The Medical Outcome Study,333 designed to reveal patterns of disabil-
ity associated with chronic illness, showed that depression generally equaled
or exceeded several general medical conditions—hypertension, diabetes,
heart disease, arthritis, lung disease—in number of days spent in bed, extent
of physical pain, and impairment of functioning. These studies of disability
reflect both the typical severity and duration of depressive episodes. While
taking heart in the fact that people do recover, we might wonder, why is it
so difficult to recover quickly from depression?


I find it helpful to think about the challenges in recovering from depres-
sion in terms of a set of catch-22s, the ways in which symptoms of depres-
sion interfere with your efforts toward recovery. Table 8–1 lists several
examples. Take a prime example: to recover from depression, you must feel
hopeful, but hopelessness is a common symptom of depression. So, being
depressed, you’re likely to receive much good advice: “Just get out and enjoy
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yourself!” But this advice overlooks a cardinal symptom: inability to feel
pleasure. Such catch-22s make it difficult to recover from depression. More-
over, with posttraumatic depression, you struggle not just with depressed
mood but also with high levels of fear and anxiety, which also interfere with
recovery from depression. Keep in mind that, while it’s difficult, it’s not im-
possible to recover from depression; the vast majority do—slowly.


I’ll review the major domains of catch-22s: physical health, pleasure,
thinking, and relationships. There’s a limit to how much you can tackle at
once, and you may not know where to start. With severe depression, I’d
place the highest priority on physical health, which is a precondition for
all else. Medication is likely to provide benefit not just in relation to phys-
ical health but also in all other domains. Specific therapies have been de-
vised for the domains of pleasure (behavior therapy), thinking (cognitive
therapy), and relationships (interpersonal therapy). Most depressed per-
sons struggle with all domains, so I’ll say a bit about each one here and will
amplify some of these points in the last section of this book (Part IV, “Heal-
ing”).


Keep in mind that, if you’re depressed, your symptoms will hamper your
efforts in one or more of these domains. The best approach is to set modest
goals and try to remain content with small steps, as well as recognizing that
temporary setbacks are not uncommon. Recognize another catch-22: slow
progress toward goals can be depressing,334 so it’s best to keep realistic short-
term goals in the forefront of your mind. Also keep in mind that the various
strategies highlighted here are hardest to implement when you’re trying to
recover from depression; they’re best used as preventive measures. Ironically,
you can best follow all this good advice when you’re not depressed, minimiz-
ing the risk of recurrence of depressive episodes.


TABLE 8–1. Some catch-22s of depression


“If you’d just…” Depressive symptoms that interfere


Sleep well Insomnia


Eat properly Poor appetite


Exercise Lethargy


Enjoy yourself Erosion of pleasure


Be reasonable Global negative thinking


Stop wallowing Tendency to ruminate


Stop isolating yourself Social withdrawal


Be hopeful Hopelessness
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Physical Health


Given that depression is a sign of severe psychological and physiological
stress, we can think of depression as one manifestation of ill health. In dis-
cussing this topic in my educational group on depression,265 I routinely ask
how many patients feel physically unwell—virtually all hands go up.


Three cornerstones of good physical health are adequate sleep, good nu-
trition, and physical fitness. Chronically high levels of stress hormones as-
sociated with depression can interfere with all three,279 contributing to
problems with sleep, appetite, and energy.


While antidepressant medication may help alter these stress-induced
physiological changes, you also can do your part to help the medication do
its work. Conversely, you can impede the medication’s effectiveness by per-
petuating stress. Consider an analogy: imagine a migraine sufferer whose
headaches are triggered by a combination of fatigue and stressful mental
work. Facing a deadline, she’s working hard on a difficult project late in the
evening, forcing herself to concentrate when she’s already tired. And she
hasn’t been sleeping well in general. She feels a headache coming on, takes
medication, and keeps on working. She’d be wiser to relax after taking the
medication. Of course, in the throes of stress pileup, she’s trying to meet the
deadline, so she’s in a bind.


Let’s start with sleep. Sleep disturbance isn’t just a symptom of depres-
sion; it’s a potential cause of depression.335 Moreover, anxiety also conspires
with depression to impede sleep.336 And sleep disturbance plays a major role
in stress pileup as people struggle with the slide into depression. Most sleep
disturbance in depression takes the form of sleeping too little (insomnia), al-
though some depressed persons sleep too much (hypersomnia), perhaps in
part to compensate for a lack of restful sleep. The catch-22: given that de-
pression entails being overloaded with stress, you need rest to recover from
depression; yet you need to recover from depression so you can sleep! Per-
haps with the assistance of medication, you’ll do best by maintaining ade-
quate sleep hygiene (see Chapter 12, “Emotion Regulation”).


Major depression is typically associated with a decrease in appetite and
weight loss, and poor nutrition further undermines your general health and
energy level. Many depressed persons must force themselves to eat. Fortu-
nately, some find that, although they have no appetite or interest in food,
when they start to eat, their appetite gets sparked. This effect is a form of the
salted-peanut phenomenon: eating one stimulates the desire to eat more.337


Stress—and sometimes severe depression—also can be associated with
an increase in appetite and overeating. We know that overeating—typically
foods high in sugar and fat—is a common way of attempting to cope with
stress, but it also undermines resilience to stress in the long run.264 Mood
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researcher Robert Thayer338 observed that stressed persons are most likely
to binge in a state of tense tiredness, especially in the late afternoon and
evening. High-sugar, high-fat foods are both calming and energizing in the
short run, a setup for an addictive pattern of eating. Yet this pattern can
backfire in many ways, in part because an immediate burst of energy may be
followed by lowered energy an hour later. Of course, weight gain contributes
to depression and a range of health problems, including the stress-related
wear and tear on physiology that is part and parcel of the state of ill health
related to trauma and depression.


The benefits of exercise for anxiety and mood are widely touted, and
rightly so. Thayer’s research shows that a brisk, ten-minute walk is an ideal
alternative to binge eating as a route to a state of calm energy. Of course, when
you’re depressed, exercising is difficult, because fatigue and lack of energy are
so common in depression. No wonder eating is so appealing. But the beauty
of exercise is that it readily lends itself to very gradual increases. You may
need to start at the beginning, not with exercise but with more basic activity.
If you’re severely depressed, getting out of bed can be a major challenge—
even sitting up in bed or putting your feet over the edge of the bed may be
significant steps. Taking a shower and getting dressed can be a monumental
task for severely depressed persons. Getting up and going from one room to
another or taking a trip to the mailbox can be significant steps. You might
build up to longer walks. Ideally, when you’re doing relatively well, you might
engage in regular aerobic exercise: 30 minutes of aerobic exercise three times
weekly can have a significant antidepressant effect.339 To reiterate, you can
think of exercise not just as a way of facilitating recovery from depression af-
ter you’re out of the deepest phase but also as a way of maintaining positive
mood and preventing recurrence. Moreover, exercise is among the best ways
to reverse and prevent the stress-related wear and tear on the body that con-
tributes to depression and other forms of ill health.264


Pleasure


Here’s some irritating advice for the depressed person: “Quit moping around
and go out and have some fun!” Keep in mind the idea of depression as a
lack of cerebral joy juice; the pleasure circuits aren’t working.340 Chances
are, if you could really have fun, you wouldn’t be severely depressed. I think
you can force yourself to be active, but I don’t think you can force yourself
to feel pleasure. The best you can do when you’re depressed is try to be active
in general and to engage in activities that might provide an opportunity to
feel pleasure. Gradually, as you become more active, you’ll find that pleasure
begins to return, if only faintly and fleetingly at first.


Psychologist Peter Lewinsohn,341 well aware of this catch-22, spent de-
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cades developing ways depressed persons can gradually increase their par-
ticipation in pleasant events and improve their mood. The broad strategy is
straightforward: you take stock of the range of activities that might provide
pleasure, keep a record of the relation between engaging in those activities
and your mood, and gradually increase activities that boost your mood. At
the very least, engaging in activities may take your mind off your suffering
for a time. Eventually, you’re likely to notice the return of pleasure, although
you should anticipate that it might not last. Improvement is gradual. I think
it’s important to pay attention to subtle feelings that might herald the return
of pleasure, even moments of interest in something. Thus I’m advocating
mentalizing emotionally in relation to enjoyable emotions as well as dis-
tressing emotions. A bit of caution: some persons recovering from depres-
sion hit on something they enjoy, then they overdo it. I worked with a
woman who discovered that flower arranging boosted her mood, then she
got so carried away with it that she burned herself out on it. Let pleasure re-
turn slowly; it’s best not to try to force it.


Thinking


Cognitive therapy is the most widely researched form of psychotherapy for
depression, and its effectiveness is well demonstrated.342 Cognitive therapy
targets the negative thoughts that go with depression. Taking the perspective
of Chapter 5 (“Self”), because cognitive therapy alters your undeservedly
negative thinking about yourself, you might think of it as one practical way
of improving your relationship with yourself.


I don’t believe that negative thinking causes depression; I believe that
your depressed mood has your thinking by the tail.343 Regardless of which
is the chicken and which is the egg—thinking or mood—there’s no doubt
that, when you’re becoming depressed, you can drag yourself right into the
bottom of the pit with negative thinking.344 As the saying goes, when you’re
in a hole, the first thing to do is stop digging!


Intuitively aware of the catch-22s, many people have an adverse reaction
to the idea of cognitive therapy, associating it with the power of positive
thinking. Like having fun, if you could think positively, chances are you
wouldn’t be depressed. Psychiatrist Aaron Beck, who pioneered cognitive
therapy,187 stated emphatically that he was not advocating positive thinking
but rather advocating thinking that was more realistic. Alternatively, cogni-
tive therapy may hinge on the power of nonnegative thinking.345 Of course,
in the context of stressful life events and difficulties as well as seriously trou-
bled relationships, much of the negative thinking depressed persons engage
in is not unrealistic or distorted;346 bad things really have happened, they do
have negative implications, and that’s a major reason for depressed mood.
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Yet the meaning you give to stressful events plays an important role in the
evolution of depression. Viewing yourself as helpless, trapped, a failure, or
worthless can make a bad situation worse. As cognitive therapy emphasizes,
depression stems from a particular style of negative thinking, namely, global
negative thinking. Instead of thinking specifically and realistically, “I really
screwed that up,” the depressed person thinks, “I’m completely worthless,
always have been, and always will be.” When things go badly, the challenge
is to avoid getting stuck in such negative thinking. Ruminating about nega-
tive thoughts—often with the illusion that you’re engaging in problem solv-
ing—is a major contributor to depression.347


Positive thinking is certainly helpful if you can do it but, when you’re de-
pressed, you might better aim for more refined negative thinking. If you fail
a test and think, “I’m a total loser,” you’re stuck. If you think, “I need to start
studying sooner,” you have a constructive direction, moving from ruminat-
ing to problem solving. More broadly, I’d emphasize the need to question
your global negative thinking—take issue with it—and to think more flexi-
bly, trying to see the stressful situation from more than one point of view.
“I looked like a fool,” and “Nobody will hold it against me.” The catch-22:
it’s hard to think flexibly when you’re severely depressed, in part because the
areas of the brain that support flexible thinking may be compromised by de-
pression.348,349 Thus, when you’re depressed, you need the support of others
to help you think more realistically and flexibly.


Mentalizing in the midst of depression exemplifies needed flexibility.
You can learn to identify depressed mood as a state of mind and recognize
that your negative thinking does not reflect the absolute truth. You may have
heard—and have been irritated by—the admonition, “That’s just your de-
pression talking!” You might feel that such statements minimize your plight.
But one highly effective treatment for depression—mindfulness-based cog-
nitive therapy for depression—helps patients recognize the impact of de-
pressed mood on their thinking, take a somewhat detached stance from it,
and avoid succumbing to ruminating themselves into severely depressed
states.350 Incorporating mindfulness meditation (see Chapter 12, “Emotion
Regulation”), this treatment enhances patients’ awareness of their mental
states and the influence of their feelings on their thinking. Respecting the
catch-22s, the treatment is employed with patients who have substantially
recovered from depression and is intended to prevent recurrence of addi-
tional episodes.


Relationships


Separation, loss, and social isolation are major stressors and the most obvious
precipitants of depression. No wonder that depressed persons are encouraged
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to socialize. The catch-22: social withdrawal is a common symptom of depres-
sion. Interacting with other persons—particularly maintaining a cheerful
front—takes a great deal of concentration, effort, and energy.


No doubt, feelings of low self-worth and negative thinking can sensitize
you to feeling rejected by others when you’re depressed. Yet extensive research
has borne out what every depressed person knows from experience: depres-
sion often does elicit social rejection. Several features of depressed behavior
make it difficult for others to stay positively engaged. Depressed persons tend
to avoid eye contact; they do not smile much; their faces are relatively unex-
pressive; they talk slowly and don’t say much; and they tend not to show or-
dinary politeness, for example, not taking an interest in other persons.351 Thus
depression, like many other emotions, tends to be contagious.304 In addition,
depressed persons often seek criticism to reaffirm their negative self-concept,
and, plagued by negative thinking and ruminations, many depressed persons
repeatedly seek and reject reassurance, which can be irritating to others.352


Hence depressed persons are apt to behave in ways that undermine what they
most need, as others are inclined to withdraw. Being aware of these depressed
behaviors may help you counter this process.


But others’ withdrawal is not the only problem. Owing to their mood and
behavior, many depressed persons encounter active criticism, especially in
their close relationships.353 In turn, although they generally direct their an-
ger toward themselves, many depressed persons feel chronically resentful
and periodically lose their cool, erupting in anger at others, perpetuating the
arguments and criticism. Then interpersonal conflict and social withdrawal
alternate, each adding fuel to depression.


I think the relationship domain of catch-22s is by far the most compli-
cated. Couples and marital therapy may be essential to help with the struggles
in close relationships. Although it is challenging to do so, it’s important to ap-
preciate the plight of those who care about you: your withdrawal and irrita-
bility may frustrate their compassionate efforts to provide support, and they
may feel helpless when their efforts fail. Caregivers walk a tightrope and eas-
ily fall off, at worst, alternating between critically pressuring you to do all the
things your symptoms make difficult and then giving up and withdrawing
when their efforts fail or backfire (see Figure 8–2). Staying on the tightrope
entails providing steadfast encouragement and availability, but it’s not easy to
maintain this middle ground. Often caregivers need coaching. They might
benefit, for example, from being reminded that you don’t need them to do
anything to fix you, but rather just listening and being available may suffice.
They may feel they must do more than this. Also, making use of other forms
of help, such as medication and psychotherapy, may relieve caregivers of
some of the burden, taking some of the pressure off them.


As with all else, in socializing you must go slowly. It’s easy to overdose
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by going to a lively party where everyone seems to be having fun; then you
may feel only more isolated and alienated. Participating in activities in which
the demands for conversation are minimal, such as going to a movie or a
concert, may be a good first step. Also it’s easiest to interact with persons
who are relatively tolerant of depression—not uncommonly persons who
have struggled with it themselves.


Difficult Versus Impossible


In closing, I want to reiterate the important fact that the vast majority of per-
sons recover from episodes of major depression. The many catch-22s are
daunting, and it’s therefore little wonder that it can take so long to recover.
You can facilitate recovery by seeking help. Although you may want to be
alone, when you’re severely depressed you may not be able to recover with-
out help. At worst, the catch-22s can make it impossible to recover without
help. With help, you can gradually overcome them.


Appreciating that depression is a serious physical illness that impedes all
you need to do to recover from it may help you be more compassionate with
yourself as you aspire to take small steps toward realistic goals that will grad-
ually move you along the path to recovery. Remember, you can’t recover
from an illness by a mere act of will. Not one act of will but many acts of will
are needed. Moving forward on the path, some persons manage to kindle a
fighting spirit that helps carry them further. Just as there are many vicious
circles, there are also benign circles. As your depression lifts, you’re increas-
ingly able to do all you need to do to recover, and you can also make increas-
ing use of others’ support. Ultimately, you’ll be in a nondepressed state, and
then you can more easily follow all this good advice so as to stay well.


FIGURE 8–2. The caregiver’s tightrope.
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POSTTRAUMATIC 
STRESS DISORDER


Posttraumatic stress disorder (PTSD) is aptly named; it’s a disorder that de-
velops after traumatic stress. It’s a cruel illness, adding insult to injury. Expe-
riencing extremely stressful events induces an illness that renders sufferers
vulnerable to continually reliving those experiences in their mind afterward,
in the form of flashbacks or nightmares. As psychoanalyst Jonathan Lear3 put
it, having been traumatized by real events, the mind further traumatizes itself.
Naturally, PTSD sufferers attempt to avoid stirring up these painful traumatic
memories, but they remain highly anxious, and their avoidance blocks the
possibility of coming to terms with the trauma. Healing entails mentalizing,
making these memories emotionally bearable.


PTSD is one of several anxiety disorders. Because anxiety is a prominent
emotional reaction to traumatic experience, the full range of anxiety disor-
ders may stem from trauma. For a long while after traumatic events, gener-
alized anxiety may be the tip of the iceberg. The symptoms of hyperarousal
may occur without any connection to memories of traumatic experience.
Trauma may also contribute to panic attacks—abrupt onsets of intense fear
with prominent physical symptoms including palpitations, pounding heart,
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or accelerated heart rate; sweating; trembling or shaking; sensations of
shortness of breath or smothering; a feeling of choking; chest pain or dis-
comfort; nausea or abdominal distress; feeling dizzy, unsteady, lightheaded,
or faint; feelings of unreality or detachment from oneself; fear of losing con-
trol or going crazy; fear of dying; numbness or tingling sensations; and chills
or hot flushes.2 Furthermore, it’s not uncommon for persons who have had
an isolated traumatic experience to develop phobias in relation to the trau-
matizing situation. For example, an individual who has been in an auto-
mobile accident may develop a driving phobia. Children who have been
severely bitten by a dog may develop phobias in relation to dogs or other
pets. Such reactions could be construed as posttraumatic simple phobias.354


Although trauma may contribute to a wide range of psychiatric disor-
ders, including generalized anxiety, panic, and phobias, PTSD is the only di-
agnosis that requires a history of exposure to potentially traumatic events.
PTSD entails experiencing anxiety in conjunction with traumatic memories.
The psychiatric diagnostic manual2 spells out the traumatic basis of PTSD as
follows: “The person experienced, witnessed, or was confronted with an
event or events that involved actual or threatened death or serious injury, or
a threat to the physical integrity of self or others”; and “The person’s re-
sponse involved intense fear, helplessness, or horror” (p. 467). As detailed
in Chapter 1 (“Trauma”), such experiences are not rare; they’re an enduring
part of our human condition.


A Capsule History


Although the scope of traumatic events is vast, and the psychological se-
quelae of trauma have been appreciated for centuries,355 our modern con-
cept of PTSD has its origins in combat-related trauma. In World War I, the
term shell shock was employed to implicate subtle brain damage associated
with exposure to explosions. In World War II, the term combat fatigue con-
tinued to imply that physical reactions were at the root of the disabling
symptoms.


The concept of PTSD was introduced into the diagnostic nomenclature
in 1980 after extensive experience in treating Vietnam veterans.11 By that
time, it was possible to formulate the diagnostic criteria on the basis of ex-
tensive research. Decades after the war, the devastating psychological effects
of the Vietnam War continued to come to light. Although the majority of vet-
erans successfully readjusted, the National Vietnam Veterans Readjustment
Study356 found the lifetime prevalence of PTSD to be nearly one-third for
men and more than one-fourth for women who had served in the Vietnam
theater. Moreover, nearly two decades after the war, 15% of the men and
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8% of the women continued to suffer from PTSD.
Whereas combat trauma has been in the forefront of PTSD concepts, var-


ious kinds of disasters also have long been recognized as leading to psycho-
logical disturbance. In 1944, psychiatrist Erich Lindemann357 described
acute grief reactions stemming from traumatic events, including the disas-
trous Cocoanut Grove fire in Boston. He observed several characteristic re-
actions in those who lost loved ones in the fire: waves of physical discomfort
triggered by thoughts of the deceased, a sense of unreality and detachment,
feelings of guilt and hostility, agitation and restlessness, and social isolation.
Lindemann noted that the grief reaction might be delayed for weeks or even
years, owing to the natural tendency to avoid experiencing and expressing
the painful emotions associated with grief. Now, after the events of Septem-
ber 11, 2001, and the ensuing violence, we’re more keenly aware of the po-
tential for traumatic grief, as our routine television fare includes countless
deaths of civilians in combat and terrorist actions.


Soon after the diagnosis of PTSD was introduced, clinicians began appre-
ciating its widespread applicability to psychiatric disturbances shown by
women who had been subjected to childhood sexual abuse, rape, and batter-
ing.29 Then researchers began exploring more systematically the potentially
traumatic impact of the full spectrum of childhood maltreatment for both
sexes. Although the adverse impact of sexual abuse of boys has long been
recognized,358 the scandal in the Catholic Church finally brought this prob-
lem into the public spotlight. As Lindemann observed in conjunction with
disasters, the symptoms of PTSD associated with child abuse can be delayed
for years, and the traumatic experience itself may be kept out of mind for
much of the person’s life.


Trauma is ubiquitous. How common is PTSD? Fortunately, most persons
who are exposed to potentially traumatic events do not develop PTSD. Psy-
chologist Naomi Breslau and her colleagues359 conducted a comprehensive
study of exposure to potentially traumatic events and PTSD in a sample of
more than 2,000 adults in the Detroit metropolitan area. Whereas nearly
90% of the respondents had been exposed to a potentially traumatic event,
and the majority of those exposed to traumatic events reported more than
one trauma in their lifetime, fewer than 10% gave a history of PTSD. Yet the
likelihood of developing PTSD varied greatly depending on the type of po-
tentially traumatic event, ranging from nearly 50% following rape to less
than 1% after learning of the serious injury of a close friend or relative.


Of course PTSD is not limited to adults; symptoms akin to PTSD have
been observed in infants and toddlers who have been exposed to over-
whelming experiences.360 Like adults, traumatized infants show symptoms
of sleep disturbance, nightmares, hyperarousal, intrusive memories, and
personality changes. PTSD is also common among older children exposed to
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traumatic events such as war, crime, injury, and accidents, as well as mal-
treatment.


The range of traumatic experience is virtually limitless, and there’s no
doubt that the specific manifestations of PTSD differ according to the type,
severity, and duration of the traumatic events. Yet there’s also a striking com-
monality in responses that justifies the diagnosis. These responses fall into
three major clusters of symptoms—reexperiencing, hyperarousal, and
avoidance/numbing. Just as troubling, although not part of the diagnostic
criteria, is the common tendency to reenact traumatic experiences in rela-
tionships, which only adds fuel to the fire of PTSD.


Reexperiencing


Reexperiencing the traumatic event is the hallmark of PTSD. Reexperiencing
symptoms encompass recurrent and intrusive distressing recollections of the
event, including images, thoughts, or perceptions; recurrent distressing
dreams of the event; acting or feeling as if the traumatic event were recur-
ring, including a sense of reliving the experience, illusions, hallucinations,
and dissociative flashback episodes; intense psychological distress at expo-
sure to internal or external cues that symbolize or resemble an aspect of the
traumatic event; and physiological reactivity on exposure to internal or ex-
ternal cues that symbolize or resemble an aspect of the traumatic event.2


Traumatic memories are easily stimulated, and they can be evoked un-
consciously, in a fraction of a second. Flashbacks are the most vivid form of
reexperiencing. To reiterate a point emphasized in Chapter 4 (“Memory”),
flashbacks are not necessarily identical replays of traumatic events; like any
other memories, they are reconstructions that correspond to the original ex-
perience in varying degrees.182 Flashbacks typically involve extremely vivid
visualization and other sensations, along with a feeling of being back in the
midst of the traumatic situation. In addition to visual hallucinatory experi-
ences, flashbacks may involve perceptual distortions or illusions, smells, and
painful bodily sensations associated with the original trauma. Often domi-
nated by isolated sensory images, flashbacks may make little autobiograph-
ical sense.361


Long-forgotten memories can gradually be activated outside our aware-
ness by escalating stress and accumulating reminders of trauma. With suffi-
cient activation, these recollections break into consciousness in the form of
intrusive memories and flashbacks. This gradual priming process, which has
been likened to kindling,269 may explain the delayed onset of PTSD. Kindling
provides some insight into how persons who had functioned relatively well for
years develop PTSD after an accumulation of stressful experiences. The pre-
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cipitating stressor for PTSD may have been the last straw in pushing the emo-
tion-memory network over the threshold. Two examples in the literature362


are instructive. An aircraft mechanic spent many hours guarding a helicopter
crash site while the bodies of several of his acquaintances were removed. He
did not experience any symptoms at the time. Eighteen months later, he de-
veloped symptoms of PTSD after hearing about another helicopter crash. Al-
though he didn’t witness the second crash, he was involved in the preflight
inspection of the craft, and he was to have been one of the passengers. Evi-
dently, the mechanic was sensitized by the first crash, and the second crash
was the last straw. An analogous example involved a woman who developed
PTSD only after being in the fourth of a series of automobile accidents: being
struck broadside, being forced off the road, backing into an expensive sports
car, and finally being struck from the rear.


The process of sensitization from an accumulation of stressors often goes
back to childhood:


A woman in psychotherapy described a childhood filled with violence, ill-
ness, and neglect. Perhaps owing in part to having learned to do battle, she
became a successful labor negotiator. Yet the high stress of her job took its
toll, continually kindling memories of family battles. Against this backdrop
of arousal—circulating stress hormones and active memory networks—a
new trauma began to incubate. On her way home from work, she was nearly
raped but was spared by her combativeness and a police siren that fortu-
itously sounded in the vicinity. Within a few days of this incident, she had a
nightmare in which her grandfather molested her. Then, a couple of days af-
ter the nightmare, she began having flashbacks of childhood sexual abuse.


Sleep Disturbance


As this example illustrates, sleep doesn’t necessarily afford respite from trau-
matic memories. As already noted, the reexperiencing symptoms of PTSD in-
clude recurrent distressing dreams. Like flashbacks, nightmares may be
relatively direct replicas of traumatic experiences. Yet nightmares also may
express the emotional impact of traumatic events metaphorically rather than
being a literal replay.363 Because both nightmares and flashbacks keep trau-
matic memory networks primed, they may escalate each other in a vicious
circle.364 In addition, the hyperarousal symptoms of PTSD are associated with a
state of high anxiety that may interfere with going to sleep. Furthermore, many
persons with PTSD show a pattern of abnormal movements during sleep, for
example, thrashing around and finding their bedcovers askew when they
awaken.365 Of course, sleep-disordered breathing and sleep movement disorders
may also contribute to sleep disturbance in persons with PTSD.366


Although nightmares are diagnostic of PTSD, trauma may interfere with
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sleep in other ways as well. Sleep disturbance is a cardinal symptom of de-
pression. Typically, depression results in insomnia, waking up in the middle
of the night or early in the morning and being unable to go back to sleep.
But trauma-related sleep disturbance, which may compound the sleep-
robbing effects of depression, results from anxiety and fear intruding on
sleep. I find it useful to distinguish between intrusive and phobic aspects of
sleep disturbance.336 Intrusive aspects include nightmares, which may re-
flect efforts to process traumatic memories during sleep. But fear intrudes on
sleep in other ways as well. You may awaken in a state of fear or in the midst
of a panic attack without being aware of any dream or nightmare;367 noctur-
nal panic is common among persons with a history of trauma.154


Sleep phobias also contribute to insomnia. Anticipating nightmares, you
might be afraid to sleep. Persons who have been sexually assaulted may de-
velop phobic reactions to sleeping in bed or sleeping at night. Some sleep
fully clothed, on top of the covers. At worst, these different forms of sleep
disturbance can fuel each other in vicious circles. Hyperarousal and phobias
create anxiety that can increase the likelihood of nightmares and nocturnal
panic. The resulting insomnia lowers your resilience, thereby increasing
your vulnerability to anxiety and intrusive symptoms. Hence improving
your sleep must be a high priority (see Chapter 12, “Emotion Regulation”).


Notably, one promising technique for helping trauma survivors with
nightmares is imagery rehearsal.368 The technique involves writing down a
disturbing dream and changing the nightmare any way you wish, then writ-
ing down the new version. Then you engage in repeated mental rehearsals
of the new dream. In conjunction with a cognitive-behavioral group treat-
ment approach in which participants rehearsed new versions of their night-
mares for 5–20 minutes daily over a 3-week period, the technique was
shown to be effective in decreasing the frequency of nightmares as well as
improving symptoms of PTSD more generally.


Reexperiencing Neglect


When we think of reexperiencing trauma, we’re likely to focus on the fright-
ening aspects of traumatic events. Yet I’ve emphasized that the essence of
much trauma is feeling afraid and alone.25 In the context of trauma, feeling
alone can be excruciatingly painful—most conspicuously, in the context of
emotional neglect in childhood. Many persons with a history of prolonged
childhood maltreatment struggle with intense fears of abandonment. In the
context of such trauma, they’re prone to reexperiencing feelings of neglect.
Like other intrusive traumatic memories, the reexperiencing of neglect is
triggered by reminders, which may include separations, miscommunica-
tions, lack of attunement, or feeling ignored.
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The 90/10 Reaction


Traumatic memories are intrusive in two senses: they reflect an unwanted in-
trusion of memory into consciousness, and they reflect an intrusion of the
past into the present. Quite often, the reexperiencing of trauma is triggered
by a present event that serves as a reminder of a past traumatic event. In it-
self, the reminder may be a mildly stressful event—hearing a backfire, being
slighted, or watching a parent angrily scolding a child. Reexperiencing
trauma in the context of such a relatively innocuous event, the trauma sur-
vivor is likely to be chastised for “overreacting.” As I noted in Chapters 3 and
7 (“Emotion” and “Illness,” respectively), patients in our educational groups
find it helpful to keep the concept of the 90/10 reaction in mind: 90% of the
emotion coming from the past and 10% from the present. In the throes of
intense emotions—or in their aftermath—you can consider whether you’re
in the grip of a 90/10 reaction.


As described in Chapter 7, one contributor to the 90/10 response is a ner-
vous system that has been sensitized by virtue of repeated exposure to ex-
treme and uncontrollable stress. As I noted in Chapter 3, this is called context-
inappropriate responding. The emotional response is not inappropriate—the
fear circuitry is working as it should be—but it’s not occurring in the proper
environmental context. Consider the child who learns that an angry scowl
precedes a beating. This angry scowl is part of a larger context: father comes
home from work stressed out and intoxicated then scowls angrily in response
to fighting among the children. In this context, the scowl heralds trauma.
Outside this broader context—witnessing a father scowling at his child who’s
clamoring for a toy in a grocery store—an intense fear reaction isn’t war-
ranted. Such 90/10 reactions call for mentalizing—distinguishing the current
response as a mental state related to past trauma—and mentalizing sets the
stage for emotion regulation, for example, such as by grounding techniques
that direct attention to the present.


Hyperarousal


Symptoms of hyperarousal include difficulty falling or staying asleep; irrita-
bility or outbursts of anger; difficulty concentrating; hypervigilance; and an
exaggerated startle response.2 These hyperarousal symptoms are character-
istic of anxiety.


Hyperarousal and hyperresponsiveness are a reaction to threat. Keep in
mind that the fight-or-flight response includes anger as well as fear—hence the
hyperarousal symptoms include irritability and angry outbursts, which are one
manifestation of a sensitized nervous system. With fear and anger easily
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evoked, it’s little wonder that dozens of physiological reactions potentially are
associated with PTSD, expressed in many bodily systems:369 neuropsychologi-
cal (e.g., dizziness, blurred vision, altered consciousness); circulatory (pound-
ing heart and irregular or rapid heartbeat); neuromuscular (tremor, various
pains, headache, weakness); digestive (nausea, vomiting, abdominal pain, diar-
rhea, difficulty swallowing); respiratory (breathlessness, irregular breathing,
hyperventilation); and others (urge to urinate, perspiration, fever).


Unfortunately, anxious persons are inclined to devote an inordinate
amount of attention to potentially threatening aspects of situations,149 which
fuels their hyperarousal. The anticipation of intrusive memories also contrib-
utes to hyperarousal. Like persons with panic attacks, those with PTSD show
a high level of anxiety sensitivity (see Chapter 3, “Emotion”). They fear po-
tentially grave consequences of their anxiety:156 “What if I have a flashback
or panic attack?” This fear of fear can contribute to escalating anxiety in re-
sponse to ordinary stressors. Hence trauma treatment aims to increase your
anxiety tolerance, lessening the fear of fear, thereby diminishing hypervigi-
lance and hyperarousal.


Avoidance and Numbing


Intrusive symptoms and hyperresponsiveness assault the mind, which quite
naturally tries to shut off the overwhelming stimulation. This self-protective
response is the third component of the diagnostic criteria for PTSD: the per-
sistent avoidance of stimuli associated with the trauma and the numbing of
general responsiveness.2 This symptom cluster includes efforts to avoid
thoughts, feelings, or conversations associated with the trauma; efforts to
avoid activities, places, or people that arouse recollections of the trauma;
inability to recall an important aspect of the trauma; markedly diminished
interest or participation in significant activities; feeling detachment or es-
trangement from others; a restricted range of affect (e.g., inability to have
loving feelings); and a sense of a foreshortened future (e.g., not expecting to
have a career, marriage, children, or a normal life span).


Avoidance


Fearful of anything that might rekindle the trauma, you may have learned
what to do to avoid triggering a panic or a rage. You may avoid thinking
about trauma as well as talking about it, and you may attempt to avoid any
situation that might remind you of traumatic events. If PTSD becomes
chronic, your life can become increasingly limited and constricted. A prime
example is social isolation resulting from being traumatized by other per-
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sons. With a history of attachment trauma, you may be afraid to establish
close relationships, not just fearing injury but also anticipating the prospect
of rejection and abandonment, which can rekindle traumatic memories of
neglect.


As I’ll elaborate in Chapter 11 (“Self-Destructiveness”), many persons
with PTSD have problems with substance abuse. Substance abuse could be
considered one of the avoidance symptoms inasmuch as substances blunt
the anxiety and anger associated with PTSD.370 Little wonder, then, that
many persons with PTSD resort to abusing antianxiety medication, alco-
hol, or drugs such as marijuana and narcotics. All these substances blunt
arousal.


Avoiding frightening experience is generally adaptive, and avoiding flash-
backs and panic is self-protective; reexperiencing symptoms can contribute
to further sensitization of your nervous system.269 Yet excessive avoidance
can be problematic. In addition to constricting your activities and limiting
your relationships, avoidance may block the processing that enables you to
come to terms with trauma. Then you become stuck, alternating between in-
trusive memories and avoidance.371 Moreover, even if you succeed in block-
ing the intrusive symptoms of PTSD, avoidance may contribute to other
psychiatric symptoms, such as depression and ill health, as well as leaving
you vulnerable to being blindsided by traumatic memories.361


Numbing


Parallel to actively avoiding reminders of trauma in an attempt to block in-
trusive memories, a more automatic process, numbing of emotional respon-
siveness, may serve to counteract hyperarousal.372 As noted in Chapter 7
(“Illness”), one neurobiological contribution to numbing is stress-induced
analgesia, a narcotic-like process in which endogenous opioids, including
endorphins, block pain.282 Also potentially contributing to blunted emo-
tional responsiveness are dissociative detachment (see Chapter 10, “Disso-
ciative Disorders”), depression, and substance abuse.


Thus, along with the alternation between intrusive symptoms and avoid-
ance, the combination of hyperarousal and numbing gives an all-or-nothing
quality to emotionality in PTSD. Individuals with PTSD may seem emotion-
ally remote, detached, cut off, and unresponsive; then, in a 90/10 reaction, a
seemingly minor stressor launches them into a panic or a rage. Hence it
would be misleading to propose that persons with PTSD show generalized
numbing; reminders of trauma easily evoke intense emotional distress. More
specifically, persons with PTSD are likely to have particular difficulty expe-
riencing enjoyable emotions, requiring exceptionally high levels of positive
stimulation to do so.373
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Reenactments


As discussed in Chapter 6 (“Relationships”), it’s not uncommon for individ-
uals who have undergone trauma in earlier relationships to recreate it unwit-
tingly in later relationships.62 Sometimes such reenactments are relatively
transparent, as when a woman who was abused in childhood enters into bat-
tering relationships in adulthood. Somewhat less obviously, a history of
childhood abuse substantially increases the risk of being assaulted in adult-
hood.374 Conversely, some persons who have been abused end up abusing
others; in this fashion, abuse can be passed on through the generations.159


In persons who have been abused, self-injurious behavior (see Chapter 11,
“Self-Destructiveness”) also can be viewed as a form of reenactment. Plainly,
the last thing a person with PTSD needs is exposure to additional traumatic
events; thus increasing awareness of reenactment should be a primary focus
of trauma treatment.375


Persons with a history of trauma who develop symptoms after function-
ing well for many years invariably wonder, “Why now?” Current stressors
are reminders that activate PTSD symptoms, and reenactments in current re-
lationships may be the main factor that keeps PTSD active. Thus, as empha-
sized in Chapter 6 (“Relationships”), resolving relationship conflicts and
finding ways of maximizing security in current attachment relationships is
a mainstay of trauma treatment.


Variations in Course


The course of an illness, like the course of a voyage, is its trajectory across
time. Psychiatric disorders, like other medical illnesses, have a wide variety
of courses.376 As described earlier, PTSD might have a period of incubation.
Symptoms of many medical illnesses wax and wane; so do those of PTSD.
Illnesses may go into periods of remission followed by recurrence; so might
PTSD. Stress is the culprit: extreme stress precipitates PTSD, and subsequent
stress affects the course of PTSD, such that minimizing stress and learning
to cope with stress better are key to preventing exacerbations of the illness.


Posttraumatic symptoms may become evident at any time after exposure
to the precipitating events (see Table 9–1). Peritraumatic symptoms377 are
commonly experienced right around the time of the traumatic events. These
symptoms may range from shock, disorientation, and detachment to fear,
paranoia, and aggressiveness.378 A diagnosis of acute stress disorder is made
when peritraumatic symptoms are sufficiently severe as to lead to marked
distress or a significant impairment in functioning that lasts a minimum of
2 days and a maximum of 1 month.2 The symptoms of acute stress disorder
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include dissociative disturbance (see Chapter 10, “Dissociative Disorders”)
along with PTSD symptoms.


Acute PTSD is diagnosed when symptoms persist from 1 to 3 months,
and chronic PTSD is diagnosed when the duration of the symptoms extends
beyond 3 months.2 Thus peritraumatic symptoms may evolve into acute
stress disorder, acute stress disorder into acute PTSD, and acute PTSD into
chronic PTSD. These diagnostic distinctions have some value in forecasting
the course of PTSD.379 Yet arbitrarily drawing sharp temporal boundaries
that imply discrete disorders380 goes contrary to research showing a gradual
decline in the prevalence of PTSD symptoms over the course of several years
after the traumatic events, with the steepest decline in symptoms over the
first year.381


A diagnosis of PTSD with delayed onset is made when the symptoms
emerge 6 months or longer after the traumatic events.2 To the chagrin of
many persons who have struggled successfully to overcome a history of
trauma, the delay goes far beyond 6 months; symptoms may emerge years or
even decades after the trauma, when sensitization and stress pileup have
taken their toll in wear and tear on the body.


Complex PTSD


To recapitulate, PTSD is defined on the basis of three main symptom clus-
ters: reexperiencing, hyperarousal, and avoidance/numbing. I’ve discussed
these facets of traumatic responses in terms of emotion and memory. But se-
vere trauma goes beyond these three domains. We’ve seen that traumatic ex-
perience may also have profound effects on attachment, sense of self, and
relationships.


Consistent with this broader view, several authors have described trauma
syndromes that go far beyond the confines of PTSD, both in children4 and
adults.382 Severe trauma, including attachment trauma, may affect the whole


TABLE 9–1. Time course of posttraumatic symptoms and disorders


Symptom/disorder Time frame of symptoms


Peritraumatic symptoms During and immediately after traumatic event


Acute stress disorder From 2 days to 1 month after event


Acute PTSD From 1 to 3 months after event


Chronic PTSD For 3 months or longer after event


Delayed PTSD Begin at least 6 months after event 
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personality. Judith Herman proposed the concept of complex PTSD228 to
characterize trauma that includes not only problems in regulating emotion
but also disturbance in identity and relationships along with a propensity to
experience harm and injury at the hands of oneself and others. I’d add exis-
tential trauma that damages systems of meaning and alters one’s faith, at
worst leading to hopelessness and despair. Complex PTSD was not included
in the diagnostic manual, which instead lists a wide range of potential asso-
ciated features that may occur in conjunction with forms of trauma such as
abuse, battering, incarceration, and torture.2


What Causes PTSD?


On the face of it, the question “What causes PTSD?” seems hardly worth ask-
ing. The answer is obvious: traumatic events. But most individuals do not
develop PTSD after a traumatic experience,359 and some individuals develop
PTSD after stressful experience that falls short of a narrowly defined trau-
matic event.60


Thus traumatic experience is the key factor in the etiology of PTSD, but it’s
not the only factor. There’s a well-established dose-response relationship be-
tween stress and its effects: the more severe the stress, the more severe the
symptoms. Although there are exceptions to this rule,64 the more severe the
stress, the higher the likelihood of PTSD.60 At a sufficiently high level of
stress—such as Herman described in the etiology of complex PTSD—virtually
anyone is liable to succumb.191 Intermediate levels of stress leave room for
many other factors to play a role. In this section, I examine genetic and devel-
opmental factors that predispose individuals to PTSD and then review factors
subsequent to the trauma that affect the course of PTSD. I conclude with some
comments about resilience.


Genetic Factors


I’ve emphasized the central role of neurophysiology in trauma throughout
this book. Genes play a paramount role in the development and ongoing op-
eration of the nervous system, so it should not be surprising that genetic fac-
tors play a role in response to potentially traumatic events. The influence of
genetic factors on physiological responses to stress has long been established
in animal research.288 Given that PTSD is an anxiety disorder, it’s not unrea-
sonable to suspect that a constitutional predisposition to fearfulness makes
for vulnerability to PTSD. As discussed in Chapter 7 (“Illness”), proneness
to anxiety is a well-established dimension of temperament with roots in ge-
netic factors.
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A comparison of identical and fraternal male twin pairs among Vietnam
veterans demonstrated a significant genetic contribution to the risk of
PTSD.383 There was not only a genetic influence on PTSD in combat veter-
ans but also a genetic influence on PTSD in those who did not serve in
Southeast Asia, suggesting that the findings can be generalized beyond
combat-related trauma. Genetic factors also contributed to the likelihood of
participating in combat. Thus, genetic factors may play a dual role: first, in
predisposing some individuals to wind up in traumatic situations, and sec-
ond, by influencing their responses to traumatic events.


Developmental Factors


I’ve described how trauma is intertwined with disruptions in attachment, so
it shouldn’t be surprising that premature separations are a predisposing factor
to stress vulnerability in animals305 and to PTSD in humans.384 It also
shouldn’t be surprising that a history of anxiety problems in the individual or
the family contributes to vulnerability to PTSD.384 Vulnerability to PTSD also
has been associated with a wide range of other psychiatric and substance
abuse disorders in the family or the individual, as well as with a history of be-
havioral, conduct, and personality problems.385 Moreover, responses to trau-
matic events are cumulative; exposure to childhood trauma may increase the
risk of PTSD after adult trauma. A study of Vietnam veterans, for example,
found that those with a history of childhood physical and sexual abuse were
more likely than those without such a history to develop PTSD after combat
exposure.386


It’s also important to note that developmental factors, like genes, may
predispose an individual to encountering traumatic events. For example,
whereas participation in atrocities and abusive violence in Vietnam in-
creased the risk of PTSD,387 the presence of personality and behavioral dis-
turbances before military service predisposed individuals to engage in such
behavior while they were in combat.388 More generally, exposure to trauma
has been associated with the same factors that predispose individuals to
PTSD, including childhood behavior problems and family history of psychi-
atric disorder and substance abuse.


Posttrauma Factors


The concept of stress pileup underscores the fact that PTSD often develops
in the wake of exposure to a multitude of stressful events. Thus the likeli-
hood of developing PTSD after a potentially traumatic event depends on the
extent of subsequent stress. A worst-case scenario: a rape may be followed
by an antagonistic encounter with police, an unsympathetic medical exam-
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ination, and an adversarial trial in which the victim’s character is attacked.
Fortunately, early mental health intervention can ameliorate such stress after
rape.389 But additional stress is not the only problem. Many ways of coping
with stress, such as substance abuse and overeating, backfire by undermin-
ing the body’s capacity to adapt to stress,264 further increasing the vulnera-
bility to PTSD.


Availability of social support and the capacity to make use of it can pro-
tect traumatized persons from developing PTSD. Conversely, lack of social
support—or worse, hostile rejection—serves to exacerbate or to maintain
PTSD in those who have undergone trauma.387 And social isolation can be
part of another catch-22, as traumatic experience in relationships, as well as
chronic PTSD, may undermine the capacity to make use of the social support
needed to alleviate the disorder.


Resilience


It stands to reason that factors such as anxiety proneness, psychiatric disor-
ders, and personality characteristics will affect your capacity to cope with
stressful events, as well as your ability to deal with their aftermath. As with
everything else, there are wide variations among individuals in coping with
illness—physical or psychiatric. Looking at the positive side of the ledger,
psychiatrist Frederic Flach has discussed the phenomenon of resilience in re-
lation to combat trauma,390 proposing that we should not wonder why some
soldiers fall apart but rather why they all don’t fall apart.


Flach listed several aspects of psychological resilience: insight into one-
self and others, high self-esteem, the ability to learn from experience, a high
tolerance for distress, open-mindedness, courage, personal discipline, cre-
ativity, integrity, a keen sense of humor, a constructive philosophy that gives
life meaning, and hope. Consistent with our focus on mentalizing, he ob-
served that those who coped best with traumatic experiences “were those
with insight into the emotional impact of what they had just been through
and who were able to express their feelings to another immediately follow-
ing the event” (p. 42).


Reading through Flach’s list of resilience factors leaves little doubt that
not only innate factors such as temperament but also early life experience
contribute to one’s vulnerability or resistance to stress. This list also under-
scores the potentially pernicious impact of prolonged trauma early in life.
The consequences of prolonged early trauma are precisely those that are
likely to interfere with the development of resilience as Flach defined it. No
wonder that coping with complex PTSD poses such an extraordinary chal-
lenge. Several decades ago, Karl Menninger391 proposed the ideal of becom-
ing “weller than well” (p. 406). The illness is the crisis that brings with it the
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opportunity to develop new ways of coping and more resilience. Difficult
but not impossible.


Prevention


We could best prevent PTSD by eliminating traumatic events. A good start
would be eradicating poverty, inequality, and intolerance—wellsprings of
violence. Mankind has a dismal record by any account; we might have a bet-
ter shot by putting womankind in charge. And even if our utopian dreams
of minimizing interpersonal trauma could be realized, we’d still have to con-
tend with our wily planet. We once thought developing scientific knowledge
could help us control natural disasters, but the twentieth century brought us
face to face with the most menacing of our technological creations, weapons
of mass destruction that can be employed to turn nature against us. Mean-
while, we can only do our best to avoid more of the same by minimizing re-
enactments and staying out of harm’s way—no small accomplishment in
itself.


The next best thing to preventing traumatic events is intervening imme-
diately thereafter to decrease the risk of developing PTSD. But the extent of
our capacity to block the development of PTSD, and the best means of doing
so, is by no means clear.392 Crisis intervention in the aftermath of disasters
often involves group debriefing methods that encourage participants to talk
about their distressing experience and educate them about trauma in a way
that normalizes their responses.393 Yet most research to date does not sup-
port the effectiveness of group debriefing in diminishing the likelihood of
PTSD, and such debriefings may even be harmful for some participants.394


As with any intervention, the form of help provided must be tailored to the
needs of the individual.


In 1941, in his classic book on war neuroses,192 psychiatrist Abram Kar-
diner urged haste in working with combat trauma, counseling that “one can
… come none too abruptly to the question, ‘What happened?’” His goals for
treatment were straightforward, if not easily achieved: “No opportunity
should be lost to show the patient 1) that these reactions are appropriate de-
fenses, 2) that the world is no longer hostile, and 3) that his powers to mas-
ter it are growing” (pp. 220–221).


In the absence of systematic research support for any particular interven-
tions, Kardiner’s goals remain sound. To reiterate, from the perspective of at-
tachment, I’ve emphasized that the core of trauma is feeling afraid and alone.
Hence mobilizing natural social support systems—relatives, friends, and
members of the community—plays a major role in early intervention.395 As
Kardiner advised, encouraging the survivor to tell the story combats the feel-
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ing of isolation as well as provides an opportunity to make whatever sense
can be made of the experience. Although psychiatric medications employed
in the immediate aftermath of exposure to traumatic events may be impor-
tant in managing symptoms, finding medication that will prevent the devel-
opment of PTSD remains an unfulfilled aspiration.392


Prevention strategies being devised to avert the development of PTSD are
best suited to public events. The more severe, complex, and chronic forms
of PTSD are often associated with traumatic experiences that are not easily
discussible, for example, because of secrecy in the family. In such instances,
intervention frequently cannot occur in the immediate aftermath of the trau-
matic experience. The opportunity to answer the question “What hap-
pened?” may only come years—or even decades—after the fact. And the
question may refer to much of childhood, permitting no brief answer. Given
the fallibility of memory in conjunction with trauma, the answer to “What
happened?” may be extraordinarily difficult to reconstruct.


Kardiner noted that the treatment of war-related trauma requires first
and foremost the provision of security and support. In effect, the first mes-
sage conveyed to the survivor must be “You’re safe now.” For anyone who
has spent much of a lifetime endangered, however, establishing this sense of
safety is no mean feat. For many, the feeling, “I’m safe now,” will not be the
beginning of treatment but rather the end result.
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DISSOCIATIVE 
DISORDERS


Dissociation involves altered states of consciousness in the face of over-
whelming stress. Psychiatrist Richard Kluft captured its self-protective func-
tion well in proposing that dissociation is a form of mental flight when
physical flight is impossible.396 Dissociative alterations of consciousness take
many forms, ranging from feeling spacey, unreal, or even outside your body, to
periods of amnesia or “lost time” along with abrupt shifts in identity. We have
a correspondingly wide range of dissociative disorders, including depersonal-
ization, amnesia, fugue, and dissociative identity disorder (formerly multiple
personality disorder). Put technically,2 common to all the dissociative disor-
ders is “a disruption in the usually integrative functions of consciousness,
memory, identity, or perception” (p. 519). Think of disrupted integration as
dis-association—perhaps with a feeling of coming “unglued”—when being
fully aware of emotions is unbearably painful.


Dissociative disorders overlap with posttraumatic stress disorder (PTSD)
in a number of ways. The harbinger of PTSD, acute stress disorder, includes
dissociative symptoms along with intrusive and avoidant symptoms. In ad-
dition, flashbacks are dissociative states397 that involve alterations in con-
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sciousness, memory, identity, and perception as the past intrudes into the
present and memory takes over consciousness. Given this overlap, it’s not
surprising that many persons who receive a diagnosis of PTSD are also given
a diagnosis of a dissociative disorder and vice versa.398


We all experience alterations of consciousness on a daily basis, cycling
between alert wakefulness, drowsiness, and sleep. Many of us have been de-
lirious with fever or intoxicated to varying degrees with alcohol and drugs.
Similarly, when the mind and brain are put under extreme stress, dramatic
shifts in consciousness may occur automatically. These dissociative alter-
ations of consciousness can be extremely frightening, and they often make
people feel crazy. But dissociative experiences—although seeming bizarre—
are quite common in conjunction with stress. For example, 80% of the pop-
ulation reports having felt depersonalized—extremely detached from one-
self, as if in a dream, a common concomitant of anxiety and panic.399


Because dissociative experiences can be so confusing, educating yourself
about them is particularly important. For this reason, psychiatrist Marlene
Steinberg, who developed the most refined way to evaluate dissociative dis-
orders,212 wrote Stranger in the Mirror (with Maxine Schnall) to educate
traumatized persons about the wide range of dissociative experiences.400


With similar intent, this chapter first describes how dissociative symptoms
arise in conjunction with traumatic events and then groups dissociative ex-
periences into two categories, detachment and compartmentalization. Paral-
leling the discussion of PTSD, I’ll consider some factors beyond trauma that
render persons vulnerable to dissociative disorder. The chapter concludes by
pointing out that dissociation is a blessing and a curse and considers strate-
gies for overcoming dissociative defenses.


Peritraumatic Dissociation


As discussed in the context of PTSD, peritraumatic symptoms occur right
around the time of traumatic events.401 In the midst of traumatic events,
we’re liable to go into psychological shock, our sense of reality abruptly al-
tered. Peritraumatic symptoms, occurring during and immediately after the
events, may include being in a daze, feeling disoriented, staring blankly into
space, feeling numb, being on automatic pilot, feeling like a spectator, expe-
riencing your surroundings as unreal, feeling as if you’re in a dream or
watching a movie, feeling detached or disconnected from your body, experi-
encing a sense of floating above the scene, blanking or spacing out, and be-
ing unable to remember aspects of the events. Such experiences have been
observed in conjunction with traumatic grief,371 motor vehicle accidents,402


earthquakes,403 providing emergency services to disaster victims,404 terrorist
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attacks,405 combat, 377 and criminal assaults, including rape.406


Quite worrisome is the finding that peritraumatic symptoms are associ-
ated with higher risk for developing PTSD.407 Yet the link between peri-
traumatic dissociation and PTSD may reflect just the sheer severity of the
traumatic experience:408 the greater the experience of shock and overwhelm-
ing emotion, the more likely you are to dissociate at the time and to develop
PTSD subsequently. Clinicians are concerned, however, that peritraumatic al-
terations of thought processes might interfere with processing the trauma,
contributing to disorganized memories and fueling other posttraumatic
symptoms. In the midst of traumatic events, many persons have difficulty
thinking about what’s happening in a meaningful way that is integrated with
their sense of identity. For example, the experience may seem like a string of
unconnected impressions and may feel as if it were happening to someone
else.409 Such disruption in processing interferes with mentalizing and makes
it difficult to talk about the trauma, obtain comfort, and make sense of the
experience. Similarly, ongoing dissociation in the months or years after
trauma will continue to block mentalizing and processing.


Although researchers have focused on peritraumatic dissociation in
adulthood, I believe that attachment researchers somewhat inadvertently dis-
covered peritraumatic dissociation in infancy.25 As discussed in Chapter 2
(“Attachment”), childhood maltreatment has been linked to disorganized at-
tachment, one form of which is disorientation.410 Traumatized infants show
dazed expressions, freezing, and unresponsiveness when observed with their
mothers in a laboratory situation. Notably, disorganized infant attachment is
associated not only with active maltreatment but also with a trauma history
in the mother. Correspondingly, mothers as well as infants may show altered
states of consciousness in the laboratory. For example, the infant may appear
disoriented in conjunction with the mother being immobilized and staring
into space. Mothers with attachment disturbance conducive to disorganized
attachment in their infant are also prone to show dissociative symptoms
when discussing their own attachment history.411 Worryingly, the impact of
this intergenerational transmission of dissociation—whether through care-
givers’ dissociative states or active maltreatment—may continue well beyond
infancy. Infants who demonstrated disorganized attachment in the laboratory
showed a higher risk for dissociative symptoms in elementary school and
high school as well as late adolescence.412


Detachment


I think the concept of detachment best captures the most common forms of
dissociation.211 Detachment is evident in many peritraumatic experiences:
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feeling dazed, numb, on autopilot, or—at the extreme—outside your body,
watching yourself from a distance. I think of dissociative detachment along
a spectrum (see Figure 10–1) ranging from alert consciousness (no detach-
ment) to absorption (mild detachment), depersonalization (moderate de-
tachment), and unresponsiveness (severe detachment).


Alert Consciousness


Normal alert consciousness is, above all, flexible. The main function of con-
sciousness is to bring all our knowledge and resources to bear on dealing
with novelty, the unexpected, and the unfamiliar.413 In a state of alert con-
sciousness, you’re well grounded in current reality—not just what’s going on
in the outer world, but also in the inner world, your mind and your body.
And you can direct your attention flexibly, as needed, back and forth from
the outer world to the inner world. Thus, fully conscious, you’re not only
aware but also self-aware. To reiterate, consciousness is integrative; dissoci-
ation is dis-integrative.


Absorption


What if full awareness of the outer world of events and the inner world of
sensations and feelings is painful—even unbearably so? Then you may di-
minish your awareness, by reflex or by choice. As Kluft put it, you may take
mental flight. The first and utterly commonplace step toward detachment is


FIGURE 10–1. Degrees of dissociative detachment.
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absorption, for example, total immersion in a movie, a daydream, or a sport-
ing activity.414 Within broad limits, absorption is not pathological;415 on the
contrary, absorption is essential to creative activity.416 In a sense, absorption
reflects active engagement, the opposite of detachment.


Yet to be engaged in one activity is to be detached from others. It’s not the
absorption but the detachment that can create difficulty. We all take refuge in
fantasy; daydreaming can be a source of pleasure as well as a form of tempo-
rary escape. But too much retreating—excessive detachment—becomes prob-
lematic, as refuge in fantasy can substitute for coping with reality. And
retreating into the inner world can be a slippery slope. Giving up grounding
in the outer world can leave you vulnerable to being overtaken by traumatic
aspects of the inner world, such as intrusive memories.417


Depersonalization and Derealization


Further detachment entails a sense of unreality, evident in depersonalization
and derealization. Depersonalization involves feelings of unreality associated
with your sense of self, your body, or your actions. Feeling as if you’re in a
dream, acting in a play, disconnected from your body, or merely going along
on autopilot are examples. Derealization involves a sense that the outer
world is not real or is distorted. For example, you might feel as if others are
actors in a play or that you’re looking at the world through a tunnel. This
sense of unreality may include feeling spacey, foggy, or fuzzy, or feeling as if
you’re floating or drifting. Some persons feel extremely isolated from the
world, as if they’re in a shell, a bubble, or behind glass. Although deperson-
alization and derealization can be construed as a form of escape from painful
reality, these experiences can be frightening in themselves, as well as leaving
you ungrounded and more vulnerable to traumatic memories. Detached,
you can feel profoundly alienated:


A young man sought therapy because he felt that his emotions were out of con-
trol. Sometimes he felt tense and irritable. At other times he had inexplicable
bouts of crying. He connected some of his feelings with being abandoned by
his mother at an early age. He felt unprotected, and he had witnessed a number
of violent episodes in his family. Occasional flashbacks contributed to the anx-
iety that prompted him to seek psychotherapy. But more problematic was his
severe depersonalization. He described a continual feeling of being detached
from his feelings and behavior. He did not live his life; he watched it. Even
when he appeared to others to be animated and involved, he felt distant and
hollow. Apart from bouts of anxiety and tearfulness, he felt emotionally bland.
He was starved for closeness but felt incapable of intimacy. He went through
periods of compulsively seeking sexual liaisons with women, but he could
never feel the warmth he longed for. He spent hours in solitude, sitting immo-
bile in the woods, as if in a trance. Yet he could not remember what he thought
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or felt during these periods. He found one escape from detachment: he was a
talented actor, and he felt fully alive whenever he performed. Ironically, his ca-
pacity for dissociation contributed to his acting talent; when he performed in
a play, he was totally absorbed, oblivious to his surroundings and the passage
of time.


Although feelings of depersonalization are common, depersonalization
disorder is diagnosed when these symptoms cause intense distress or under-
mine your functioning.2 The disorder is frequently but by no means exclu-
sively associated with a history of trauma,399 and symptoms often begin in
adolescence or early adulthood,418 showing a waxing and waning course,
like many other psychiatric symptoms. Derealization is rarely experienced
as a distinct problem apart from other dissociative symptoms; hence it’s not
included in the diagnostic manual as a separate dissociative disorder.


Unresponsiveness


The most extreme form of detachment involves unresponsiveness. Patients
say they “go away” or are “gone,” into the “void” or the “blackness.” Or they
may just be “blank.” In these severely detached states, they may just sit and
stare—sometimes for hours. They’re beyond reach, as if unconscious. Call-
ing their name may not be enough to alert them. At some point, with or
without external prompting, they have a sense of “coming to,” although they
frequently remain somewhat disoriented or in a daze. It may take hours to
become fully alert again; often a period of sleep brings the person back to
reality. Having regained full alertness, they feel that they have “lost time.”


Memory Impairment


To pick up a point from Chapter 4 (“Memory”), many persons can engage
in relatively complex activities during dissociatively detached states. High-
way hypnosis is a common—and often disconcerting—example. Many per-
sons hold conversations, write notes, or drive to the store and buy things in
detached states. Without anchoring in a sense of self, they’re not encoding
personal event memories;419 then they’re chagrined when they don’t remem-
ber having done these things.211 Such dissociative detachment is an extreme
form of absent-mindedness, a main contributor to memory impairment.181


Similarly, peritraumatic detachment contributes to memory impairment, to
the extent that the person is not paying attention to what he or she is doing,
not thinking about it, and not talking about it—all of which are essential to
the process of elaborative encoding of experience that is essential to estab-
lishing personal event memories.179 As described in Chapter 4, without en-
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coding there can be no storage and no retrieval. In addition, to the extent
that it’s possible to remember events experienced in a state of detachment—
including traumatic events—these memories might carry the sense of unre-
ality that went with the original experience.


Compartmentalization


Naturally, you might wish to rid your mind of traumatic memories entirely.
But you cannot do so. Next best, you might want to seal away these memo-
ries in a compartment. In effect, dissociative defenses do something analo-
gous to this sealing away. A century ago, French psychiatrist Pierre Janet,
who pioneered the study of dissociation,420 described a process of disaggre-
gation in which whole realms of experience are excluded from conscious-
ness.421 As already noted, consciousness is integrative, preserving a coherent
sense of self across time. But consciousness can be unbearably painful; you
can find it downright intolerable to have traumatic experiences in mind.
Then dissociation excludes them by compartmentalizing the mind. Yet dis-
sociative compartmentalization is not a stable solution; these unintegrated
experiences are likely to intrude unbidden into consciousness in the form of
flashbacks.200


Any unbearably painful experience may be compartmentalized, but at-
tachment trauma best illustrates the motivation. Attachment trauma puts
the child in an intolerable approach-avoidance conflict: the attachment fig-
ure is frightening, and the more frightened the child, the more the need for
the safe haven of attachment. Excluding awareness of the frightening aspects
of the relationship is one way to preserve the attachment. Psychologist Jen-
nifer Freyd’s31 concept of betrayal trauma makes this point plain. Awareness
of the betrayal—as in sexual abuse—would endanger the child by threaten-
ing the attachment relationship. Thus the abusive aspects of the relationship
are kept out of mind—dissociated.


Three forms of dissociative disorder are indicative of dissociative com-
partmentalization: amnesia, fugue, and dissociative identity disorder.


Amnesia


The psychiatric diagnostic manual2 describes dissociative amnesia as an “in-
ability to recall important personal information, usually of a traumatic or
stressful nature, that is too extensive to be explained by ordinary forgetful-
ness” (p. 523). Psychiatrist Lenore Terr422 encountered a dramatic example
when she was asked to consult on the case of a woman who was incarcerated
for drunk driving and resisting arrest:
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Two police officers spotted Patricia parked on the side of the highway and
found her to be unresponsive, sitting there like a “zombie.” They inferred she
was intoxicated and decided to arrest her, at which point she became com-
bative. Patricia awoke in jail the next day and had no idea where she was or
who she was. When Terr interviewed her, she had recovered her identity but
not her memory. Terr gradually helped her recall the stressful events leading
up to the amnesia. Patricia had discovered her boyfriend in bed with another
woman and went blank at the time. She did not remember driving anywhere,
but she did remember perceiving the arresting officer as a killer. Yet these
events were just the tip of the iceberg of her trauma, which dated back to wit-
nessing her intoxicated mother burning to death in a fire, after which she re-
called drifting off into never-never land.


Terr’s account illustrates a number of features of dissociative amnesia. Al-
though the memories are relatively inaccessible, dissociative amnesia is of-
ten reversible,423 for example, through clinical interviewing. In addition, the
example illustrates how detachment is intertwined with amnesia. Because
detachment interferes with encoding events, the resulting memories are
somewhat patchy. Thus we cannot assume that it’s possible to retrieve mem-
ories of all trauma, as if they’re all in there somewhere. Part of healing is be-
ing able to live without knowing.


Fugue


Dissociative fugue2 goes beyond amnesia to include “sudden, unexpected
travel away from home or one’s customary place of work, with inability to
recall one’s past” along with “confusion about personal identity or assump-
tion of a new identity” (p. 526). The travel may range from short trips to
wandering over long distances for months. When a new identity is assumed,
it often takes the form of an uninhibited and gregarious personality. Like am-
nesia, fugues are often triggered by stress or trauma.424


Although full-fledged fugues are dramatic and uncommon, I find fugue-
like states to be relatively common in persons who show extreme dissocia-
tive detachment. We might think of a trip to the store in a dissociative state
as a micro-fugue. But not uncommon are more extensive and even more dis-
concerting travels. I interviewed a woman who was very frightened about
having driven hundreds of miles from home in a detached state. When she
“came to,” she was disoriented and had no idea where she was. She found
her way to a store, learned where she was, and called her mother, who came
to get her. We were able to identify a series of stressors that led to this
flight—not just a mental flight but also a physical flight.


Dissociative Identity Disorder


Dissociative identity disorder2 entails “two or more distinct identities or per-
sonality states” that “recurrently take control of the person’s behavior”
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(p. 529), along with amnesia for behavior in these dissociated states. Disso-
ciative identity disorder was formerly called multiple personality disorder,
which captures the experience from the inside: sufferers feel as if they are
made of different people, often called alters. Dissociative identity disorder
represents the perspective of the outside observer, who sees a disorder in
sense of identity caused by dissociative defenses.


We all show dramatic switches among behavioral states425 from one time
to another and one situation to another—behaving very differently at a foot-
ball game, a business meeting, in bed with a lover, and in a confrontation
with a stranger. Not uncommonly, we do something out of character and
may even disown our behavior to some extent: “I wasn’t myself.” Yet, with
consciousness relatively intact, we remember what we’ve done in these var-
ious states and, however apologetically, claim them as our own.


I had a stark introduction to dissociative identity disorder.426 I had been
Joan’s psychotherapist for several months during her psychiatric hospitaliza-
tion, never suspecting that dissociation was among her difficulties:


The first sign occurred in a psychotherapy session in which Joan—quite out
of character—suddenly became angry at me and said, “Goddamn it!” Joan
had been extremely reluctant to express anger, and I considered this a break-
through. Moments later I alluded to what had happened. Joan was totally
oblivious to it, denied that it had happened, and accused me of playing a
therapeutic game to provoke her anger. As I recounted the events, she began
to question her conviction that I was lying, and she became very frightened.


Joan called me the next day to reiterate her confusion and finally ac-
cepted that, indeed, she had made this outburst and not remembered it. A
few days later she reported that she’d been having periods of amnesia. Min-
utes before Joan’s next session, the receptionist told me that Joan had come
in, insisting on seeing me that instant. The patient—now calling herself
Mary—entered in an agitated state, handed me a bag containing whiskey and
assorted pills, and implored, “Here, take these quickly and hide them! She’s
going to kill herself with them.” I did as she asked, discussing the situation
with her, and—for the moment—acceded to Mary’s request that I not tell
Joan what had taken place. Then the patient switched states, was completely
perplexed and disoriented, and identified the experience as being like her
other recent blackouts. I accompanied her back to the hospital unit and con-
veyed to her hospital psychiatrist and staff my astonishment at the emer-
gence of multiple personality disorder.


In working with the patient as Mary, I learned that she came into being
when Joan was about 7 years old, apparently in the midst of a traumatic ex-
perience. Mary reemerged in college, in a similarly stressful situation. The
pattern of dissociation was then reactivated by stresses in the current hospi-
talization.


A considerable number of the psychotherapy sessions were devoted to
work with Mary, who was able to disclose some painful memories. From time
to time, she was totally unresponsive, and I had no idea what was going on
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in her mind. During one of these states she looked at me and, in a childlike
voice, said, “Who are you?” I then realized that a third identity had emerged,
and I explained who I was. In this state, the patient was transported back in
time to age 7. Her whole experience in this state was that of a 7-year-old
child, with the associated capacities, memories, and identity. For example,
she missed her childhood friends, wanted to return to elementary school,
and wondered what she would be when she grew up. It was a challenge to
explain to her what was happening—why she was in a grown-up body, where
she was, and who I was.


There was a layering of identities: when Joan became anxious, she disso-
ciated into Mary; when Mary became anxious, she dissociated into the child
state. Each identity employed the same defense. Thus the child bore the most
painful early memories that even Mary could not face. At one point, before
she had come to trust me, the child emerged in a state of terror. She ran out
of my office and could be persuaded to reenter it only if I left the door open.
Gradually, she felt more secure and could be reassured quite easily that she
was safe.


As her self-awareness increased, the patient gained more control over the
switching among identities. Yet one time Mary came into my office in a panic
because she could not switch back to Joan. Together, we concluded that she
could not switch because she was so angry. As long as Mary was angry, she
could not switch back to Joan because Joan could not tolerate anger. Joan
had compartmentalized her anger, and our therapeutic work included help-
ing her to become less fearful of anger in the present. Ultimately, as her tol-
erance of emotions increased, she was able to gain more conscious continuity
across these shifts in her state of mind.


Dissociative identity disorder has been documented thoroughly in the
clinical literature for more than two centuries,427 but it was considered ex-
tremely rare until recent decades, when clinicians began paying more atten-
tion to trauma. Recent estimates of the prevalence of dissociative identity
disorder in psychiatric inpatients range from 1%428 to 5%.429 Yet controversy
among mental health professionals about the legitimacy of this diagnosis
and the prevalence of the disorder continues unabated.430,431 In part, the
skepticism about dissociative identity disorder, which often develops in con-
junction with severe and prolonged childhood trauma, revolves around con-
cerns about false memories. In addition, there’s concern that therapists who
suspect dissociative identity disorder unwittingly induce their patients to
develop the symptoms, for example, by injudicious use of hypnosis. For me,
seeing was believing, especially when I was reluctant to see—much less to
encourage—the symptoms.


Yet, even if we could agree on the existence of the diagnostic condition,
understanding the nature of the dissociative processes involved is another
matter. As psychiatrist Frank Putnam,432 one of the pioneers of contempo-
rary understanding of dissociative identity disorder warned, we’re seriously
mistaken if we think of alters as separate people—even if persons with dis-
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sociative identity disorder in fact feel this way. As Putnam pointed out, many
other psychiatric disorders, including panic disorder and bipolar disorder,
involve dramatic switches in behavioral states, although these disorders do
not involve amnesia for different states.


From an attachment perspective, we can think of these switches among
dissociated states as involving different working models of relationships. For
example, consider a child whose trauma includes terrifying beatings by an
intoxicated parent who is dangerously out of control. The child naturally
comes to abhor anger. When, as an adult, he becomes angry and flies into a
rage, he may be in a dissociative state—a working model of relationships ex-
cluded from ordinary consciousness. In his ordinary state of mind, he may
be pleasant and compliant. He cannot integrate these two working models
of relationships into higher-order consciousness.


I don’t believe dissociative identity disorder is carved in stone, as if a
bunch of personalities always remain lurking in the background of the mind.
Rather, I think of the dissociative fragmentation of consciousness as a defen-
sive process. The traumatized person switches into a different state of mind
when she becomes angry or when she has sex, because these experiences are
associated with unbearable states of mind in the past. When they are not un-
der high levels of stress, many persons with dissociative identity disorder go
for long periods without switching. Like many other disorders—PTSD, de-
pression, and substance abuse, for example—dissociative identity disorder
waxes and wanes with stress. It’s important that treatment not become an
undue source of stress. Treatment approaches that actively pursue alters, en-
courage switching, and attempt to recover memories of abuse run the risk of
abetting dissociation and further undermining the patient’s functioning. The
goal of treatment should be to gradually promote greater tolerance of a wider
range of feelings and memories, all the while promoting greater ability to
cope with stress and to develop more secure attachment relationships in the
present. Such treatment gradually diminishes the need for dissociative de-
fenses.


What Causes Dissociation?


Unlike PTSD, the diagnosis of a dissociative disorder does not require a his-
tory of exposure to traumatic events. Yet trauma is a common cause of dis-
sociative experiences and disorders. This link is most clearly established by
research on peritraumatic dissociation, where trauma survivors’ experiences
during and immediately after the events are carefully studied. Sadly, we can
now see this link as early as infancy, in the context of disorganized attach-
ment relationships. Dissociative symptoms also have been observed in chil-
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dren who have been in the custody of child protective services as a result of
sexual and physical abuse.433


Extensive research also links dissociative disturbance in adulthood
to childhood adversity,434 including sexual, physical, and psychological
abuse,202 as well as loss435 and neglect.436 This research uniformly shows
that the severity of abuse as well as combining different forms of abuse and
neglect—traumatic stress pileup—increases the severity of dissociative
symptoms. Not surprisingly, when it occurs in the context of disturbances
in attachment relationships, childhood adversity is more likely to result in
adulthood dissociative disturbance.437 As with PTSD, however, trauma is
only one contributor to dissociative disturbance. Also important are biolog-
ical and personality factors.


Biological Factors


It’s not unreasonable to suspect that genetic factors contribute to individual
differences in vulnerability to dissociative disturbance, like all else psycholog-
ical and psychiatric. Yet studies of pathological dissociation have yielded con-
tradictory findings, some showing evidence for a genetic contribution,438


others not.439 On the other hand, there is strong support for a genetic contri-
bution to the propensity for absorption,440 as is true of many other personality
characteristics.


Although studies of brain functioning associated with PTSD symptoms are
well under way, the neurobiological understanding of dissociative states is in
its infancy. One research group finds support for a pattern of global cortical dis-
connectivity in dissociative states,441 a neurobiological parallel to Janet’s con-
cept of disaggregation in consciousness. Psychiatrist Douglas Bremner261


speculates that impaired hippocampal functioning, which has been demon-
strated in conjunction with PTSD, may contribute to dissociative symptoms.
As described in Chapter 4 (“Memory”), the hippocampus plays an important
role in integrating complex facets of situations—the broad context—into co-
herent memories of events. Dissociative states exclude the broader context of
events.


We must also keep in mind that organic brain impairment can contribute
to dissociative symptoms.442 Organic factors include head trauma, migraine,
and tumors as well as the use of substances such as alcohol, barbiturates, an-
tianxiety agents (e.g., alprazolam [Xanax]), marijuana, and psychedelics
[e.g., LSD]). Dissociative symptoms prominent in temporal lobe seizures
may include feeling far away or a sense of observing oneself from outside the
body, staring into space, bursting into a rage or fleeing in terror, and even
performing routine tasks as if on autopilot.70 Complicating diagnosis are
pseudoseizures, that is, seizure-like behavior in the absence of brain changes
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associated with true seizures. Pseudoseizures may occur in conjunction with
dissociative symptoms and a history of trauma, and they are typically pre-
cipitated by recent stress, such as current relationships that evoke emotions
associated with a history of abuse.443


Personality Factors


I’ve linked dissociative detachment to absorption, and one prominent form
of absorption is retreat into fantasy—daydreaming, for example. All of us
daydream occasionally, but some persons do so to an inordinate degree, be-
ginning in childhood. As noted in Chapter 4, such fantasy-prone children—
estimated to be about 4%—live much of their life in fantasy.210 Their fantasy
world can seem more real than reality, as in the example of a girl who felt she
was a princess just pretending to be an ordinary child. Given the vividness
of their fantasy, fantasy-prone persons are liable to confuse fantasy and real-
ity, leaving them vulnerable to false memories. Underscoring its defensive
function, fantasy proneness is associated with a childhood history of loneli-
ness, isolation, punishment, and abuse.


The link between fantasy proneness and creativity is obvious, and those
who are fantasy prone can consider themselves in distinguished company.
As a child, Mozart endured long journeys through Europe while his father
paraded his talent in various courts in search of fame and fortune.444 In the
course of hours spent in uncomfortable coaches, Mozart inhabited an elab-
orate imaginary kingdom he called “Rücken” (“Back”):


Rücken had its own geography (conceivably its place names were real ones,
spelled backwards), its own laws and its own subjects. It was “Back” possibly
too in a Golden Age sense: a return to a world of youthful perfection. Cer-
tainly it was a kingdom of, and for, children. Everyone there was good and
happy, under their king . .. there were maps drawn of it—by the servant who
travelled with the Mozart family, and perhaps also by Mozart himself, who
showed some aptitude for drawing .. . Rücken was entirely Mozart’s own per-
sonal kingdom. It offered a respite not only from the reality of slow, cramped,
travelling conditions but from all the conditions of reality. Reality included a
father who was no royal prince—not even a free agent—but an outwardly
humble servant and court-musician attached to the Prince-Archbishop of
Salzburg. And reality also meant very early realization that the great people
who applauded the boy Mozart often cared little for music as such. (p. 9)


Showing the blurry line between fantasy, absorption, and dissociation,
some children learn to cope with trauma by withdrawing into an elaborate
world, not just in the aftermath of traumatic events but also in their midst.
Illustrating Kluft’s idea of mental flight when physical flight is not possible,
one woman I treated remembered leaving the room and roaming among the
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flowers in the garden outside her bedroom while being sexually abused.
Here a skill—a capacity for vivid visual imagery—is employed as a defense,
for self-protection.


Fantasy proneness, absorption, and the ability to become imaginatively
involved in experience are also intertwined with another phenomenon re-
lated to dissociation, hypnotizability.414 Hypnosis has a long history in the in-
vestigation of multiple personality disorder,427 and one prominent theory
construed this disorder as an abuse of self-hypnosis.445 Although dissociative
states are trance-like,446 dissociation is not the same as hypnotizability.447


A Blessing and a Curse


The ability to take mental flight when physical flight is out of the question
seems a blessing—being imaginatively involved in roaming among flowers
is highly preferable to being immersed in the experience of sexual abuse.
Hence we can think of dissociation as an adaptive response to threat, and we
can view the capacity to dissociate as a skill.


From an evolutionary perspective, dissociation has been linked to two
forms of defense shown by animals in danger situations, freezing and tonic
immobility.448 Although the immobilized dissociative stare has the appear-
ance of freezing, there’s an important difference. The freeze response is a
state of high alert, as the animal keeps an eye on the predator and remains
immobile to escape detection. The tonic immobility response—a playing-
dead reaction—more closely resembles dissociative detachment,25 which in-
cludes numbing associated with stress-induced analgesia.268 Tonic immobil-
ity is observed in animals being subjected to physical restraint, entrapment,
harnessing, or confinement; it follows a brief period of struggling and may
last from seconds to hours.449 If animals subjected to these traumas could
talk, they might say that they had “gone away.”


Although dissociation is self-protective, it’s also potentially self-destruc-
tive. To a point, detachment might be adaptive in dangerous situation. Going
on autopilot and having physical pain blocked by analgesia is far more adap-
tive than going into a state of helpless terror or freezing. But too much de-
tachment—feeling dazed and disoriented—can block active coping during
the time of trauma. Certainly, being “gone” completely undermines your ca-
pacity to adapt to any situation.


In addition, many persons with a history of repeated trauma come to dis-
sociate habitually. Even mild stress or anxiety can trigger a dissociatively de-
tached state. Not only does this detachment interfere with coping at any
given moment, but it also blocks new learning. Then you’re into a vicious
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circle: because you don’t learn to cope, your anxiety continues unabated,
and you continue to rely on dissociative defenses. Moreover, dissociating
can take you out of the frying pan and put you into the fire; escaping from a
mildly stressful situation into a state of dissociative detachment, you can
lose your grounding in outer reality, then wind up immersed in traumatic
memories. Finally, as discussed earlier in this chapter, dissociation blocks
processing of trauma, and potentially becomes intertwined with the devel-
opment of PTSD—a curse indeed.


Overcoming Dissociation


As with PTSD, overcoming dissociation entails all approaches to healing de-
scribed in the last section of this book. Some challenges specific to dissoci-
ation include accepting responsibility for behavior in dissociative states,
using grounding techniques, and achieving a higher level of integration.


Responsibility for Dissociative Behavior


There’s a difficult challenge to coping with psychiatric disorders: adopting a
sense of agency450 by taking responsibility for your illness without self-
destructively blaming yourself for it. This step is hard because, being ill, you
feel somewhat out of control—overtaken by your illness. You cannot snap
out of any illness by a mere act of will. Nowhere are these problems more
challenging than in the dissociative disorders. You might be dismayed by
your inability to remember where you’ve been, what you’ve said, or what
you’ve done. You might engage in unwanted behaviors in dissociative states.
You might be chagrined by your sexual, aggressive, or childlike behavior
that you’ve only heard about from others. Not being fully and flexibly con-
scious, you might feel wrongly blamed for actions occurring out of your
awareness.


Who is responsible for actions in dissociative states? This is a psycholog-
ical question, an ethical question, and a legal question. The question is not
unique to dissociative disorders. Is the intoxicated person responsible for in-
juring someone in a car wreck? Should a person be incarcerated for a crime
committed in a psychotic state? These issues are not new, but they have
arisen with particular poignancy in relation to dissociative identity dis-
order.451


Should you be held responsible for actions in dissociated states of mind?
Yes. To believe otherwise is to make treatment impossible. Affected individ-
uals often feel that they’re punished for their behavior in dissociated states,
as if they’re being blamed for something someone else did. Certainly, behav-
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ior in altered states of mind often results in considerable subsequent suffer-
ing. But any person may suffer in one state of mind for actions done in
another—regretting the consequences of angry words or feeling remorse for
an injury caused by driving while intoxicated.


Accepting responsibility is a major step toward continuity and integration
of experience. At first, you may need to accept responsibility in principle, even
if you have little sense of control in practice. Commitment to treatment entails
some acceptance of responsibility, because it attests to an investment in gain-
ing control. You can learn to exercise some control over the switching process,
and you can exercise control over destructive behavior in altered states of
mind. But it’s not easy.


While advocating responsibility, those who treat patients with dissocia-
tive disorders must have compassion for their patients’ experience of help-
lessness, and they must have an understanding of the processes that
contribute to the felt lack of control.452 Psychiatrist Seymour Halleck453 ad-
dressed this problem with considerable wisdom:


In assessing responsibility in the clinical setting, we need not invoke the
harsh, “all or none” morality required by the criminal justice system. We can
acknowledge that many of our patients, particularly those with severe mental
disorders, can make socially acceptable choices only at the expense of a cer-
tain amount of pain and suffering. This does not, however, mean that they
are without choice. It merely means that their choices are hard ones. (p. 303)


Although the idea of accepting responsibility for dissociated behavior may
feel threatening, the prospect of disowning responsibility is even more threat-
ening. Being unable to take responsibility for your behavior—or being told
that you’re not responsible for your behavior—would promote a profound
sense of helplessness and dependency on others.454 The entire treatment pro-
cess aims to restore a sense of control and the sense of responsibility that goes
with it. Treating the whole person as responsible for all of his or her actions
not only enhances this process, it’s a prerequisite for it.


Grounding


I discussed grounding—orienting yourself to the present—in conjunction
with coping with flashbacks (see Chapter 4, “Memory”). Plainly, as with all
other coping strategies, you’re in the best position to ground yourself when
you’re not past the point of no return, for example, “gone” in a state of ex-
treme dissociative detachment. Coping works best as prevention. In a sense,
all of the healing discussed in the final section of this book serves as preven-
tion by lowering your general stress level and increasing your capacity to
cope with stress.
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But we can also think of prevention as early intervention, getting on top
of the symptom before it gets to the level of full force where self-control be-
comes exceedingly difficult. This means that you must learn to become
aware of stress as it’s piling up and become aware of the first hint of symp-
toms. I’ve put dissociative detachment on a continuum ranging from mild to
severe, and I’ve described it as a slippery slope. You’re in the best position to
stop yourself from sliding all the way down the slope if you can become
aware of budding emotional states such as anxiety or irritation that trigger
dissociation, as well as becoming aware of the desire to detach or the early
stages of absorption, perhaps a budding feeling of spacing out.


The catch-22: dissociative defenses come into play when you do not
want to be aware of what’s happening, because it’s stressful and may remind
you of past trauma. To cope, you must go against the grain of your desire to
retreat, by mentalizing and becoming more aware of your feelings and sur-
roundings rather than less so. You cannot simply stop dissociating. Like any
symptom, you can only gain imperfect control. But taking responsibility, you
can learn to develop better control. The alternative is feeling helplessly out
of control, the essence of trauma.


Integration


Imagine a big circle—your self. Imagine a bunch of smaller circles inside—
your various states of mind. If you were to label some of these inner states,
you’d probably use a lot of emotion words: contented, angry, sad, frightened,
cheerful. You might indicate different ages: childlike or adolescent. Captur-
ing both emotion and age, you might label one inner circle “temper tan-
trums.” This isn’t a diagram of dissociative identity disorder; it’s a diagram
of the ordinarily complex self. We all switch from one behavioral state, state
of mind, or relationship model to another. We all face conflicts among
states—being angry and wanting to hurt someone whom we also love and
want to protect. To stay focused on a given task or relationship, we all must
compartmentalize, sometimes putting feelings and conflicts out of mind.
Imagine feeling frustrated with your boss and going to ask her for a raise.
You might do best by compartmentalizing your frustration during that con-
versation.


But trauma may lead to rigid and extreme compartmentalization of differ-
ent states, to the degree that your conscious access to the different states—
and what you have done in them—may be blocked. The inner circles do not
smoothly blend into one another as in a rainbow but rather remain isolated
from one another by rigid boundaries, rather like multicolored polka dots.
Then you contend with more than the ordinary challenge of integrating var-
ious states of mind. Treatment that promotes mentalizing increases flexible
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access to these dreaded states—memories and ways of feeling in relation-
ships—so as to alleviate discontinuity in daily experience and enhance your
potential for conscious control. This process of integration entails expanding
awareness and tolerance for emotions, for example, being able to feel angry
or sexual without a dissociative switch. It entails an increase rather than a de-
crease in conscious conflict—being able to feel angry and loving toward the
same person.


Integration is a matter of degree for all of us; we spend a lifetime at it.
There’s no simple and fast path to integration for any of us, least of all when
dissociative compartmentalization has been wrought by trauma. To reiterate,
all the work that goes into healing constitutes the pathway toward better in-
tegration: improving your skill at regulating emotions and establishing more
secure attachment relationships and broader networks of support, as well as
processing the trauma. Dissociative disorders are especially challenging to
overcome, because they’re generally associated with relatively severe and re-
peated trauma, and they’re typically intertwined with a number of other psy-
chiatric disorders and symptoms. This association is especially true for
the severest dissociative disorder, dissociative identity disorder. Not in-
frequently, patients spend years in treatment working on these problems.
Fortunately, the past two decades have seen greatly enhanced awareness and
understanding of dissociative disorders and their relation to trauma, leading
to improved diagnostic and treatment methods.455
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SELF-
DESTRUCTIVENESS


When struggling with trauma you’re likely to be contending with a high level
of negative emotion (anxiety, fear, anger, guilt, shame, and sadness) coupled
with a low level of positive emotion (enthusiasm, joy, love, and contentment).
Thus you face the challenge of decreasing your negative emotions and increas-
ing your positive emotions. Regulating emotion is a challenge for us all, but
trauma makes it far more difficult.456 Moreover, given that the foundations for
regulating our emotional states occur early in life in our attachment relation-
ships, trauma in those relationships can undermine the development of our
capacity to regulate our emotions. At worst, stressful events can put you into
unbearably painful emotional states, and you may not have effective ways of
coping with the events or the emotions. Then you may resort to desperate
measures to find relief.


This chapter reviews several desperate measures: substance abuse, eating
disorders, deliberate self-harm, and suicidal states. I’ll also discuss how these
desperate measures can become woven into personality functioning, in
which case they’re diagnosed as personality disorders. I have called these
measures self-destructive, because they undermine coping and relationships.
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But we should keep in mind that, in one sense, these behaviors are self-
preservative. Except for suicide, they’re not intended to destroy the self but
rather to preserve the self by providing relief from overwhelming and un-
bearable emotional states. We might say they’re self-preservative in the short
run and self-destructive in the long run. The challenge is to find self-preser-
vative ways of regulating emotion that are not self-destructive, the subject of
Chapter 12, “Emotion Regulation.”


Substance Abuse


For traumatized persons, the ability to decrease negative emotions and to in-
crease positive emotions is a hard problem. There’s one easy solution: intox-
ication.


Our emotional states and moods, like all else that goes on in the mind,
are regulated by the activity of neurotransmitters that facilitate signaling
between neurons. By releasing these neurotransmitters, each neuron can
stimulate or inhibit the activities of other neurons. Over millennia, we’ve
discovered in nature a wide range of substances that mimic the actions of
these neurotransmitters. More recently, we’ve found ways of manufacturing
these substances. These substances either produce stimulation akin to the
neurotransmitters or block the actions of these transmitters.457 The sub-
stances that affect our emotions and moods are addictive, because they’re re-
warding in two senses: they decrease negative emotion and increase positive
emotion. If you’re anxious and depressed, alcohol and narcotics are highly
appealing; they relieve emotional pain and produce pleasure—in the short
run. For persons struggling with depression and posttraumatic stress disor-
der (PTSD), these would be miracle drugs—if they didn’t backfire.


It’s hardly surprising that a high proportion of persons with PTSD also
have problems with substance abuse,381 and the same is true of persons with
depression.458 Because addictive substances effectively decrease symptoms of
these disorders, we often think of substance abuse as a form of self-medica-
tion, although it’s a poor prescription. Persons with PTSD experience gener-
ally high levels of anxiety as well as additional bursts of fear associated with
the eruption of intrusive memories. Alcohol, narcotics, and antianxiety
agents such as diazepam (Valium) and alprazolam (Xanax) decrease sympa-
thetic nervous system arousal associated with these symptoms.459 Thus prob-
lems with substance abuse commonly arise after the eruption of PTSD.460


Moreover, while we usually focus on its calming effects, alcohol also de-
creases inhibitions, and some traumatized persons use alcohol to increase
their experience and expression of emotions. For example, alcohol intoxica-
tion makes it easier to express pent-up frustration and anger.461
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If addictive substances were uniformly effective, I’d be recommending
their use. But the long-term costs outweigh the short-term benefits. Although
they can decrease negative emotion and increase positive emotion in the short
run, addictive substances can have the opposite effects in the long run. For ex-
ample, intoxication with central nervous system depressants—alcohol and
narcotics—decreases negative emotion, but withdrawing from these sub-
stances increases negative emotion, for example, producing rebound anxiety.
Conversely, intoxication with central nervous system stimulants—amphet-
amines and cocaine—increases positive emotion, but withdrawal from them
decreases positive emotion, inducing depression. Moreover, just like stress,
stimulants generate sympathetic nervous system arousal, which may contrib-
ute to the process of sensitization that leads to PTSD.462 Thus stimulants are
toxic for traumatized persons, especially when they’re already suffering from
PTSD. And withdrawal from depressants such as alcohol—which you inevita-
bly do repeatedly when you’re abusing them—has similar effects on the sym-
pathetic nervous system. Consistent with this view, patients in treatment for
substance abuse generally believe that the substance abuse made their PTSD
worse.463


The relation between substance abuse and PTSD is a two-way street. In-
toxication is a frequent cause of exposure to traumatic events.459 Drunk
driving is a prime example, and motor vehicle accidents account for a sub-
stantial proportion of PTSD.464 Involvement in drug abuse and drug dealing
commonly puts people in situations where they witness violence and are ex-
posed to physical assault.465 And a substantial minority of women who have
been raped report using alcohol prior to the rape.466 Alcohol intoxication in-
creases your vulnerability to sexual assault in a number of ways: it impairs
your judgment, blunts your awareness of risk, decreases your capacity to
protect yourself, and increases the likelihood of your being perceived as sex-
ually available.461


PTSD and substance abuse enter into a vicious circle: PTSD sufferers use
substances to decrease their symptoms, but substance abuse makes symp-
toms worse and also increases the risk of exposure to traumatic events. The
same is true of substance abuse and depression.467 If one of these disorders
precedes the other, you might be tempted to think that treatment of the pre-
cipitating disorder is sufficient. For example, if depression or PTSD precedes
substance abuse, you might think that the substance abuse will take care of
itself if you treat the depression or PTSD. Conversely, if the depression or
PTSD follows substance abuse, you might think that refraining from sub-
stance use will take care of the emotional disturbance. Not so. Once these
disorders have developed, each must be treated in their own right—what-
ever their sequence.


Moreover, each of these disorders complicates the treatment of the other.
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Withdrawing from stimulants or using depressants interferes with the treat-
ment of depression. Conversely, depression interferes with substance abuse
treatment, for example, by inducing pessimism, undermining motivation,
and increasing the desire to self-medicate. Refraining from substance abuse
may temporarily increase PTSD symptoms,468 and processing trauma may
increase the desire to abuse substances.469 Thus trauma and substance abuse
are best treated simultaneously.461


Eating Disorders


Trauma-related emotions such as anxiety, disgust, and depression all may in-
terfere with appetite and eating.175 Yet many clinicians and researchers have
studied more specific links between trauma, PTSD, and two eating disorders:
anorexia, that is, weight loss associated with self-starvation, and bulimia, that
is, binge eating often associated with purging by vomiting or laxative abuse.
Clinicians have been particularly concerned about the relation between eat-
ing disorders and sexual abuse, given that eating disorders are nine times
more common in women than men, and women are at far higher risk than
men for sexual abuse and assault.291


A wide range of factors contribute to the development of eating disorders,
and trauma may or may not be prominent among them.470 A high proportion
of women with eating disorders report a history of childhood sexual abuse,
but the relation between eating disorders and sexual abuse is not specific.
Sexual abuse contributes to a wide range of psychiatric disorders, and eating
disorders are also associated with other forms of abuse and neglect471 as well
as sexual and physical assault in adulthood.472 Moreover, eating disorders are
more likely to develop when women with a history of sexual abuse also have
problems with attachment and social support.473


Trauma and attachment problems are one potential pathway to eating
disorders. We might think of eating disorders as being akin to substance
abuse. Eating-disordered behavior often plays a significant role in attempts
to regulate trauma-related emotional distress. Also consider that traumatic
events, as well as posttraumatic symptoms, involve a feeling of being out of
control. It’s little wonder that self-starvation may come into play here; self-
starvation is a powerful form of self-control, including control over what
goes into the body.


Like substance abuse, binge eating can promote an escape from painful
self-awareness. Bingeing is a powerful form of distraction; all attention is fo-
cused on food.474 Thus bingeing and purging play an important role in de-
creasing emotional distress, and these behaviors also provide a way of
coping with dissociation by reestablishing a sense of groundedness.475 Yet,
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like substance abuse, these distress-relieving effects are short-lived.476


Bingeing relieves emotional distress by creating a feeling of soothing or by
facilitating a state of dissociative detachment. Yet the binge is followed by
guilt, shame, disgust, and self-hatred, which then lead to purging. Purging
also produces a sense of relief and soothing, as well as a feeling of being back
in control. But negative feelings from the whole binge-purge cycle, as well as
other sources of stress, only serve to perpetuate the addictive pattern in a
downward spiral.


Like substance abuse, eating disorders are highly damaging to the body,
adding to the physiological wear and tear wrought by stress.291 Hence atten-
tion to eating disorders is crucial in the treatment of trauma. Just as it is with
substance abuse, trauma may complicate the treatment of eating disorders
and vice versa:477 processing trauma evokes distress that eating-disordered
behavior temporarily relieves, and refraining from eating-disordered behav-
ior may bring trauma-related problems more into the forefront. As psychia-
trist Kathryn Zerbe pointed out,478 self-destructive as it may be, eating-
disordered behavior is intended to preserve the self, and more effective
means of self-preservation can be provided in the treatment of eating disor-
ders. When eating disorders and trauma are intertwined, both problems
must be addressed in treatment.


Deliberate Self-Harm


A young man with a childhood history of physical abuse and emotional ne-
glect was extremely fearful of close relationships, and he had become a re-
cluse since he left high school. He had a night job that required virtually no
contact with anyone. He wasn’t content with his isolation; on the contrary,
he often felt acutely lonely. His loneliness was intermingled with self-criti-
cism and self-hatred. When the pain became too great to bear, he took a razor
blade and made a superficial, several-inch cut down his forearm. As soon as
the blood started to ooze, he felt an immediate sense of relief. He did not feel
pain; on the contrary, he felt a pleasurable sense of warmth, on his skin and
throughout his body. This powerful sensation was his only way of experienc-
ing a sense of warm, soothing touch.


We understand easily how alcohol intoxication or bingeing on food re-
lieves stress; most of us have some direct experience with these ways of cop-
ing with distress. But it’s hard for most of us to imagine how self-injury could
produce tension relief. Thus deliberate self-harm is bewildering and alarm-
ing, especially to the loved ones of traumatized persons.


Deliberate self-harm is distinct from attempting suicide. Whereas the in-
tent of suicide is permanent escape from pain through death, deliberate self-
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harm is intended to provide temporary respite from emotional pain.479 Self-
injury may dramatically relieve emotional distress, and no reward is more
powerful than relief from pain. Thus self-injury can become addictive. More-
over, self-harm is often intertwined with other addictive patterns of reducing
distress, including substance abuse and eating disorders, as well as other
forms of impulsive and aggressive behavior.480 Virtually any form of self-
injurious behavior imaginable can be employed to relieve tension;481 cut-
ting, banging, burning, and overdosing are among the more common forms.
And self-injury is not confined to us humans; it has also been observed in
animals who are frustrated, frightened, or socially isolated.482


Deliberate self-harm is associated with a wide range of childhood trau-
mas,483 sexual abuse prominent among them.484 Self-harm also has been
linked to adulthood trauma, including combat485 and rape.486 Yet isolation
and neglect also play a prominent role in self-harm, both in humans and
other animals.487 Keeping in mind the painfulness of posttraumatic reexperi-
encing of neglect, we should not be surprised that rejections, separations, and
feelings of abandonment often serve as triggers for self-injurious behavior.488


Psychiatrist and trauma specialist Bessel van der Kolk and colleagues489


found that, among patients in extended treatment for trauma, those with a
history of disrupted parental care had the most difficulty with ongoing self-
injurious behavior. These researchers attributed the ongoing self-harm to dif-
ficulty maintaining secure attachments.


One of the most puzzling aspects of self-injurious behavior is its capacity
to relieve distress. And the behavior relieves distress in many different ways,
some of them contradictory. Many persons who engage in self-injurious be-
havior such as self-cutting do not feel pain; rather, they might feel a warm
and pleasant sensation. Such pain-insensitivity is a form of analgesia, which
is a sign of more severe symptoms as well as a more severe trauma history.490


Also consistent with diminished sensitivity to pain, self-injury is often asso-
ciated with dissociation480 as well as emotional numbing.491 On the other
hand, other persons do feel pain at the time of self-injury, but this sensory
pain itself can provide relief: it shifts attention from unfathomable and un-
controllable emotional pain to a concrete and controllable physical pain.


Here’s another contradiction: self-injury can be employed as a form of
escape from emotional pain by putting a person into a state of dissociative
detachment. Yet states of detachment and numbing may produce a frighten-
ing sense of alienation and unreality. Thus self-injury also can provide self-
stimulation that brings a person out of a painful dissociative state.492 We can
therefore view self-injury as a form of grounding—although not one to be
recommended!


Deliberate self-harm is one means of obtaining temporary relief from
many different unbearable emotional states.493 Self-injury provides escape
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from anxiety, despair, emptiness, and loneliness, as well as a discomfiting ab-
sence of feeling.494 Yet feelings of anger deserve particular attention, because
self-injury is self-directed aggression. Hence it’s not surprising that frustra-
tion, anger, and rage are often expressed in this way.495 Self-injury also can
be an expression of self-hatred and guilt feelings, which fuel a desire for self-
punishment.492 These feelings of self-hatred and anger go hand in hand with
feeling neglected and abandoned, which is a common trigger for self-injuri-
ous behavior. Many persons with a history of trauma in attachment relation-
ships fear that expressing anger will lead to being hurt worse or to further
abandonment; taking their anger out on themselves, they feel relief. Yet
sooner or later, the behavior alienates loved ones, adding fuel to the fire.
Hence learning to express anger effectively in current attachment relation-
ships is one pathway out of self-harm.


Suicidal States


Whereas self-injury is an attempt to alter consciousness by seeking temporary
relief from tension and pain, suicide aims to eliminate consciousness, escaping
pain once and for all. More specifically, psychologist Roy Baumeister496 be-
lieves that suicidal states reflect a wish to escape from painful self-awareness
when current life problems seem insurmountable. Promising oblivion, suicide
is the ultimate weapon in the battle against unbearable emotional states:


Charlotte entered the hospital in a suicidal depression after extensive prior
treatment. She had grown up in an extremely violent household. Her mother
was kind but generally unavailable owing to her own depression and alco-
holism. As Charlotte recalled it, her mother would often sit for hours staring
off into space, apparently in a dissociative state. Largely to get out of the
house, Charlotte married young, and she unwittingly married a violent man
and then felt trapped all over again. She paid a heavy price for divorcing him
when, owing to her own recurrent depression, she lost custody of her be-
loved children. Although she subsequently developed a relationship with a
loving man and remarried, she could not shake her anxiety and depression,
and she felt profoundly ashamed that she could not retain custody of her
children. Like her mother, she often retreated into a state of dissociative de-
tachment, and she longed for the alcoholic oblivion in which her mother
took refuge. She found temporary relief and comfort from self-cutting which
gave her the feeling of being in a warm bath. Yet, when she lost her part-time
job due to absences from work, she felt utterly humiliated and hopeless. At
that point, she made a serious suicide attempt that led to her hospitalization.


Charlotte had little understanding of the reasons for her self-destructive
feelings and behavior, and she entered an intensive psychotherapy process in
conjunction with her hospitalization. She gradually came to understand the
basis of her depression, but her greater awareness of her past only brought
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back feelings of fear, rage, guilt, and self-hatred. As she had in childhood, she
felt utterly alone, as if no one could possibly care. She sunk into a more se-
vere and protracted depression and developed the unshakable conviction
that death was the only solution. She had tried for decades to surmount the
unbearable pain, and she now longed for permanent escape. She pleaded
with the hospital staff just to let her die.


But neither her husband nor the treatment staff members were prepared
to give up. With a tremendous amount of support, Charlotte eventually de-
cided that she would move forward and “try life for a while.” After many dif-
ficult years, and despite continuing struggles with depression, her life
improved to the point that she no longer wished to die. She developed a
closer relationship with her children that she’d never imagined possible. Ul-
timately, two decades after the serious suicide attempt that led to her psychi-
atric hospitalization, she declared that she was glad to be alive.


As it is for deliberate self-harm, a history of childhood trauma is a com-
mon contributing factor to suicidal states.23 Of course, childhood trauma is
only one of many predisposing factors. Others include the full range of psy-
chiatric disorders; biochemical and genetic vulnerability; family history of
suicidal behavior; maladaptive personality traits such as perfectionism, im-
pulsivity, and isolation; lack of social supports; and a chaotic family life.497,498


Many of these predisposing factors are intertwined with trauma and with a
history of childhood maltreatment in particular.


I’ve worked with a number of chronically suicidal patients with a history
of severe childhood abuse and neglect. Knowing that it’s possible for chron-
ically suicidal persons to come to value their life, I don’t side with their wish
to give up. Persistence in treatment often plays a key role in their making the
shift from wishing to die to valuing their life and more fully appreciating the
value of their life to others.


But it’s relatively rare for traumatized persons to be in a protracted sui-
cidal state. Far more often, temporary suicidal crises erupt. Typically, the pre-
disposing factors enumerated earlier create a vulnerability to the last straw of
a humiliating life experience. Often, the humiliation stems from feeling let
down or betrayed in a close relationship. Whatever pathway leads there, the
crux of a suicidal state is a feeling of hopelessness,499 a sense that the only
way out is escape through death. The risk of suicide is greatest when several
factors conspire—when hopelessness is coupled with a predisposition to im-
pulsive and violent behavior, perhaps fueled by alcohol abuse, and the person
has access to lethal means.500 The first step in prevention is blocking the op-
portunity for immediate action, for example, by removing guns or pills from
the home.


Although I’ve made a sharp distinction between deliberate self-harm and
suicidal states, there’s also considerable overlap between them.501 For exam-
ple, when self-injury fails to quell the pain, suicide may become the last
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resort. In addition, some persons take large overdoses in an attempt to knock
themselves out, not making a clear distinction between temporary and per-
manent escape, seemingly indifferent to the prospect of dying.


Psychologist Mark Williams502 sees a unifying theme in deliberate self-
harm and suicidal actions: both signify a cry of pain. The cry of pain often
expresses the feelings of being overpowered, trapped, and helpless. The cry
of pain also expresses the sense of shame and humiliation the person feels
about being so helpless, and this feeling of shame prevents the person from
reaching out to others for help. Williams describes a typical unfolding se-
quence: the initial cry of protest is expressed in self-injury, and the ultimate
cry of despair and hopelessness is expressed in suicidal behavior. He believes
we misunderstand self-injurious and suicidal behavior as a manipulative cry
for help. Instead, they’re akin to the behavior of an animal caught in a trap
and howling in pain. Ideally, these cries are heard by others, and help is forth-
coming.


The conditions that prompt self-destructive actions—feeling trapped
and humiliated in the face of uncontrollable stress—mirror precisely the ex-
perience of trauma. The fact that such suicidal crises evolve in the context
of rejection, betrayal, and loss fits my belief that the essence of traumatic
events is feeling overwhelmed and alone. Thus, in the context of trauma,
such self-injurious behaviors and suicidal states reflect a 90/10 reaction:
when the pain of the past amplifies the pain of the present, you lose sight of
your adult resources for coping, including the help of others. In the throes
of a 90/10 reaction, mentalizing is especially difficult and especially crucial.
You must be aware that the crisis expresses a mental state that has joint roots
in the present and the past and that other options for coping are now avail-
able. Here, other persons can provide needed assistance in mentalizing,
countering your feeling of being alone and offering aid in problem solving,
pointing a pathway out of hopelessness.


Personality Disorders


As all the preceding material in this book has made plain, trauma—espe-
cially in the context of attachment relationships—does not just result in
specific psychiatric disorders but also may affect the whole personality. Per-
sonality problems are diagnosed as personality disorders when they’re rela-
tively pervasive, leading to significant distress or impairment in functioning.
A diagnosis of personality disorder can be especially threatening, to the ex-
tent that it may wrongly be translated as having a bad personality—or worse,
being a bad person. Judith Herman58 suggested the alternative diagnosis of
complex PTSD to avoid adding insult to injury, in effect, blaming the victim.
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It’s important to remember, however, that a diagnosis of personality disorder
is not a characterization of the whole person; it does not take into account
personality strengths but rather singles out specific areas of difficulty. Hav-
ing a personality disorder does not preclude being kind, compassionate,
loyal, and courageous. In addition, it’s important to keep in mind that, like
those with other psychiatric disorders, patients with personality disorders
respond positively to treatment.503


Many personality disorders can be viewed as exaggerated personality
traits.504 For example, persons with avoidant personality disorder are afraid
to initiate social contact for fear of rejection. Those with paranoid personal-
ity disorder remain isolated owing to pervasive distrust. It’s little wonder
that traumatic experience in attachment relationships might push individu-
als in the avoidant-paranoid direction. On the other hand, those with depen-
dent personality disorder rely heavily on others for guidance and have great
difficulty being separated and alone. Again, little wonder that trauma might
result in this dependent pattern of relating. Of course, as described in Chap-
ter 2 (“Attachment”), attachment trauma creates a bind; the need for secu-
rity is coupled with fear of being hurt and abandoned. Having experienced
this bind, you may vacillate from getting close and feeling anxious and re-
sentful to retreating by staying distant and isolated. Thus trauma is often as-
sociated with a complex combination of personality problems rather than a
single problematic personality trait.505


In this section, I focus on two self-destructive personality patterns asso-
ciated with trauma: masochism and borderline personality disorder (BPD).
Both merit careful understanding, because being labeled with either can feel
insulting, and the last thing you need is more shame.


Masochism


Masochism is not a psychiatric diagnosis but remains a widely used con-
cept.506 As commonly understood—or misunderstood—masochism involves
feeling pleasure in combination with pain or suffering. It’s not uncommon for
persons caught in reenactment of abusive relationships, such as those in the
throes of traumatic bonding, to be labeled masochistic.


I think it’s harmful to think of yourself as wanting to suffer or liking suf-
fering. I think it’s better to think of yourself as wanting to suffer less—
although it may be hard for you to do. From the outside, deliberate self-harm
looks masochistic; from the inside, the goal is to relieve suffering. Yet I do
believe many of us have a propensity for suffering; we can be motivated to suf-
fer. Suffering can be a grim compromise. We may suffer if we feel that we de-
serve punishment, that we don’t deserve pleasure or happiness, or that we
must pay the price of feeling pain when we’ve enjoyed a bit of pleasure.
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Our propensity for suffering can be cultivated in traumatic relationships.
An abused child can learn, for example, that suffering forestalls further at-
tacks.45 In addition, when it’s self-inflicted, suffering can be brought under
control.507 Suffering can be comforting in its sheer familiarity; breaking out
of suffering and experiencing positive feelings may provoke anxiety.508 In
my view, if you’re caught in masochism, you’re not enjoying suffering but
rather continually attempting to regulate and control your level of suffering.
Although this grim compromising may have helped you cope with traumatic
relationships, it’s likely to backfire in other relationships. Other persons are
put off by self-perpetuated suffering, such that masochistic behavior often
leads to criticism, rejection, and abandonment. Thus the cycle of self-loath-
ing and suffering escalates.509


Masochism, depression, and dissociation share an important common fac-
tor: they’re passive forms of coping that involve submission and retreat.25 An-
ger goes underground; resentment prevails. These passive forms of coping,
coupled with self-destructive behavior, exacerbate the feeling of being help-
less, and they’re conducive to taking on the identity of a victim. Sadly, being
helpless and victimized is inherent in trauma. It’s the perpetuation of this vic-
timized stance beyond the traumatic events—learned helplessness238—that
becomes problematic. True, surrendering rather than expressing anger and
aggression is often the safest strategy—or the only possibility—in a traumatic
relationship. Yet, when you’re out of the traumatic situation, it’s crucial to re-
claim anger in the service of effective self-protection and self-assertion, rather
than continuing to direct it all against yourself. Thus traumatized persons are
encouraged to recognize their strengths and to see themselves as survivors, a
view that reinforces active coping in place of passive surrender.


Borderline Personality Disorder (BPD)


When the term was first introduced, borderline referred to the boundary be-
tween neurosis and psychosis. Now BPD refers to a complex set of personality
problems that include intense anger along with self-damaging impulsivity—
such as reckless driving, impulsive spending, and self-endangering sexual re-
lationships—along with recurrent self-injurious or suicidal behavior. These
self-destructive patterns are embedded in other personality problems that in-
clude frantic efforts to avoid abandonment, unstable and intense relation-
ships, identity disturbance, mood instability, feelings of emptiness, and stress-
related paranoid ideas or dissociative symptoms.2


This broad array of symptoms illustrates how varied the causes and ex-
pression of BPD may be.510 Childhood trauma is neither a necessary nor suf-
ficient cause of BPD, but diverse forms of childhood adversity are well-
established contributing factors.511 To make sense of this welter of symp-
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toms, it’s helpful to focus on problems with abandonment as central to
BPD.512 Especially when BPD arises in conjunction with attachment trauma,
the fear of abandonment makes psychological sense. The traumatized per-
son, above all, attempts to avoid the feeling of being afraid and alone, which
I’ve construed as a posttraumatic reexperiencing of neglect. Consistent with
this view, Marsha Linehan, who pioneered dialectical behavior therapy for
the treatment of BPD,513 viewed the combination of an invalidating environ-
ment and problems with emotional regulation as being central to the devel-
opment of BPD. Given problems with regulating emotional distress, feeling
invalidated triggers self-destructive actions—desperate measures.


To summarize: put problems with attachment at the center. Many—if not
all—forms of trauma may profoundly disrupt attachment. Neglect, loss, and
a host of other dysfunctional family patterns also can disrupt attachment.
Temperamental and environmental factors also conspire. Persons with BPD
are exquisitely sensitive to rejection, separation, and loss. Any event that
spells abandonment may evoke intense distress, anxiety, and anger. Impul-
sive self-destructive behavior relieves tension. The distress and dangerous
behavior may also evoke the concern of others, temporarily alleviating feel-
ings of abandonment. Yet impulsive behavior is also likely to provoke alarm
and rejection, ultimately pushing others away. As others withdraw, fears of
abandonment escalate. Relationships become increasingly unstable, perpet-
uating insecure attachment.


Peter Fonagy and his colleagues514 highlighted the role of mentalizing in
the development of BPD. Fonagy and others515 have found persons with
BPD to show severely disturbed patterns of attachment, consistent with their
fear of abandonment and instability in their close relationships. Yet those
persons who, despite trauma, showed a good capacity to mentalize—to
make sense of mental states, including a capacity for awareness of their care-
giver’s mind—were far less likely to develop BPD than those whose capacity
for mentalizing was diminished. These observations are consistent with
findings that persons with BPD can benefit from psychological treatment
aimed at helping them to develop more stable relationships, better emo-
tional control, and better understanding of their emotional states.516


Interpersonal Side Effects


We’ve examined a wide range of self-destructive actions that may stem partly
from trauma and that reflect a desperate effort to regulate emotion: sub-
stance abuse, eating disorders, deliberate self-harm, and suicidal states.
We’ve seen how these self-destructive actions can become woven into per-
sonality and expressed in attachment relationships. Most conspicuously,
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feelings of abandonment may evoke the 90/10 reaction of reexperiencing
early trauma—feeling neglected and alone in the context of frightening ex-
perience.


I’m in full accord with Mark Williams502 that it’s counterproductive to
view self-destructive behavior as a manipulative cry for help or an effort
merely to get attention. Rather, these behaviors are an effort to put an end to
unbearable emotional states. Yet, as Williams observed, the cry of pain also
serves a communicative function indirectly. Some persons feel that they can-
not possibly express the depth of their emotional pain in words—only ac-
tions will do.


Thus the main effect of self-destructive behavior—escape from pain—is
paradoxically an effort at self-preservation. But this behavior often has dra-
matic side effects: it’s alarming to others. When we become alarmed, we often
become angry as well; think of the mother who yells at her child for running
into the street. Thus others’ exasperation is expressed in their accusation that
self-injurious behavior is a manipulative attempt to get attention. This accu-
sation is experienced not just as a criticism but also as a misunderstanding—
another instance of invalidation. There’s nothing wrong with wanting and
getting attention. For all of us, and particularly for those who have undergone
trauma, attention—comfort and a restored feeling of security—is essential.
Desiring attention is something to be fostered, not criticized. The problem is
finding effective ways of getting attention on an enduring basis.


FIGURE 11–1. Vicious circle in self-harm.
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Self-destructive behavior is a form of coping that backfires,25 creating a
vicious circle as depicted in Figure 11–1. But self-destructive behavior
doesn’t just backfire in close relationships. Self-destructive behaviors dam-
age the self, inflicting more trauma on the self, adding to feelings of shame
and humiliation. Unfortunately, this sequence often escalates. For example,
substance abuse or eating-disordered behavior may escalate into deliberate
self-harm as attachments become increasingly unstable; then despair, hope-
lessness, and suicidal states may ensue as attachments seem irrevocably dis-
rupted, and there seems to be no prospect for things to improve in the future.


Plainly, the pathway out of these vicious circles first involves aware-
ness—mentalizing. Awareness of these feelings and relationship patterns, as
well as their origins, can be the first step toward interrupting them. More
constructive ways of regulating emotions—ways that don’t backfire in rela-
tionships—are possible. Then more stable and secure attachment relation-
ships are possible. There’s hope. These are the topics of the next section of
this book, “Healing.”
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EMOTION 
REGULATION


In the context of coping with trauma, we must give priority to painfully in-
tense and potentially destructive emotions—what I’ve been calling unbearable
emotional states. Yet focusing on these states skews our attitudes toward emo-
tion. To reiterate the main theme of Chapter 3 (“Emotion”), rather than striv-
ing stoically to suppress or overcome painful emotions, it’s best to cultivate
emotion, including painful emotions. Instead of pitting reason against passion
and viewing emotions as irrational, we can think of emotions as rich evalua-
tive judgments that are essential to our flourishing. We need to know, on a
moment-to-moment basis, how we’re doing in the world with regard to our
countless needs, goals, and projects. No doubt, sometimes we need to reason
unemotionally about how we’re doing. But emotional reasoning rapidly prior-
itizes our goals, guiding and motivating our actions. Our feelings provide con-
scious access to a wealth of knowledge about the success of our strivings. Yet
to make use of all the wisdom of our emotions, and to head off their bum
steers, we must listen to them. We must mentalize emotionally.


Plainly, with a sensitized nervous system stemming from trauma, emo-
tions can be irrational and destructive—contrary to flourishing. Recall Rob-
ert Levenson’s119 helpful distinction between the hardwired core emotional
programs, such as our split-second fight-or-flight response, and the sur-
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rounding emotional control mechanisms, such as our ability to inhibit our
first emotional impulse and to rethink the situation so as to respond in a
more effective way. To flourish, we must both cultivate and regulate our
emotions—giving them enough rein, but not free rein.


More or less skillfully, we all regulate our emotions. We deliberately mon-
itor, evaluate, and adjust our emotional responses.517 In any emotional epi-
sode—for example, an upsetting phone call—we appraise and reappraise.133


We appraise the situation’s import for our well-being—a dear friend is seri-
ously ill. We appraise our emotional reactions—I’m getting unduly alarmed.
We appraise our ability to cope—I wonder if I can give him the support he
needs. As we appraise and reappraise, we have feelings about feelings, feel-
ings upon feelings. Potentially, these complex emotional responses lend tre-
mendous wisdom and flexibility to our coping with challenges. Confronted
with a threat to the well-being of a loved one, we appreciate the significance
of the relationship and we’re inspired to provide compassionate support. Un-
emotional ideas are pale by comparison.


As you know from a lifetime of experience, emotion regulation requires
effort. The force of the automatic program may be pitted against the coun-
terforce of control mechanisms—holding back tears or gritting your teeth in
anger. I referred to this process in Chapter 3 as working with emotions: steer-
ing their course. You can’t prevent the initial burst of emotion (the flash of
anger) or even the bursts of reactive emotions (fear or shame). But you can
influence their course, that is, their intensity and duration, as well as the ac-
tions you take. And you can cultivate a broader range of emotions, for exam-
ple, a capacity to feel outrage in addition to timidity. Thus there’s a gentler
side to emotion regulation as well, what Peter Fonagy and his colleagues79


call crafting emotions. The goal of emotion regulation, from crafting to re-
straining, is to optimize emotional responses rather than to become stoically
emotionless. Tranquility is one desirable emotional state among many, not a
model for a whole life.


I have two main agendas for this chapter. First, I’ll review several widely
employed techniques for self-regulation: sleep, exercise, relaxation, imagery,
meditation, and biofeedback. Second, I’ll discuss enjoyable emotions and
comment on several types: pleasure, excitement, flow, joy, compassion, and
love. To set the stage, however, I’ll expand on the concept of emotion regu-
lation, first considering the idea of the pause button, then elaborating the
concept of mentalizing emotionally.


The Pause Button


In one of our trauma education groups, psychologist Maria Holden was lis-
tening to my description of how traumatized persons can resort to self-inju-
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rious behavior to find relief from unbearable emotional states. Maria piped
up with the clever idea that we need a pause button, a metaphor we’ve used
ever since. In an unbearable emotional state, you must push the pause but-
ton. Not easy. By emotional design, this requires great effort or counterforce.


Keep in mind that a critical part of the basic emotion package is an action
tendency; we’re impelled to freeze or to run when afraid, to lash out when an-
gry. Given the intelligence of emotions, these might be the best actions. Yet
trauma renders you vulnerable to sensitization and context-inappropriate re-
sponding, what we’ve called the 90/10 reaction. You’re not dealing with a
charging bear or a raging parent or spouse; you’re dealing with a reminder of
trauma. Then your emotional impulse may be to quell the painful emotion as
fast as humanly possible, for example, by getting drunk or some other self-
injurious action. In that event, it’s essential to put on the brakes—to push the
pause button to engage in more constructive coping (see Figure 12–1).


There’s a technical term for the pause button: response modulation.517 To
modulate means to adjust, often in the direction of softening or toning
down. Response modulation entails inhibiting a dominant response to per-
mit more adaptive alternative responses to come to the fore. When you feel
hurt and angry, your hardwired dominant response is to hurt back. Of
course, you may have learned other dominant responses, such as retreating,
submitting, or attacking yourself. With the 90/10 reaction, the strong emo-
tions and dominant responses can be triggered in a situation that’s not actu-
ally dangerous. Response modulation allows you to take full account of the
present situational context before you act emotionally. A mild rebuke may
be more appropriate than a screaming tirade. Another example of response


FIGURE 12–1. Pushing the pause button.
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modulation is using grounding techniques to head off dissociation. You fo-
cus your attention on details of your present situation, making an active ef-
fort to distinguish the present from the past, focusing on the current 10% as
distinguished from the past 90%. This grounding is response modulation in-
sofar as you’re suspending your dominant response—dissociation—to allow
you to reappraise the situation, better adapting your reaction to the current
context.


Obviously, strong emotion makes response modulation difficult. Learn-
ing emotion regulation is a major project and requires extensive practice.
Many methods have been proposed, from ancient to modern. To employ
these methods effectively, however, you must be able to modulate your im-
mediate emotional response, to push the pause button. I call this process
mentalizing emotionally.


Mentalizing Emotionally


Increasingly appreciating the wisdom of emotion, many psychologists are
developing a language to refer to skillful emotion regulation. Although
the terminology varies, there’s a heartening convergence of spirit. Peter
Salovey, John Mayer, and their colleagues are developing the science of
emotional intelligence.518–520 In dialectical behavior therapy (see Chapter
13, “Treatment Approaches”), Marcia Linehan emphasizes wise mind and
mindfulness in relation to emotion.521 Paul Ekman126 speaks of attentively
considering our emotional feelings—attentiveness for short. As I will also do,
he emphasizes the importance of being attentive and self-aware during the
emotional episode.


Peter Fonagy and his colleagues79 proposed the concept of mentalized af-
fectivity to refer to our capacity to make meaning out of our emotions. Ide-
ally, we make sense of our emotion when we’re in the midst of the emotional
state. We mentalize emotionally, for example, feeling and thinking about
feeling at the same time. Fonagy and colleagues described three steps: we
identify, modulate, and express our emotions. A common example of identi-
fying emotions is naming a feeling in your mind, for example, becoming
aware, “I’m starting to get angry.” But identifying emotions goes far beyond
this first step. Typically, in the course of an emotional episode—feeling “up-
set”—we experience a number of emotions, either in rapid succession or all
mixed together. Mentalizing, we can learn to disentangle the various emo-
tions and even to gauge their various proportions in the mix. But we do more
than this; we elaborate the deeper meaning of the emotions, their stories and
their histories. Just consider the depth of meaning and range of emotions
that might go with a feeling of betrayal.
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As just discussed, modulating emotions refers to changing them, altering
their intensity or duration—crafting them, in Fonagy and colleagues’ terms.
Expressing emotions effectively requires that you first identify and modulate
them. Of course, sometimes it’s prudent to refrain from expressing your feel-
ings to others, in which case Fonagy and colleagues propose expressing
them inwardly, to yourself. When you are furiously angry, for example, you
might imagine yourself pounding your fists while yelling and screaming.
Forming the image in your mind might be much preferable to engaging in
these actions. All this mentalizing—identifying, modulating, and express-
ing—transforms and illuminates our emotions, giving us the full benefit of
their intelligence.


There’s wide agreement that self-awareness—mentalizing emotion-
ally—is necessary for skillful emotion regulation.522 But self-awareness is
a double-edged sword.517 Self-awareness can be excruciatingly painful, es-
pecially when you feel frightened, ashamed, and guilty about your emo-
tional responses—as often happens in conjunction with trauma. Thus self-
awareness tends to intensify emotions, and distraction is one of the main
ways we decrease their intensity.323 In desperation, traumatized persons
can resort to extreme forms of distraction. Much self-injurious behavior—
alcohol and drug abuse, binge eating and purging, self-cutting, and sui-
cidal behavior—is an effort to escape from painful self-awareness.496 Such
desperately avoidant responses also can become dominant. When infuri-
ated, you might feel impelled to get drunk rather than lashing out. This is
the time for response modulation, inhibiting the dominant response by
pushing the pause button. Mentalizing emotionally is the way we push the
pause button.


As I noted in Chapter 3 (“Emotion”), you can best mentalize emotionally
in a preventive way, regulating your emotions before they reach peak inten-
sity and take you past the point of no return (or difficult return). Mentaliz-
ing emotionally is the first step toward three basic pathways to emotion
regulation: self-regulation, seeking support, and problem solving.


Self-Regulation


I’ll be discussing a number of self-regulation strategies in more detail shortly.
They help in two ways. First, used routinely, they can lower your general level
of arousal so that you’re not so easily propelled beyond the point of no return
into unbearable emotional states. Second, when you become proficient in
them, you can use self-regulation strategies in the heat of the moment, for ex-
ample, to calm yourself down. Here’s where mentalizing emotionally comes
in: when you’re attuned to your feelings, you can use your feelings as cues to
employ these coping strategies—sooner rather than later.
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Seeking Support


Attachment isn’t merely the wellspring of emotional learning; as Bowlby67


emphasized, we rely on attachment relationships throughout life to regulate
our emotional distress. Yet you must mentalize emotionally to make use of
attachment relationships in this way. Not only must you be aware that you’re
having emotional trouble and need help, but also you must be able to com-
municate your needs to another person. That’s not to say that you must
know exactly what you feel. Sometimes you just feel “upset” or “emotional”
and have only the vaguest idea why. You must then elaborate the narrative—
the story of the emotions. This is how you learned about emotions in early
childhood,139 and you continue to rely on others to make sense of what you
feel throughout life. Here you have a two-way street: mentalizing emotion-
ally enables you to make use of attachment relationships to regulate emo-
tion, and attachment relationships promote mentalizing emotionally. Of
course, finding meaning in traumatic emotions sometimes requires profes-
sional help, and mentalizing emotionally is largely what psychotherapy for
trauma is all about (see Chapter 13, “Treatment Approaches”).


Problem Solving


Psychologists find it helpful to distinguish between emotion-focused coping
and problem-focused coping,523 and I think this distinction is crucial to cop-
ing with trauma. What I’ve been discussing so far falls under the category of
emotion-focused coping, that is, efforts to regulate your emotional state. But
we must not give short shrift to problem-focused coping, direct efforts to mod-
ify the problem at hand. Without problem-focused coping, emotion-focused
coping can be futile. If you’re being mistreated, intimidated, or exploited in
a current attachment relationship, for example, learning how to calm your
fear and anger will not suffice. You must deal with the provoking circum-
stances, for example, by asserting your needs, boundaries, or rights. Symp-
toms of PTSD are evoked by reminders of trauma, and it’s essential to focus
on current circumstances that replicate earlier traumas. Patterns of reenact-
ment keep trauma alive (see Chapter 6, “Relationships”). Modifying these
relationship patterns and extricating yourself from them is crucial to heal-
ing. Dealing with the current circumstances is problem-focused coping, and,
without it, emotion-focused coping will be Sisyphus-like.


Mentalizing emotionally is the first step in problem-focused coping. We
identify problems emotionally. And emotion-focused coping—working with
your emotions rather than avoiding them—can promote problem-focused
coping. You can best confront and cope with conflict in relationships when
you’re aware of your emotions and comfortable with them, know what they







EMOTION REGULATION • 227


mean, and feel confident in regulating and expressing them. Moreover, men-
talizing emotionally also entails awareness of others’ feelings as well as your
own—also when you’re in an emotional state. Put simply, interpersonal
problem solving goes best when you can empathize with yourself and with
the other person, as well as expressing your feelings forthrightly.


Ekman’s Guide to Emotional Attentiveness


In his popular book, Emotions Revealed,126 Ekman provided a field guide to
basic emotions, including sadness, anger, fear, disgust, and joy. Backed by
solid theory and research, it’s the most direct approach I’ve seen to increasing
your emotional awareness. There’s no substitute for studying the book in
depth, but a brief sketch will help concretize what I’m calling mentalizing
emotionally.


Ekman proposed a number of exercises to enhance sensitivity to feelings.
First, you concentrate on evoking strong feelings. You can use pictures he
supplies or your memories. Ekman also guides you in imitating facial ex-
pressions of the basic emotions. Voluntarily making the facial expressions
induces physiological changes in the brain and body that evoke feelings.
You’re instructed to pay attention to all the details of these feelings through-
out your body. The purpose of these exercises is to enhance your attentive-
ness, so that you’ll become more sensitive to mild degrees of these feelings.
Then you’ll be in a better position to identify, modulate, and express them.


Ekman’s meticulous approach to distinguishing among emotions from fa-
cial expressions provides the basis of his manual for learning to identify emo-
tions in others. He provides a self-administered test of your skill in emotion
recognition and then guides you through a muscle-by-muscle description of
the expression of the basic emotions. Armed with this knowledge, you can de-
velop skill in identifying brief hints of emotions in others. For example, you
may identify emotional states that others are trying not to express or states
they’re not consciously feeling. Ekman makes some suggestions as to how to
use such knowledge constructively.


Self-Regulation Strategies


Stress researcher Bruce McEwen264 rightly pointed out that all the main ways
of relieving stress are things our grandmothers could have advised; all that’s
changed is our having solid scientific evidence for their wisdom. Borrowing
from McEwen, in our trauma education groups we now refer to time-honored
methods of self-regulation—many of which go back millennia—as grand-
mother’s list. Thus it’s likely that there’s little you don’t already know about self-
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regulation or much you haven’t already tried. But I think you can benefit from
being aware of some of the obstacles to following grandmother’s advice when
you’re suffering from trauma.


Trauma and stress aren’t new. Techniques of self-regulation are ancient.
You may not have studied them, but you have used them. Most methods of
self-regulation, such as exercise and relaxation, are simple. In relation to
meditation, Jon Kabat-Zinn uses the phrase, “simple but not easy.”524 For
persons struggling with trauma, I put it more strongly: simple but difficult. If
it weren’t difficult, you’d already be using these strategies successfully rather
than reading this chapter. Three sources of this difficulty are worth thinking
about: methods of self-regulation require practice; they can be fraught with
complications for persons with a history of trauma; and they require caring
for yourself.


The first source of difficulty: learning to regulate your emotions is like
any other skill—it requires practice and persistence. Levenson119 regarded
developing competence in emotion regulation as a lifetime task. When
broaching the subject of self-regulation in trauma education groups, I ask
the—somewhat ludicrous—question: which is easier, learning to regulate
your emotions or learning to play the piano? Most participants agree with
me; learning to play the piano is easier. Then I ask how many hours it takes
to learn to play the piano—even without aspiring to be a concert pianist.
Many. And, if you don’t keep practicing, you get rusty. To become proficient
and to maintain your proficiency requires determination and commitment.
Such a major effort is no short-term project. If you’re dealing with trauma,
you’re in for the long haul. As Jon Kabat-Zinn524 said about meditation, “Try
it for a few years and see what happens” (p. 104).


The second source of difficulty: trauma-related problems can complicate
the use of these techniques. Techniques designed to enhance self-control
may instead trigger anxiety, flashbacks, or dissociation. Persons with a
trauma history can easily be demoralized when the very things offered as
helpful prove instead to be unusable or retraumatizing. Fortunately, because
of such a wide range of techniques there’s bound to be something for every-
one. But finding what works for you may be difficult. It may take time and
effort. You may be in for a period of trial and error. Caution is in order. Many
self-regulation techniques have been studied extensively in the context of
stress management, but they’ve just begun to be researched in the context of
trauma, although they’re routinely employed in conjunction with other fac-
ets of trauma treatment (see Chapter 13, “Treatment Approaches”).


The third and often most serious difficulty: techniques of self-regulation
are intended to help you feel better—to even feel good. This means taking
care of yourself. How can taking care of yourself be a seemingly insurmount-
able obstacle? Taking care of yourself implies valuing yourself. To the degree
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that the aftermath of trauma entails self-blame or self-hatred, taking care of
yourself will go against the grain. “Why should I do anything good for my-
self when I don’t deserve it?” Your self-concept has a steering function, and
this train of thought can lead to a self-perpetuating stalemate. If you hate
yourself, you won’t take care of yourself, then you’ll feel bad, hate yourself,
ad infinitum. You might believe that you must feel better about yourself first,
then you’ll be able to use these techniques to take care of yourself. Logical,
but maybe self-defeating. A good way to start feeling better about yourself is
to take better care of yourself. Working on self-regulation could come first.
It’s difficult, but some of the rewards start occurring right away, and they can
enhance your motivation to continue.


Many fine books have been devoted to methods of self-regulation. You’d
do well to read them, since I can give only a brief overview here. If you’ve
had a traumatic experience, you have a head start. To the extent that you’ve
felt out of control, you have doubtlessly devoted thought and effort to self-
regulation. As you read through many of these methods, you may find your-
self thinking, “That’s what I’ve been trying to do.” People have been trying
to achieve more self-control for millennia. The professional and academic
contribution has been to refine what people have done naturally throughout
the ages, and, if you’ve been traumatized, it’s worth your while to become ex-
pert with some of these techniques. One bit of expertise relates to goal set-
ting.525 It’s important to set realistic, concrete, short-term goals. But setting
goals is not enough; you’ll do best if you also specify when, where, and how
you’ll implement your goal. It’s also helpful to reinforce your efforts by keep-
ing a record or diary.


Sleep


The chronic stress associated with posttraumatic symptoms is wearing. I often
hear, “I didn’t do anything all day. Why am I so exhausted?” Even if you’ve not
run a marathon, your sympathetic nervous system may have been in high gear
throughout the day. Anxiety and irritation are tiring. As Darwin116 asserted,
fear is the most depressing of the emotions, and, like anxiety, depression may
profoundly interfere with sleep. Yet sleep is the best medicine for stress, and
it’s arguably the most fundamental practice associated with good health.526


Fortunately, by helping regulate anxiety and depression, medications can
assist in restoring sleep. Yet sleeping medicine is best used on a short-term
basis to help you through a particularly bad patch. Self-regulation comes
into play in sleep hygiene, that is, regular practices that promote sleep. For-
tunately, sleep researchers have written helpful guides with highly practical
advice.527 For example, in The Promise of Sleep,528 William Dement suggests
sticking to a routine sleep schedule, winding down by engaging in relaxing
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activities prior to going to sleep, refraining from eating large meals within a
few hours of going to sleep, avoiding caffeinated beverages for several hours
prior to sleeping, avoiding alcohol (which puts you to sleep but interferes
with the quality of sleep), ensuring that your sleeping area is comfortable
and quiet, and—to introduce what may be a major complication—resolving
conflicts with your bedmate. Developing skill in relaxation also can help you
get to sleep or get back to sleep in the middle of the night. But relaxation
takes practice; it’s no time to learn when you’re thrashing around in bed,
agitated at 3:00 A.M.


Exercise


The benefits of exercise have been widely touted, and they need little reiter-
ation here. Cooper’s book Aerobics529 conveys the enthusiasm and provides
the prescriptions. Bailey’s book Smart Exercise530 is packed with useful infor-
mation and gives a physiological foundation. Thayer’s book Calm Energy338


considers exercise in relating to eating behavior and mood, and McEwen’s
book on stress physiology, The End of Stress as We Know It,264 makes the con-
vincing case that diet and weight control play a fundamental role in resil-
ience to stress. Moreover, exercise, diet, and sleep are all intertwined, so that
working on any one front will help with the others.


Because exercise can decrease anxiety and depression, it’s highly perti-
nent to trauma. And exercise can have other benefits as well; many sexual
abuse survivors find exercise to be one of the best ways to regain a sense of
control over their bodies.294 If regulating your mood and mastering your
body are not enough incentive, you might be persuaded by recent research
suggesting that exercise stimulates the growth of brain cells.264


Yet there are potential complications for trauma survivors. Some persons
find that exercise increases anxiety, probably because of its initially arousing
effects. I’ve worked with persons who have been afraid to exercise because
they were catapulted into panic attacks by it. Others have had flashbacks
triggered by exercise. Some begin to dissociate and then become confused
and disoriented. Arousal is likely to be the culprit. Rapid heartbeat or la-
bored breathing, for example, is often a response to traumatic experience.
Anything that increases heart rate or makes a person gasp for breath—even
if it has nothing to do with trauma—can evoke traumatic memories and
bring back the whole constellation of traumatic experience.


The possibility that exercise can increase anxiety or evoke intrusive
memories should be taken as a caution; hard exercise may not work for you.
The risk of increased anxiety is also an indication that exercise should be ap-
proached gradually—not a bad idea for many reasons. You don’t have to run;
you can walk. In the process of increasing your level of vigorous exercise,
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you can desensitize yourself to physiological arousal. A manageable routine
for exercise can provide a sense of predictability, control, and accomplish-
ment. Success is just doing it regularly—at whatever level. This regularity is
where the need for commitment and determination comes in.


Relaxation


Relaxation is the simplest of the simple techniques, and it’s the direct antidote
to the fight-or-flight response. You might want to read Herbert Benson’s classic
The Relaxation Response.531 Benson spells out four components to relaxation:
a quiet environment with few distractions; a mental focus on a particular
sound, word, phrase, or object; a passive, let-it-happen attitude, free of con-
cern about how well you’re doing; and a comfortable position to minimize
muscle tension. You may add deep, regular breathing, but you shouldn’t force
it. Diaphragmatic breathing is best; breathe into your belly, not your chest.
Some individuals like to use progressive muscle relaxation: tense and relax the
muscles in various parts of your body, just to highlight the difference between
tension and relaxation. Begin at your feet or your forehead; work your way up
or down.


Relaxation can be simple but difficult. With a house full of children and
a ringing telephone, finding a quiet spot and uninterrupted time might be
more challenging than mountain climbing. But all is not lost; it takes only
minutes to relax. Benson recommends 10 to 20 minutes. As with exercise, a
routine for relaxation is essential. Succeeding merely involves doing it regu-
larly. Relaxation is like exercise; as long as you keep doing it, it works. Stop,
and the benefits stop—unless you’ve managed to weave it into your daily
routine.


It’s hard to imagine anything more innocuous than relaxation. But relax-
ation can be problematic for persons who have been traumatized. This para-
doxical response has been observed frequently enough to acquire a name:
relaxation-induced anxiety.532 With this anxiety, you might associate relaxation
with letting your guard down; thus, in a relaxed state, you may feel vulnerable
to attack. You may feel that you need to be alert at all times. Therefore, before
letting yourself relax, you may need to do whatever is necessary to assure
yourself that you’re in a safe place, protected from any intrusion.


Relaxation entails focusing inward, on your breathing and on your mus-
cles. Your attention is directed away from outer reality onto your body. When
you let go of focus on outer reality, you might be prone to dissociate.533


Rather than feeling relaxed, you might begin to feel spaced out or unreal. Dis-
sociation is the opposite of feeling grounded in outer reality. Relaxation exer-
cises tend to remove this sensory scaffolding.


Fortunately, it’s not necessary to do body awareness exercises to relax.
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Sitting quietly may be enough. Quiet activities like reading or handicrafts
can be relaxing for many persons. Exercise can be relaxing. Routinely setting
aside time for quiet activities may be a way to ease into more formal relax-
ation practice.


Imagery


Picture a field of wildflowers. Hear the sound of a waterfall. You’ve been us-
ing imagery all your life. For most persons, visual imagery is especially vivid
and powerful. Interestingly, creating visual images activates the same parts
of the brain involved in visual perception.534 As traumatized persons know
best, the power of imagery is a double-edged sword. Imagery is tied to mem-
ory and to emotion. Intrusive images of traumatic experience are common
symptoms of PTSD. Sights, sounds, smells, tastes, and body sensations all
can be associated with reexperiencing trauma.


Think of yourself as having a library of images. Picture a section of the
library devoted to traumatic images—but don’t open any of the books in that
section now! You have a section for imagery associated with positive expe-
riences. This is a section worth browsing in. Spend lots of time there. You
may not have checked out some of the volumes for a long time. Put them
back in circulation. Check them out regularly in your spare moments.


You can use imagery flexibly and creatively. You can piece together im-
ages from memory to imagine something that you’ve not actually experi-
enced, like floating on a cloud. Much of your anxiety and worry revolves
around imagery, anticipating the worst. Your images are also accompanied
by changes in your physiological state, so anticipating the worst tends to
promote it. But you can create library shelves devoted to imagined scenes
that are pleasurable and calming.


Many therapies use guided imagery,224 which simply means that you’re
provided with suggestions for images that will evoke certain ideas and emo-
tions. You may be told to picture yourself lying on a beach on a beautiful
sunny day, watching puffy clouds float by, hearing the sound of waves gently
lapping at the shore, feeling the warmth of sand against your skin. Many per-
sons benefit particularly from imagining themselves in a safe place, for ex-
ample, a secluded and protected place. Although such imagery may initially
be suggested by a therapist, ultimately developing your own images is better
than using someone else’s. For months, I suggested to a patient that she pic-
ture herself sinking into relaxation by slowing descending a staircase; even-
tually, she confessed that she had all the while been picturing herself floating
down a river on a raft! To each her own. Given the choice, I suppose I’d opt
for the raft, too.


In managing anxiety we use imagery in a virtually instinctive way, and
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mental escape through imagery is one way of coping with trauma. Some per-
sons in the midst of traumatic experience can dissociate themselves from the
trauma by imagining themselves to be elsewhere—outside in the garden
among beautiful flowers, wrapped up in a sleeping bag, or traveling through
the outer reaches of the galaxy. But comforting imagery developed in situa-
tions of desperation may be problematic. Some soothing images will be so
closely linked to traumatic experience that bringing them to mind will also
tend to reevoke the traumatic memories. These well-worn images may be
haunted by trauma. This section of your imagery library may be adjacent to
the traumatic images section. You might be better off moving to a new area
and creating new volumes of fresh imagery.


Meditation


Of all the techniques described here, meditation probably has the most ven-
erable history,535 having evolved in the context of early Eastern religions.
Meditation and prayer have much in common, and for many, the spiritual
dimension forms the foundation of meditation. But meditation can be sepa-
rated from religion and spirituality. Meditation overlaps with relaxation, and
Benson’s531 methods of eliciting the relaxation response combine relaxation
instruction and techniques from transcendental meditation.


Meditation is an ancient practice, but a growing body of scientific research
now attests to its beneficial effects.536 Like relaxation, meditation has been
shown helpful for stress-reduction in decreasing both anxiety and depres-
sion.537 Kabat-Zinn has described in detail the meditation procedures that he
and his colleagues have used in stress-reduction programs.236 He’s done an ad-
mirable job of translating Eastern meditation practice into Western concepts
and language.524 In pioneering research on the biological effects of meditation,
psychologist Richard Davidson538 reported that participants in Kabat-Zinn’s
program showed enhanced immune function as well as changes in brain elec-
trical activity consistent with increased capacity for positive emotion.


What is the essence of meditation? Definitions vary, as do meditative
practices.539 Meditation entails heightened concentration, but concentration
can be employed in opposite ways.540 Most familiar is the technique of stilling
your mind by concentrating on a single focus—the breath, a mantra, or a
visualization. You can also do the opposite, letting your mind go without try-
ing to control it, just concentrating on the moment-to-moment kaleidoscope
of thoughts, feelings, and images—a practice that allows you to steady your
mind in a wide variety of situations. Crucial to moment-to-moment concen-
tration is an attitude of equanimity—openness, acceptance, and a nonjudg-
mental stance toward whatever passes through your mind.539 Also important
is the sense of letting go, letting your experience change. This form of insight
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meditation is a good example of mentalizing, being keenly aware of your
mental states. And the process of letting go of thoughts and feelings also
counters rumination, which entails getting stuck in one particular train of
thought, being unable to shift perspective. Hence meditation has proved to
be a useful component of cognitive therapy for depression350—in my view, by
promoting mentalizing emotionally.82


I think mindfulness is the single most useful idea in meditation. Buddhist
teacher Thich Nhat Hanh541 defined mindfulness as “keeping one’s con-
sciousness alive to the present reality” (p. 11). Not easy. We’re the beneficia-
ries of an evolutionary history that has endowed us with self-awareness and
has enabled us to transcend the present by bridging from past to future. This
grand evolutionary achievement also can ruin our conscious lives by contin-
ually dragging us out of the present into ruminating about the past and the
future. Coping with trauma entails separating the past from the present, not
being unduly apprehensive about the dangers of the future, and seeing the
present for what it is. Alan Watts535 put it pithily, “There is never anything
but the present, and if one cannot live there, one cannot live anywhere”
(p. 124). There’s no better term for this ideal than mindfulness. Simple but
difficult. It requires practice and persistence. Buddhist monks devote a life-
time to it, but we Westerners might adopt more modest aspirations. Moder-
ation in all things, as Watts commented, “A certain amount of ‘sitting just to
sit’ might well be the best thing in the world for the jittery minds and agi-
tated bodies of Europeans and Americans” (p. 112).


Mindfulness can be the antithesis of dissociation—the opposite end of
the spectrum. Dissociation is associated with a sense of unreality; mindful-
ness is a state of being highly aware of reality, not spaced out but tuned in.
This attunement is why meditation may be helpful in relation to dissocia-
tion. Mindfulness could enhance grounding techniques that focus attention
on current sensory experience.


Like every other technique of self-regulation, meditation is not without
risks.542 Meditation can be used as an escape from living.543 Mindfulness is
the ideal antidote to dissociation, because it entails heightened awareness of
reality, a sense of being fully grounded. Yet sitting motionless for prolonged
periods can have a trance-inducing effect. For persons who are prone to dis-
sociation, meditation can lead to a sense of loss of control rather than to en-
hanced control. Like relaxation and guided imagery, meditation is conducive
to opening up the inner world of thoughts and feelings. For this reason, it
can evoke anxiety, painful memories, or distressing images and ideas. Al-
though the intent may be to foster your ability to concentrate on one thing
(your breathing), the actual effect may be that you get stuck in painful expe-
rience. If you become emotionally overwhelmed, you may not be able to gen-
tly bring your attention back to the focus of awareness. When coping with
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trauma, you might best be cautious, starting gradually and seeking the sup-
port of a therapist, a teacher, or a meditation group.


Biofeedback


Compared with most of the age-old methods of self-regulation described
thus far, biofeedback is a recent innovation—only several decades old. And,
unlike the rest, biofeedback requires some technology. The basic idea behind
biofeedback isn’t complicated. You can change what goes on in your body by
your behavior and by what you imagine and think about. Sit down, breathe
deeply, imagine being in a pleasant spot, and you’ll relax—your heart rate
will slow, and your muscles will relax. Start imagining your traumatic expe-
rience or anything else frightening, and your level of physiological arousal
will zoom back up.


To some degree, you can tell how physiologically aroused you are by pay-
ing attention to your body. Of course, partly for neurophysiological reasons,
individuals differ in sensitivity to physiology;544 some are relatively insensi-
tive to internal changes, whereas others are hypersensitive. Yet, to one degree
or another, you can feel your heart pound, you can feel your respiration
quicken, and you can feel your muscles tense. The more in tune you are with
your body, the more you’ll be able to regulate your physiological arousal. If
your body has been violated, however, you may have difficulty being aware
of your physiological state. You may have learned to tune out your body.


But you don’t have to rely exclusively on your own inner bodily sensa-
tions. Here’s where biofeedback comes in: biofeedback is the feedback of bi-
ological information to a person.545 Feedback is essential to learning any
skill.546 In learning to talk, you rely on the sound of your voice to make the
needed adjustments in your vocalization. As discussed in Chapter 2 (“At-
tachment”), in learning about feeling, you rely on social feedback from care-
givers’ facial expressions. With the aid of biofeedback technology, you can
now rely on external feedback such as meters or tones to help you make ad-
justments in your physiological state. Biofeedback isn’t a means of self-reg-
ulation; it provides feedback about physiological responses that can facilitate
your use of other techniques such as relaxation, visualization, or meditation.
Thus the proper term is biofeedback-assisted self-regulation.547 By means of
biofeedback, you can gradually learn to broaden your sphere of conscious,
voluntary control over any physiological activity you can monitor. In the
process, you’re not training your body; you’re training your brain.


A lot of gear has been developed to measure physiological arousal pre-
cisely. You can hook yourself up to a heart-rate monitor and observe exactly
how fast your heart is beating from moment to moment. With such equip-
ment, you can detect subtle cardiovascular changes that you might not nor-
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mally be aware of. You can also become aware of the influence of your own
thought processes on your heart rate. With increasing awareness, you can
use your thoughts and visual imagery deliberately to exert more exact con-
trol over what goes on in your body. This is biofeedback. Instruments pro-
vide you with feedback about your “bio” processes. What you do with it is
in your hands (or head).


Fortunately, there’s a simple and inexpensive window into the physiol-
ogy of one important aspect of the relaxation response—a little thermometer
that measures finger temperature. Finger temperature is a sensitive gauge of
autonomic nervous system arousal. With sympathetic nervous system
arousal, blood flow is diverted into the large muscles in preparation for vig-
orous action. With parasympathetic activation, blood flows into the periph-
ery—the tips of your fingers and toes. When you’re nervous, your hands get
cold; when you can warm your hands, you become calm. You can tape a little
thermometer designed for that purpose to a finger and have an excellent ba-
rometer of autonomic nervous system activity. If you can get your finger
temperature above 95°F and hold it there for several minutes, you can rest
assured that you’ve lowered your sympathetic nervous system arousal, re-
sulting in a pleasant, emotionally relaxed state. Somewhat more elaborate
equipment can provide feedback about muscle tension, and more elaborate
still are methods that allow you to use feedback about brain electrical activ-
ity to regulate your state of mind,547 approaches that have been applied in
the treatment of PTSD.548


Once you become aware of how this relaxed state feels, and you’ve dis-
covered how to get yourself there, you can do it without the little thermom-
eter. You can do it anywhere in the midst of any activity, to remain or restore
calm. Although we often think of relaxation in connection with slowing
down and resting, it’s possible to be relaxed and active.546


Like exercise and relaxation, biofeedback is something you could con-
ceivably use on your own. You don’t need EEG equipment; you could buy a
little thermometer and learn to warm your hands. But it’s best to begin by
working with a trained biofeedback therapist who can teach you about phys-
iological self-regulation in more depth and who can guide you in the use of
the technology. Hand warming will suffice for many persons, but the optimal
technique will depend on the specific problematic pattern of physiological
arousal.


Like any other technique that enhances relaxation, biofeedback can
backfire. It can contribute to a sense of vulnerability as you release tension
and let down your guard. And the inward focus may also open up traumatic
memories and imagery. This openness to inner experience can be productive
and healing in the presence of a competent therapist; otherwise it might lead
to overwhelming emotion and retraumatization. When carefully prescribed
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and monitored, biofeedback has the specific advantages of bolstering aware-
ness of the body and providing a sense of control and mastery. Feedback is
ideal for providing tangible evidence of self-regulation and mastery.


Enjoyable Emotions


Fortunately, while legions of psychologists and others have studied the var-
ious forms of distress that befall us, a few have worked to understand what
Ekman126 refers to as the enjoyable emotions. We should be devoting at least
as much energy to learning about feeling good as we do to learning about
feeling bad.549 Coping with trauma requires not just regulating and express-
ing painful emotions but also enhancing your capacity for enjoyable emo-
tions—itself one important way of regulating painful emotions.


It’s easy to appreciate the biological significance of emotions like fear and
anger. Fight and flight can save our skin. But pleasurable emotions are just
as biologically necessary. While distressing emotions tell us what to steer
clear of, pleasurable feelings tell us what to head for. Pleasurable feelings go
with activities that satisfy our basic needs, such as hunger, thirst, and sex.
Enjoyable feelings also accompany the healthy forms of relatedness. More
generally, pleasurable feelings go with activities that lead to growth, devel-
opment, mastery, and accomplishment. 


Emphasizing their growth-enhancing quality, psychologist Barbara
Fredrickson550 proposed a broaden and build theory of positive emotions.
Whereas emotions like fear and anger narrow the focus of your attention
onto the threat or problem at hand, pleasurable emotions broaden your at-
tention and alter your pattern of thinking such that you become more open
to new information, more flexible, and more creative. In a pleasurable emo-
tional state, you’re more likely to see problems from multiple perspectives
and to come up with novel solutions. Moreover, positive emotional states are
conducive to closeness with others and compassionate caring, as well as
playfulness. Consequently, pleasurable emotions not only broaden your
thinking but also enable you to build resources for coping with challenges,
enhancing your resilience to stress.


With her colleague Robert Levenson, Fredrickson551 also showed more
directly that positive emotions can be an antidote to stress, having an undo-
ing function. By exposing research participants to a frightening film, they in-
duced a state of physiological stress, evidenced by cardiovascular activation.
A subgroup of participants who subsequently viewed an amusing film
showed a more rapid return of cardiovascular activity to normal. They also
found that participants who spontaneously smiled during a sad film showed
a more rapid return to normal activation afterward. Thus positive emotions
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are an important means of coping with stress—as the frequent use of gallows
humor attests.


How might you go about cultivating enjoyable emotions? I suggest three
broad strategies: direct mood-induction activities, efforts to find positive
meaning, and increased attentiveness to spontaneous pleasurable emotional
states. Ekman came up with the most direct pleasure-induction technique:
voluntarily positioning your facial muscles into a smiling expression.126 Re-
markably, this technique not only can produce pleasurable feelings but also
has been shown to generate patterns of brain activity consistent with posi-
tive emotion.552 Psychologist Peter Lewinsohn and his colleagues341 devel-
oped another direct approach, as I discussed in the context of recovering
from depression (Chapter 8, “Depression”): you can take stock of activities
that might provide pleasure and make a systematic effort to engage in them.
While you can’t force pleasure—except by smiling—you can put yourself in
situations that might evoke pleasure.


More indirectly, it’s possible for persons in stressful situations to enhance
their mood by making an active effort to find positive meanings in daily
events. Fredrickson,550 for example, asked college students to find positive
meaning in the best, worst, and ordinary daily events on a daily basis. Those
who made the effort to do so showed more resilience to stress. In a related
vein, psychologist Susan Folkman focused on positive experiences of care-
givers of loved ones dying from AIDS.553 Participants were asked to describe
something they did or something meaningful that happened to them that
made them feel good and helped them get through the day. Remarkably, in
99.5% of 1,795 interviews conducted, participants reported some meaning-
ful positive event. For example, caregivers found positive meaning in having
engaged in loving behavior or preserving the dignity of their ill partner.
Caregivers experienced positive emotions when they set realistic goals and
focused on small tasks. Successes in problem-focused coping countered their
feelings of helplessness. The researchers emphasized how reframing stressful sit-
uations to see their positive features played a significant role in coping.


How does this apply to trauma? Certainly, no one would expect to experi-
ence positive emotion in the midst of traumatically stressful events. Yet, in the
aftermath of trauma, many persons do find positive meaning. While trauma
entails lasting negative effects, there is another side to trauma, namely, post-
traumatic growth.554 Some traumatized persons report going beyond recovery;
feeling strengthened, they develop an enhanced sense of self-efficacy. Some re-
port an increase in empathy, a greater capacity for intimacy, or increased spir-
ituality. Such posttraumatic growth results from successfully wrestling with
the various meanings of trauma.


I want to underscore Folkman’s hopeful observation that people com-
monly experience positive emotions while they’re coping with stress. Even
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in the midst of posttraumatic depression—pleasure-robbing as it may be—
patients I work with show glimmers of pleasurable feelings and occasional
sparks of enjoyment or amusement. I find Ekman’s126 concept of attentive-
ness to emotions useful here. I encourage depressed patients to notice these
moments of pleasure. Coping with stress entails not only engaging in poten-
tially pleasurable activities and striving to find positive meanings but also
being attentive to whatever pleasurable emotions arise so as to cultivate and
enhance them.


Thus I would not restrict the concept of mentalizing emotionally to regulat-
ing painful emotions; as I noted earlier, it’s just as important to mentalize posi-
tive emotions. I’m not advocating replacing painful emotions with pleasurable
emotions but rather cultivating the full range of emotion. Developing expertise
in emotion is especially crucial for those struggling with trauma, and becoming
a connoisseur of pleasurable emotions would be a worthy project. The following
sketch of some enjoyable emotions might get you started.


Pleasure


Pleasure is probably the closest we have to a generic term for enjoyable emo-
tional experience. Somewhat fortuitously in the early 1950s, neuroscientists
James Olds and Peter Milner555 discovered what seemed to be a pleasure cen-
ter in the brain. Put a microelectrode in just the right spot on a rat’s brain,
and the rat will forget about everything else in its life and keep stimulating
it. The rat’s attitude: forget sex, food, and water, just let me stimulate this
brain circuit! One rat in the original study pressed a bar at the rate of 1,920
times an hour to keep the stimulation going; later studies showed response
rates as high as 7,000 per hour.556 Not just rats but all of us vertebrates seem
to possess these little pockets of neurons that we like to have stimulated. The
idea of a pleasure center has fallen out of vogue, but researchers continue to
make headway in tracing the complex brain circuits involved in producing
the feeling of reward as well as the neurotransmitters and neurohormones
involved in activating these circuits.137


Pleasure is closely linked to appetites—not just to eating a great meal but
also to quenching thirst and having sex. Pleasure is intimately tied to bodily
experience. We learn about pleasure through the body, for example, in nurs-
ing and being held and stroked. Pleasure comes through the appetites, the
body, and the senses. Think of pleasurable sights, sounds, tastes, smells, and
touch. Extending sensory pleasure a bit, think of aesthetic pleasure—wrap-
ping your consciousness around something beautiful.


Intimate relationships provide a powerful source of pleasure. Psychoan-
alyst Joseph Lichtenberg105 usefully distinguished sensual from sexual plea-
sure. Sensual pleasure, evident from infancy onward, comes from being
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touched, held, stroked, and soothed. Sensual pleasure may spark sexual ex-
citement, but not necessarily; it can stand on its own. 


For those who have been sexually traumatized, the pleasure that nor-
mally goes with sexuality can become linked with painful emotions. Among
the most confusing aspects of sexual trauma is the intermingling of sexual
pleasure with fear, pain, shame, and guilt feelings. Even in the midst of hor-
rifying experience, the body and brain can respond sexually with excitement
and orgasm—the circuits have been established over millions of years of
evolution to respond to certain stimuli, and they work.


Sexual trauma can undermine sexual pleasure, because sexual arousal
and excitement can become associated with danger, pain, and a host of neg-
ative emotions. But sexual trauma also can undermine sensual pleasure. Be-
cause sensual and sexual pleasure are often linked, sensual pleasure may be
avoided. Yet touch is a vital need,557 and trauma-related aversion to touch
can result in severe deprivation. Many persons who have been traumatized
find massage to be pleasurable and soothing when they’re able to find a mas-
sage therapist with whom they feel safe.


Alternatively, if you’ve been sexually traumatized, you may desire sen-
sual pleasure without sexual involvement. Some individuals put up with sex
only for the purpose of obtaining some sensual pleasure in the process. Be-
ing held, touched, and stroked is soothing and may rekindle a sense of hav-
ing a safe haven in attachment. Some persons who’ve been injured sexually
resign themselves to forgoing sexual pleasure entirely, seeking satisfaction in
being held and cuddled. Others stay tuned in to the physical contact preced-
ing sex and then detach emotionally as soon as the interaction becomes sex-
ual. Yet, to reiterate a point in Chapter 7 (“Illness”), sexual trauma by no
means necessarily undermines the capacity for sexual satisfaction, and pro-
fessionals now have extensive experience in helping couples find pleasure in
sexual relations.


Before continuing with the list of enjoyable emotions, I want to issue an
ironic warning: you may need to go slow with pleasure. You may need to take
pleasure in small doses, building up your tolerance gradually. You may have
little difficulty understanding your need to accustom yourself slowly to feel-
ing and expressing anger or to gradually confronting situations that evoke
fear. You may find it odd to think of pleasure in similar ways. But for many
persons who have been through trauma, pleasure has been associated with
pain. Pleasurable feelings can become a danger signal. I’ve talked to patients
who’ve felt suicidal after experiencing intense pleasure, because their posi-
tive feelings triggered fear, shame, and guilt feelings. You may need to go
slowly with pleasure, gradually desensitizing yourself to it, learning over
time to suppress the connection between pleasure and the painful emotions
associated with it in the past.
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Interest and Excitement


We come wired to experience pleasure in our active engagement with the
world. We can array this biologically based pleasure on a spectrum ranging
from mild interest to intense excitement. These emotions, evident in infancy,
are associated with a gradual and pleasurable rise in arousal.172 Excitement
gives life sparkle and zest. Interest and excitement bolster curiosity and nov-
elty seeking. They fuel enthusiasm and involvement. They spark growth and
development, motivating a wide range of activity and learning.


Neuroscientist Jaak Panksepp137 neatly captured the significance of
interest and excitement in what he calls the seeking circuit in the brain. He
distinguished excitement from pleasure. The seeking circuit propels us,
underpinning appetite and wanting. Having gotten what we want, we expe-
rience a distinct form of pleasure, consuming and liking. The neurotransmit-
ter dopamine plays a major role in activating the seeking circuitry. Cocaine
increases the availability of dopamine and strongly energizes the seeking cir-
cuit, providing a feeling of power and propelling the user into a variety of
goal-directed activities. Analogously, manic states put the seeking circuit
into overdrive.558 Conversely, anxiety inhibits the seeking circuit, and de-
pression undercuts it.


Relationships provide a main arena for interest and excitement and a fore-
most source of enjoyable emotions.132 We come wired with curiosity about
other persons—a continual source of novelty. Developmental researcher Rob-
ert Emde559 took the smiling baby as the model of positive emotion. Babies
smile at other persons. Smiling is borne of mutual interest and sharing of ex-
citement, the entrée into an attachment relationship.


Excitement and fear have a common denominator—heightened arousal.
But the arousal in fear is more abrupt and severe. Novelty can be interesting
and exciting or frightening and anxiety provoking. Thus surprise is ambig-
uous: it can feel good or bad; some people enjoy it, whereas other dislike
it.126 Because of their overlapping arousal, excitement and anxiety have only
a fine line between them. Even our language blurs the distinction; we say
we’re “anxious” to do something when, in actuality, we’re eager to do it—
excited about it. A sensitized nervous system can erode our sense of excite-
ment, because any arousal can quickly trigger anxiety. And trauma-related
emotions—not just anxiety but also depression as well as numbing—run
counter to interest and excitement, promoting disengagement rather than
engagement.


When you’re in the throes of trauma, and especially when you’re de-
pressed, experiencing intense positive emotions may be well beyond reach.
That’s one reason I highlight interest; it’s relatively subtle, and closer to
hand. When you’re depressed, it’s important to notice signs of interest in
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something, however fleeting. Interest heralds the return of pleasure; the
seeking circuit is active. Mentalizing emotionally pays dividends here, po-
tentially amplifying glimmers of pleasure.


Flow


Psychologist Mihaly Csikszentmihalyi560 has devoted his career to the study
of optimal experience. His question: what is human experience at its best?
This is something we should all know about. Csikszentmihalyi captured it
in the word flow, a word that epitomizes optimal engagement with the world.


Examples of flow abound. Csikszentmihalyi found them by asking hun-
dreds of individuals about their optimal experiences. He and his colleagues
also monitored research participants throughout the day, periodically inter-
rupting them to find out how often they were in flow and, if so, what they
were doing at the time. At its most intense, flow involves a high level of chal-
lenging activity—mountain climbing, sailing, skiing, or racing are examples.
In these instances, flow stands out clearly. It entails a high level of involve-
ment and concentration. When you’re in flow, you’re completely absorbed in
an activity; you’re keenly conscious but not self-conscious.


Don’t leap to the conclusion that flow is out of the question because
you’re not climbing Mount Kilimanjaro. You can experience flow in less
risky and dramatic activities. Flow is conspicuous in intellectually challeng-
ing endeavors—games like chess, writing, lively conversation or repartee, or
any sort of problem solving. You can be in flow during quiet activities like
reading or meditating. You can experience flow in routine activities of daily
living. Many persons experience flow in the course of their work. Contrary
to what you may think, you’re more likely to be in flow at work than in lei-
sure, especially if you have a challenging occupation. Unsurprisingly, watch-
ing TV is usually a low-flow activity.


After studying thousands of flow experiences, Csikszentmihalyi boiled it
down to a simple formula: to be in flow, you must balance the challenge of
the activity with your level of skill. You’re in flow when you’re doing some-
thing challenging and you have the ability to pull it off. Flow is self-enhanc-
ing and growth promoting. As you continue doing the activity, your skills
increase; then you need to increase the level of challenge to stay in flow. It
doesn’t matter whether it’s a sport, an intellectual discipline, or a craft.


Being in flow is like walking a tightrope. The balance tips, and you’re
into something else. If your skills fall below the level of challenge, you’re in
trouble; you become anxious—or worse, if you’re seeking flow in mountain
climbing. Anxiety is the antithesis of flow. Anxiety goes with being immobi-
lized, stuck, unable to move forward—behavioral inhibition. But anxiety
isn’t the only alternative to flow. If the challenge is way below your level of
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skill, you become bored. If the activity involves neither challenge nor skill,
you become apathetic.


The range of potential flow activities is endless. Flow is not in the activ-
ity; it’s in your consciousness. Flow does not require a high level of skill; it
entails finding the right level of challenge. Flow is intrinsic to human con-
sciousness, and it’s probably not unique to humans. But it’s also partly a per-
sonality trait; some individuals are able to find opportunities for flow in the
bleakest of situations. Csikszentmihalyi describes individuals in concentra-
tion camps who sustained themselves by dreaming up imaginative intellec-
tual challenges. The environment need not be an obstacle to enjoyment, as
Csikszentmihalyi560 wrote, “The Eskimos in their bleak, inhospitable lands
learned to sing, dance, joke, carve beautiful objects, and create an elaborate
mythology to give order and sense to their experiences” (p. 85). Others can
spend megabucks on yachts, electronics, and sporting gear, only to remain
bored and apathetic.


Finding your way from anxiety or detachment to flow may not be easy.
A history of trauma and preoccupation with emotional survival is hardly
conducive to flow. And exciting activities conducive to flow can trigger ex-
cessive arousal and anxiety. But flow is captivating and self-perpetuating; it
feeds on itself. Once you hit on something, you want to repeat it for its own
sake. Here is Csikszentmihalyi’s560 summary of what goes into flow:


First, the experience usually occurs when we confront tasks we have a
chance of completing. Second, we must be able to concentrate on what we’re
doing. Third and fourth, the concentration is usually possible because the
task undertaken has clear goals and provides immediate feedback. Fifth, one
acts with a deep but effortless involvement that removes from awareness the
worries and frustrations of everyday life. Sixth, enjoyable experiences allow
persons to exercise a sense of control over their actions. Seventh, concern for
the self disappears, yet paradoxically the sense of self emerges stronger after
the flow experience is over. Finally, the sense of the duration of time is al-
tered; hours pass by in minutes, and minutes can stretch out to seem like
hours. The combination of all these elements causes a sense of deep enjoy-
ment that is so rewarding people feel that expending a great deal of energy is
worthwhile simply to be able to feel it. (p. 49)


Enjoyment and Joy


If interest and excitement are in the anticipation, enjoyment and joy are in
the consummation. We might put attachment center stage in joy: Ekman126


depicts a joyful reunion as the prototype. As I’ll discuss shortly, joy is central
to love.


Just as interest and excitement are associated with a pleasurable rise in
arousal, enjoyment and joy are associated with a pleasurable decrease:172
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Ahhhh—satisfaction! After great exertion, success! Relief! I put flow be-
tween excitement and enjoyment because I think it captures the experience
of using your skills to transform challenge to success. But it’s hard to be pre-
cise here. The term enjoyment has fuzzy boundaries, and Ekman126 refers to
this whole territory of positive experience in terms of the enjoyable emo-
tions. In addition to those mentioned here, he lists amusement, wonder-
ment, ecstasy, fiero (the feeling of accomplishment after rising to a challenge),
naches (the glow of pride a child can give to its parents), elevation, and grat-
itude. There’s much to cultivate in this garden.


Contentment


Nathanson172 extended the enjoyment-joy curve down to the state of con-
tentment, where the arousal of excitement followed by enjoyment has largely
subsided. I think it’s worth highlighting this end of the curve, whether we
call it contentment, tranquility, peace, relaxation, calm, stillness, or quiet. A
model of contentment is the calm after orgasm.


If the opposite pole of positive emotion is depression, the opposite pole
of distressing emotion is a state of calm,132 the goal of relaxation exercises.
We like best a state of low distress coupled with positive emotion, what
Thayer called calm energy,338 the antidote to tense tiredness.


Pride


I discussed this greatest of deadly sins in conjunction with shame (Chapter 3,
“Emotion”) and wish to emphasize it further here. To reiterate, we must dis-
tinguish between healthy pride and the destructive arrogance that has given
pride a bad name. Many traumatized persons, crippled with shame, are inhib-
iting pride; yet pride is crucial to cementing memories that build self-esteem.
Emde’s559 studies of smiling babies led him to appreciate the pleasure in getting
it right. This marvelous phrase captures the pleasure in learning, understand-
ing, and reaching a goal—even babies feel fiero! Getting it right promotes feel-
ings of competence, control, and efficacy. The pleasure in getting it right is the
flip side of helplessness—the essence of trauma.


Nathanson172 construed pride and shame as being polar opposites.
Shame involves a plummeting of pleasure associated with deflation. Pride
follows the enjoyment of success after striving during challenging goal-
directed activity. Thus we can think of pride as the afterglow of flow.


Pride, like shame, is a social emotion. When you feel proud, you want to
be noticed and admired. You want to share your accomplishments. Shame is
the opposite. When you feel ashamed, you’re inclined to withdraw, to hide
your face. Traumatic experience can interfere with pride the same way it in-
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terferes with all other emotions. Just as pleasure can become connected to
shame, the pleasure in pride also can be connected to shame. Self-doubt,
self-criticism, and self-hatred are incompatible with pride. With a history of
trauma, pride may be extremely hard to come by. It’s well worth cultivating
this source of pleasure as an antidote to shame.


Compassion


First and foremost, the traumatized person needs compassion. For the
sake of understanding compassion, it will help to make a few distinc-
tions.140 We can start with sympathy, a feeling of concern for someone in
distress. Empathy is more complex, stemming from the comprehension
and sharing of another person’s emotional state, a key form of mentaliz-
ing. Empathy and sympathy often blend together and motivate helping.
Yet it’s not uncommon for us to respond with personal distress to others’
distress; then we’re more concerned about alleviating our distress than
theirs.


Philosopher Martha Nussbaum561 construed compassion as an emotion
directed at the suffering of another person, but she emphasizes the com-
plexity of the judgments that go into this feeling. We feel compassion
when we judge that the other person is in a seriously bad way, prototypi-
cally, having suffered a tragedy or having suffered evil (see Chapter 14,
“Hope”). We also experience compassion to the extent that we believe that
the suffering is not deserved. Our compassion is facilitated by a sense that
we, too, might suffer a similar fate. Finally, our compassion depends on en-
compassing the sufferer within our sphere of concern; we feel compassion
to the extent that the sufferer’s well-being is important to our own well-
being.


I’ve been recommending self-compassion throughout this book. When
you’re suffering, self-compassion is a fitting companion. Self-compassion re-
quires mentalizing emotionally—comprehending what you feel—and self-
concern. In advocating compassion, for others or for oneself, we must dis-
tinguish it from pity. Pity connotes a feeling of superiority or even contempt,
as in pitiful. By contrast, compassion implies respect.562


I think trauma sufferers unnecessarily resist self-compassion, confusing
it with self-pity. Like confusing pride with arrogance, this blurring runs the
risk of self-deprivation. When you’re suffering, you deserve compassion and
caring, from yourself as well as others. Compassion—not self-pity—can mo-
tivate caring for yourself, just as it motivates caring for others. As noted in
Chapter 5 (“Self”), it’s important to take your relationship with yourself
most seriously and to improve it as best you can; you’re continually im-
mersed in it.
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Love


Love is not a single emotion but rather a term we use to capture a highly
emotional attachment relationship. Certainly, a loving relationship can be
the source of the most profoundly rewarding and enjoyable feelings—affec-
tion, lust, awe, reverence, bliss, and ecstasy to note a few. Yet, as Freud15 and
other sages16 have warned, given the inevitability of loss, to love is to risk
profoundly painful feelings. Moreover, as we’ve seen throughout this book,
loss is just one source of risk; love can be tangled up with all manner of at-
tachment traumas. Thus love cannot be construed as unalloyed pleasure, but
it’s potentially the deepest and most enduring source of pleasurable emotion.


In his marvelous book A Small Treatise on the Great Virtues,562 French
philosopher André Comte-Sponville eloquently captured the essence of lov-
ing relationships. Unsurprisingly, the ancient Greeks had it well sorted out,
distinguishing among three forms of love: eros, philia, and agape. Driving
eros is an all-consuming desire, a passion for possessing, ultimately a quest
for oneness. Eros is the strongest, most violent form of love: “The greatest
source of suffering, failure, illusion, and disillusionment .. . want is its es-
sence, and passionate love is its culmination” (p. 238).


Philia encompasses friendship in its broadest sense; Aristotle’s model was
the delight mothers take in loving.170 In the sense of philia, love means to
derive joy from something—from seeing, touching, feeling, hearing, or
imagining. In short, as Comte-Sponville put it, love brings joy to the soul. Ac-
cordingly, here’s a fitting declaration of love: “I rejoice in the thought that
you exist” (p. 251). Philia and eros are not mutually exclusive; we can love
both passionately (eros) and joyously (philia).


Agape represents love in its broadest sense: universal love, as would bind
all humanity together. Agape overlaps with charity and with compassion.
Given our all-too-narrow sphere of concern,561 we’re bound to fall most
short with respect to agape. Yet Comte-Sponville argues that love in general
is most conspicuous by its absence; that’s what makes loving virtuous.


We’re liable to reject the concept of self-love as pathologically narcissistic;
yet we should no more reject self-love than pride. Brilliantly, New Zealand
philosopher Christine Swanton563 construed self-love as bonding with oneself.
Thus self-love could be construed as an attachment relationship with oneself.
Just as secure attachments do, self-love promotes strength, vitality, and en-
ergy. Thus self-love enables you to invest fully in your projects and goals.
Moreover, as an inner secure base, self-love will promote mentalizing, your
capacity to explore your own mind with a feeling of safety—freedom from
fear of self-attack.


Self-love is not a vice. On the contrary, Swanton considers it essential to
all other virtues, including love for others. Imagine being able to express
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self-love in Comte-Sponville’s sense: I rejoice in the thought that I exist.
Why not? As biologist Richard Dawkins564 pointed out, the likelihood of
your existing is infinitesimally small: “It’s overwhelmingly probable that you
are dead….In spite of these odds, you’ll notice that you are, as a matter of
fact, alive” (p. 3). Should you not rejoice?


Needing Help


You began learning and practicing emotion regulation in early infancy;565


yet, achieving emotional competence is a lifelong task. Keep in mind that
these venerable ways of regulating emotion are not easy for anyone. The Sto-
ics and Buddhist monks devoted a lifetime to it. And I’m setting the bar high
by advocating mentalizing emotionally: making sense of your own emotions
and those of others while you’re in the midst of an emotionally aroused state.
As ample informal observations will attest, skillfully mentalizing emotion-
ally is no small feat. Trauma poses additional challenges by evoking strong
emotional reactions and creating a pattern of sensitization that renders you
vulnerable to sudden eruptions of intense feelings and impulses that are es-
pecially hard to control. Moreover, trauma in early attachment relationships
may interfere with the development of mentalizing and emotion-regulation
skills.


I’m impressed by the persistent effort many trauma patients have made
over the course of their lifetime to do many of the things I’ve been recom-
mending in this chapter, often with considerable success. My fondest hope
would be that this chapter would bolster your determination to stick with
these efforts. I know, however, that stress can pile up to the extent that self-
care falls by the wayside; then you can feel utterly overwhelmed and out of
control. You may hit a patch when you need help to do what ordinarily
comes naturally, if not easily. Then you may need professional treatment to
help you employ these strategies so that you can return to the path of self-
regulation, self-compassion, and self-care—always with the aid of attach-
ment relationships.
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TREATMENT 
APPROACHES


Given the broad array of problems, symptoms, and disorders associated with
traumatic experience, virtually all forms of psychological treatment have been
applied to trauma.566 Because of the complexity of trauma-related disturbances,
the many forms of trauma, and inherent differences among individuals, treat-
ment must be tailored to each patient’s needs. Individual psychotherapy is the
mainstay of treatment for trauma-related problems. But persons who have been
severely traumatized may need a combination of diverse treatment approaches
over an extended period of time.


The core of trauma treatment comes down to talking about traumatic ex-
perience in a trusting relationship—mentalizing in the context of secure at-
tachment. Here we face a dilemma: reminders of trauma trigger symptoms
of posttraumatic stress disorder (PTSD), and talking about traumatic expe-
rience is a direct reminder. Thus trauma-focused therapy can worsen symp-
toms, particularly for persons with a history of attachment trauma that has
led to problems managing emotional distress.567 There may be some wisdom
in the view that you must get worse before you get better, but I wouldn’t
push that idea very far. It’s better to minimize the likelihood that talking
about trauma will make your symptoms worse. The goal of treatment is to
improve your functioning and enhance your quality of life. For this reason,
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as depicted in Figure 13–1, trauma treatment must balance processing with con-
tainment.25 Processing entails thinking, feeling, and talking about trauma.
Containment entails regulating emotional responses, for example, by means
of methods just discussed in Chapter 12, “Emotion Regulation.” Thus con-
tainment renders processing emotionally bearable and productive, such that
you move forward rather than backward.


This chapter spells out how treatment fosters containment and then dis-
cusses different facets of the therapeutic relationship, which provides the
foundation for trauma treatment. I’ll review several treatment approaches:
cognitive-behavioral techniques for processing trauma, group psychother-
apy, family interventions, medication, and hospitalization. Consider this
chapter a sampling to acquaint you with a range of possibilities rather than
a definitive guide to trauma treatment. We’re on shifting sands as treatments
continually are being refined and new interventions are being developed.
I believe you’ll be in the best position to find optimal treatment if you un-
derstand the general principles, especially the need to balance processing
with containment and the overriding goal of enhancing the quality of life
rather than immersing yourself further in trauma.


Containment


Containment has two related meanings: 1) holding or enclosing and 2) hold-
ing back, controlling, and restraining. The first meaning, the gentler one, is ap-
pealing. We could think of a mother containing her child’s sadness by holding
and comforting him while he cries. Processing trauma goes best in the context
of such holding—emotional and physical—in a secure attachment relation-
ship. But the second meaning of containment is also apt. Think of the mother’s
containing the child in the middle of a tantrum, holding him in the sense of
restraining, so that he doesn’t hurt himself. No doubt, self-containment also


FIGURE 13–1. Balancing processing and containment in trauma treatment.
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can be a struggle, sometimes requiring heroic self-restraint. And, when self-
containment fails, we need external containment.


Sometimes containment entails holding back the full expression of emo-
tions. Yet containment also enables fuller expression of emotion, as when a
grieving widow holds back tears until she’s in the loving embrace of a friend.
Processing trauma, and feeling the associated emotions, requires both inter-
nal and external containment. The internal containment stems from a com-
passionate relationship with yourself and the capacity to mentalize, both of
which facilitate various forms of self-regulation. External containment stems
from supportive relationships, ideally, secure attachments.


I emphasize the importance of containment in trauma treatment because
processing traumatic experiences will evoke strong emotions. But there’s an
equally important reason for emphasizing containment. Persons with a his-
tory of early attachment trauma are liable to have particular difficulty coping
with painful emotions. Thus I consider developing the capacity for internal
and external containment—self-holding and being held by others—to be the
primary goal of trauma treatment. And, for persons with complex PTSD who
are emotionally overwhelmed, trauma treatment might need to focus exclu-
sively on containment rather than processing.567 With better containment,
trauma can be processed gradually, in small doses.


The natural recovery process from exposure to potentially traumatic
events includes processing in close relationships—with loved ones and
friends—in conjunction with employing naturally developed self-regulation
skills. When the natural recovery process doesn’t suffice, you need profes-
sional help. The first step in any treatment process is understanding the
problem, and this understanding alone provides some degree of contain-
ment. Knowledge can make a big difference. Knowing you’re having a panic
attack and not a heart attack, or knowing that you’re dissociating and not
losing your mind, can be reassuring and somewhat calming.


Yet treatment generally must go beyond helping you understand your
symptoms, and developing the capacity for containment may be a long pro-
cess. To reiterate, processing without containment can backfire—particu-
larly if you have not developed the capacity naturally to regulate your
emotions and to make use of others’ help in doing so. At worst, you may find
yourself back in a state reminiscent of the original trauma: feeling afraid and
alone. To highlight the dangers, I’ll focus on a problematic—if intuitively ap-
pealing—treatment approach: abreaction.


Problems With Abreaction


Why talk about trauma? The simple answer: to get rid of the bottled-up feel-
ings. In technical terms, abreaction describes this process of reexperiencing
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the trauma and expressing the strong emotions. In nontechnical terms, this
idea of purging blocked emotion can be construed as catharsis. Treating
symptoms by liberating blocked emotion goes back a century to Freud’s
early work.220


As I stated in discussing anger (Chapter 3, “Emotion”), I think it’s mis-
leading to think of yourself as being filled up with emotion. Maybe you feel
strong emotions much of the time. Maybe you can easily become intensely
emotional very quickly. You have a capacity to experience intense emotion.
You may wish you didn’t have this capacity. But just having another episode
of extremely intense emotion will not diminish your capacity. You may pro-
test, “I feel much better after an emotional outburst!” Releasing tension can
lead to temporary relaxation. Like vigorous exercise, it can lower arousal.
You may feel calmer after wearing yourself out. But emotional catharsis in
itself does not lead to lasting change, and it often poses serious risks, espe-
cially for patients with PTSD.568


We have ample reason for caution: abreaction may be retraumatizing
rather than helpful. Repeated exposure to traumatic levels of emotion may
further sensitize you to the slightest reminder of traumatic memories. Your
capacity to function may be increasingly undermined. Especially when deal-
ing with repeated and prolonged trauma, you may find the goal of remem-
bering and abreacting every traumatic experience not only overwhelming
but also impossible. At worst, as discussed in Chapter 4 (“Memory”), you
might add insult to injury by constructing inaccurate memories and burden-
ing yourself with additional trauma.


The following scenario commonly precedes extended hospitalization: in
the service of “getting it all out,” exploring trauma leads to worsening symp-
toms and self-destructive behavior; the patient becomes increasingly desper-
ate and dependent on the therapist; the therapist makes increasingly heroic
efforts to keep the patient going; therapeutic boundaries are eroded by ex-
tended sessions, late-night phone calls, and sometimes efforts to provide
physical comforting; the therapist becomes overwhelmed, worn out, and
starts to withdraw; the patient feels abandoned and becomes distraught; and
the patient is finally hospitalized in a suicidal crisis. At the point of hospital-
ization, everyone belatedly realizes that the emphasis must shift away from
uncovering, exploration, and abreaction to containment.


The goal of talking about traumatic experience isn’t to release pent-up emo-
tion; instead, it’s to gain better control over emotion. But the benefits of talking
about trauma go beyond emotional control. Previously fragmented and unintel-
ligible experience becomes more meaningful. In the process of talking about the
trauma, you come to better understand yourself and your problems. Dissociated
experience becomes integrated. Most important, talking about the trauma in an
emotional way provides the opportunity to be heard by someone.
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When—and if—the time is right to talk about trauma, you need to do so
in an emotionally meaningful way. Yet, you should not assume that you must
experience extremely intense emotions to benefit from talking about trauma.
Some clinicians propose that talking about trauma in a calm state of mind can
be therapeutic, and that the authenticity of the experience is more crucial than
the emotional intensity.569 As discussed earlier, two safeguards provide some
assurance that you can talk about the trauma without adding to it: adequate
preparation and pacing the work. Keep in mind Kluft’s452 maxim: “The slower
you go, the faster you get there” (p. 42).


Safety First


Judith Herman58 rightly declared that establishing safety is the first priority
in treatment and that no other therapeutic work can be done without this
first step. Albeit paramount in the beginning of treatment, safety remains
crucial throughout. Above all, progress in treatment depends on putting an
end to ongoing trauma, for example, battering or any other form of abuse.
Your safety cannot be predicated on others’ declarations that they will no
longer inflict harm; rather, it must be based on your capacity for self-protec-
tion.


Safety includes not only protection from others but also protection from
yourself. Many persons who have been severely traumatized continue to
feel endangered by their own self-destructive impulses. This vulnerability
reaches the extreme in dissociative identity disorder when the individual
feels terrorized by dissociated suicidal states. Herman emphasized caring
for basic needs, and doing so without exposing oneself to endangerment
from abuse at the hands of others or oneself. Caring for basic needs includes
finding safe living quarters, eating and sleeping properly, obtaining needed
medical care, and providing for financial security. Another crucial compo-
nent of safety is a social support network—the wider the better. This net-
work may include friends, a partner, trusted family members, self-help
groups, and mental health professionals. The process of establishing safety
as a foundation for treatment isn’t easy; Herman likens it to preparing to run
a marathon.


Establishing safety can carry a high price. Many individuals face the di-
lemma of being economically dependent on persons who continue to inflict
trauma. Herman poignantly described the potential costs of security:


Creating a safe environment required the patient to make major changes in
her life. It entailed difficult choices and sacrifices. This patient discovered, as
many others have done, that she could not recover until she took charge of
the material circumstances of her life. Without freedom, there can be no







254 • C o p i n g  W i t h  T r a u m a


safety and no recovery, but freedom is often achieved at great cost. In order
to gain their freedom, survivors may have to give up almost everything else.
Battered women may lose their homes, their friends, and their livelihood.
Survivors of childhood abuse may lose their families. Political refugees may
lose their homes and their homeland. Rarely are the dimensions of this sac-
rifice fully recognized. (p. 172)


Dialectical Behavior Therapy (DBT)


Psychologist Marcia Linehan’s513 approach to treating borderline personality
disorder (BPD), dialectical behavior therapy (DBT), is highly pertinent to
coping with trauma. As described in Chapter 11 (“Self-Destructiveness”), the
effects of trauma and the symptoms of BPD overlap considerably. For many
individuals, BPD could be construed as a complex posttraumatic stress syn-
drome.567 Problems regulating intense emotion are the focus of DBT, and
Linehan recognizes their common origins in childhood trauma. That is, Line-
han construes BPD as arising from a combination of difficulty regulating
emotional arousal and an invalidating environment. The child’s intense emo-
tional distress isn’t contained by emotional attunement but rather exacer-
bated when natural emotional reactions are dismissed or punished. Plainly, a
childhood history of attachment trauma involving abuse and neglect would
typify the combination of emotional dysregulation and an invalidating envi-
ronment. This combination undermines the development of mentalizing.
With these developmental problems in view, DBT interventions are carefully
designed to build skills in emotion regulation, taking into account trauma-
related problems and emotions, including dissociative symptoms that inter-
fere with coping.570


Linehan cautions that pat answers and simple solutions will not do; the
problems are complex, and the work of treatment is arduous. She empha-
sizes that problematic behavior is an understandable effort to cope with of-
ten overwhelming feelings, and her intent is to help individuals find more
effective and less self-injurious ways of coping. Crucially, DBT requires that
skills for coping with painful emotional states that lead to self-destructive
behavior be learned before delving into traumatic experience in therapy521


—containment before processing.
Consistent with the principle of safety first, DBT’s first priority is de-


creasing self-destructiveness, including deliberate self-harm and suicidal be-
havior. Systematic research has demonstrated considerable success for DBT
in this regard.571 The second priority is to interrupt behavior that interferes
with therapy, such as failing to attend treatment sessions, not cooperating in
the work required, or not adhering to the therapist’s limits. These problem-
atic behaviors, like any others, become the focus of active problem solving.
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The third priority is to decrease behavior that interferes with the quality of
life, such as substance abuse, high-risk or criminal behavior, or financial
problems. The next priority is increasing behavioral skills—not only en-
hancing interpersonal skills but also building tolerance for distress and
learning techniques for emotional control. Patients are encouraged to adopt
a perspective of radical acceptance—accepting as part of life the realities that
one cannot control along with painful emotions.


As a behavioral approach to treatment, DBT is noteworthy for its empha-
sis on actively teaching and reinforcing adaptive behavior. As with other forms
of treatment, the therapist works hard, but the patient must work even
harder. The patient is encouraged to be highly active in concrete problem
solving: carefully analyzing in step-by-step fashion the chain of events lead-
ing to problematic feelings and self-destructive behaviors and then identify-
ing new ways of thinking and acting to avert such difficulties in the future.
Patients use role-playing to practice different ways of handling troublesome
situations.


DBT combines individual psychotherapy with educational group meet-
ings that teach coping skills including mindfulness, emotion regulation, and
distress tolerance. Patients are also encouraged to make use of telephone
contact between sessions for on-the-spot consultation regarding hitches in
problem solving. Especially pertinent to containment is DBT’s emphasis on
emotional regulation training,572 which involves learning to identify and la-
bel emotions, analyzing the functions of emotions, preventing negative emo-
tional states, increasing emotional hardiness, increasing positive emotions,
letting go of negative emotions by paying attention to them and accepting
them, and changing painful emotions by acting in a manner opposite to the
feeling. Because DBT skills are so practical and helpful in day-to-day coping
with emotional distress, DBT skills groups are a mainstay of trauma treat-
ment at The Menninger Clinic.


The Therapeutic Relationship


The universal prescription for trauma: talk about it. To whom? To any trusted
person who will listen—the sooner the better. This universal prescription
works best in conjunction with single-blow traumas, such as a natural disas-
ter, an assault, or a rape. Even then, it’s not always easy to do. Talking about
it may bring back the feelings of terror or rage engendered by the trauma.
Shame may get in the way. As you begin to think or speak about it, self-pro-
tective defenses may block the memory.


It’s not always easy for others to listen, even when they’re caring and ea-
ger to help. Trauma can be abhorrent. Listening to another person’s horrific







256 • C o p i n g  W i t h  T r a u m a


stories of trauma can itself be traumatizing. It can threaten the listener’s
sense of safety and security. Friends may urge you to “just get your mind off
it” so that they do not have to think about it. You may need to impress on
them the importance of your need for someone to listen. But listeners’ feel-
ings of fear and outrage also can interfere with their capacity to listen. A
woman who has been raped may find that every time she tries to discuss it
with her husband, he becomes so embroiled in his wish to kill the rapist that
he can hardly pay attention to her feelings. In such cases, trying to talk about
the trauma can make it worse, not better.


When talking through the trauma with others isn’t possible, you may
need to turn to a psychotherapist who can help with the process. Like others
who will listen, the psychotherapist’s role is to bear witness. Not that it’s easy
for the psychotherapist. Psychotherapists also can feel horrified and out-
raged. But their training, experience, and professional role afford a degree of
objectivity that provides a safeguard against their becoming so distressed
that they, too, cannot listen.


Psychotherapists are continually challenged to find the right balance be-
tween professional detachment and emotional involvement. Empathy for
another’s feelings requires a delicate blend of intellectual understanding and
emotional sympathy. If your psychotherapist goes too far in either direction,
you may not feel safe talking about the full extent of your traumatic experi-
ence. If your psychotherapist is too detached, you may not feel supported. If
your psychotherapist is too emotionally involved, you may feel a need to
protect her or him from your feelings. In doing their best to bear witness,
psychotherapists inevitably lose the middle ground of empathy to a degree:
sometimes they withdraw into detachment, and at other times they’re pulled
into distressing emotional involvement. But as long as your psychotherapist
spends a good deal of time in the middle range of empathy, you’ll sense that
the therapist has your mind in mind. Then you’ll be able to talk in a way that
proves beneficial.


The Therapeutic Alliance


Talking about trauma will go best when you have a solid alliance with your
psychotherapist. The two essential ingredients of the therapeutic alliance are
a positive relationship and a sense of working together with the therapist.573


Trust and a feeling of acceptance form the foundation of a positive rela-
tionship with a psychotherapist. The feeling of trust should be based on your
perception that your psychotherapist is trustworthy, reliable, and striving to
be helpful. For a good alliance, your psychotherapist must indeed be trust-
worthy and capable of providing help. Obtaining a referral from a reliable
source and checking out your psychotherapist’s reputation can help with
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trust. But ultimately you must make a judgment on the basis of your own
experience with the psychotherapist. It’s important to find a good match; a
psychotherapist whom someone else finds helpful may not necessarily work
well with you.


A therapeutic alliance also includes active collaboration. In psychother-
apy research at The Menninger Clinic,574 we’ve defined the patient’s collab-
orative role as one of making active use of the psychotherapy as a resource for
constructive change.575 You should feel that you and your psychotherapist are
working together toward common goals. You should be an active participant
in the process. Probably every patient in psychotherapy wishes she or he
could just be cured by the psychotherapist. Who wouldn’t? But you’re the
major contributor to the success of your therapy. Your psychotherapist’s job
is to provide the guidance and support you need to do your hard work. Talk-
ing about trauma is hard work. Coping with trauma is hard work. Like any
other hard work, you can’t do it continuously. You need breaks, you need
rest, and you need respite. Continuously avoiding traumatic memories
blocks needed processing, but processing must be done in tolerable doses.
Much of the time, distraction and avoidance are in order. It’s the balance
that’s crucial. Regardless, the ultimate outcome of treatment depends on
your persistence over the long haul.


Obstacles to the Therapeutic Alliance


Establishing a positive, collaborative relationship with trustworthy persons
is easy if you have a history of good relationships. But if you’ve been trauma-
tized in relationships—especially attachment relationships—then forming a
positive alliance can be a huge challenge. You cannot ignore all prior expe-
rience and just plunge into psychotherapy with a good therapeutic alliance.
You’ll bring with you all the problems with attachment and relationships dis-
cussed earlier. Three of these problems deserve special emphasis: distrust,
dependency problems, and boundary difficulties.


Working productively with your psychotherapist requires trust. If you’ve
been traumatized in intimate relationships or by persons in a caregiving role,
trust will not come easily. If you go on the basis of your previous experi-
ence—and no one is equipped to do otherwise—distrust is inevitable. You’re
likely to feel vulnerable to being injured or abandoned—or both, in that or-
der. Here’s a catch-22: if you can’t trust, you can’t do the work of therapy; if
you can’t do the work, you can’t learn to trust. Once in this bind, you’ll find
that developing trust is a gradual process that takes a lot of courage. You may
go back and forth. Trust will build slowly; as trust builds, you’ll be able to do
more work; and trust will continue to evolve. And your trust will be chal-
lenged from time to time by disappointments and frustrations in response to
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your therapist’s inevitable failings and limitations—what I call the “H-factor,”
the therapist’s being human.


As I noted in Chapter 6 (“Relationships”), it’s common for individuals
who have been traumatized by other persons to swing from one extreme to
another—from distrust to excessive dependency. This alternation should not
be surprising. When you finally develop a relationship that meets your
needs, you’re loath to let go and may rely exclusively on it.


Psychotherapy requires dependency. And psychotherapy can substitute
belatedly for the safe haven of attachment that was not available at the time
of the trauma. In a sense, the psychotherapist takes on the role of the attach-
ment figure—mother, father, or friend. It’s tempting to think of psychother-
apy as a kind of reparenting. But taken much beyond a metaphor, the hope
for reparenting is sure to lead to disillusionment.576 Psychotherapists’ time,
the extent of their caring, and their availability are all limited. Their liveli-
hood depends on payment for their services. Their capacity to be helpful as
psychotherapists requires the professional role, without which it wouldn’t be
possible to provide the essential blend of emotional involvement and profes-
sional detachment. Because of the inherent limits on how much you can de-
pend on your therapist, therapy also requires a considerable degree of self-
dependence—the capacity to bridge the gap between separation and re-
union—from the outset. And it’s not easy to be self-dependent when you’re
struggling with trauma. Ideally, therapy will help you depend on others
more easily.


Boundaries in the therapeutic relationship are especially crucial to
trauma treatment. Boundaries maintain the integrity of the self. Your bound-
aries regulate closeness and distance in your relationships. By establishing
boundaries, you maintain your privacy and your space. You set limits. Your
boundaries shift from one relationship to another—you maintain less dis-
tance in intimate relationships. Boundaries need to be flexible, neither too
rigid nor too fluid. A cell membrane is a good example of a flexible but du-
rable boundary; it allows connection and interchange with the outside but
also regulates what comes in and what goes out.


Trauma always entails intrusion and boundary violation—whether the
trauma results from a tornado, from an assault, or from childhood abuse.
Those who’ve been traumatized repeatedly by other persons, however, are
likely to have difficulty with interpersonal boundaries. A boy whose mother
routinely walked in on him whenever he was in the bathroom has had his
boundaries violated. A girl whose father continually went through her pri-
vate belongings has had her boundaries violated. A woman whose jealous
husband spies on her is having her boundaries violated. A more extreme
boundary violation is that of the body—physical or sexual assault. The most
extreme boundary violation is that of the mind—brainwashing and totalitar-
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ian control such as occurs in psychological abuse, whether it be in a prison
camp or in a home.58


Many persons whose boundaries have been violated are exquisitely sen-
sitive to the boundaries of others. They may feel extremely reluctant to in-
trude on others or to make any demands of them. They keep their distance.
They may not call, visit, or ask for help. Still other persons may have expe-
rienced such pervasive and severe boundary violations that they’ve never
learned to become aware of interpersonal boundaries. They may lack any
sense of privacy. They may intrude on others—using belongings without
asking, calling at all hours, making unreasonable demands—and then be
surprised or dismayed when rebuffed. Or they may allow themselves to be
intruded upon or exploited in this way by others.


Maintaining therapeutic boundaries is essential in the treatment of per-
sons who have been traumatized in childhood attachment relationships. The
relationship must remain thoroughly professional. Psychotherapy is incom-
patible with business dealings or social contacts. With rare exceptions, such
as emergencies, psychotherapy should take place at scheduled times in a
professional setting.


The desire to be reparented goes awry when boundaries are not main-
tained. Many persons who have been traumatized understandably long for
the physical comforting that they should have had. They feel extremely de-
prived and may have a hunger for soothing touch. This desire can be ex-
tremely powerful; it’s natural and healthy, well worth fulfilling. But within
psychotherapy, touch is problematic.577 Psychotherapy is a verbal process.
The comfort must come from being heard and understood, the sense that
your therapist has your mind in mind. Many individuals who have been se-
verely hurt and neglected feel that comforting words are a poor substitute for
much-needed touch, and the therapy relationship can be frustrating in that
respect. Physical comforting is highly desirable, but it should come from
other relationships. The therapy process can help build the needed trust to
make that possible.


Just as we’ve learned about the alarming prevalence of sexual abuse,
we’ve also become aware of the troubling occurrence of sexual exploitation
of patients by psychotherapists.578 Moreover, patients with a history of sex-
ual abuse are at highest risk for such exploitation.579 As much as you might
crave touch, you’re likely to perceive it as a signal that further boundary vi-
olations are in the offing. Then your sense of safety is jeopardized, and you
lose the fundamental prerequisite for therapy. Thus the therapist’s insistence
on maintaining boundaries—which at times may be frustrating to the pa-
tient—is an effort to preserve the therapeutic relationship. The same is true
of any relationship. If boundaries are seriously violated, the relationship is
likely to self-destruct, sooner or later.577
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Confidence in Resolving Conflicts


Maintaining a solid therapeutic alliance continually challenges both patient
and therapist. Even with patients for whom trauma isn’t a main focus, the
therapeutic alliance is likely to fluctuate considerably over the course of
treatment.574 You might find yourself starting with a relatively positive work-
ing relationship, only to find your trust and collaboration plummeting when
you get further into the painful work and your relationship with your thera-
pist deepens. Then you’ll be challenged to grapple with your feelings and
conflicts so as to reestablish the positive relationship. You may find that there
are times when your therapy is on the brink of falling apart. Perhaps you’re
infuriated at your therapist or extremely disappointed, and you have some
good reason to be. Talk it through. Developing the ability to work through
such difficult periods can be the most significant part of the healing process.
Conflicts are inevitable in all close relationships. Psychotherapy provides a
relatively unique opportunity to talk freely about conflicts in a relationship
with someone whose task it is to help you address interpersonal conflicts.
Thus addressing and resolving conflicts in psychotherapy can be of para-
mount importance in building your confidence in resolving conflicts in other
relationships.


The Benefits of a Therapeutic Relationship


Psychotherapy isn’t a cure by love. Rather than belatedly attempting to provide
the level of attachment security that was missing at the time of trauma, your
psychotherapist can help you mourn that lack of mothering, comforting, and
affection. No amount of psychotherapy can entirely redress that loss.


Although not a cure by love, the relationship established in psychother-
apy can be healing and growth promoting. All too often, traumatic events are
endured alone. Belatedly, these experiences can be revisited in the context of
a trusting relationship. Secure attachment provides the needed context for
processing and mentalizing—being able to have the traumatic memories in
mind and to make some sense of the experience.


You may extend the capacity to trust and the feeling of security that you
establish with your psychotherapist into your relationships with others. You
may translate the acceptance provided by your psychotherapist into self-
acceptance. Your therapist can serve as a model by helping you to think
about yourself in a more tolerant and compassionate way. As you become
more accepting of yourself, you can better confront your problems, conflicts,
and limitations. At first, you need your therapist’s help; later, you can do
these things more on your own and with the help of others.


You might think of psychotherapy as a bridge to other relationships in
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which your natural and healthy needs for intimacy and physical comforting
can be met.25 As Bowlby stated, the need for comforting attachment—
including touch—is lifelong.71 Optimally, psychotherapy is but a way station
that fosters a capacity to depend on others even more deeply and intimately.
Yet patients in our trauma education groups are quick to point out that,
while it’s hard to have the trust to get on the psychotherapy bridge, it’s even
harder to get off the bridge once trust has evolved. Developing other attach-
ments enables patients to leave the security of the bridge—ideally with the
knowledge that the bridge will still be there if they need it in the future.


Cognitive-Behavioral Techniques


A century ago, Freud pioneered psychoanalytic treatment of trauma-related
problems. Although he shifted focus from external trauma to internal con-
flict, the insight-oriented approach to psychotherapy that he developed con-
tinues to be a mainstay in the field of trauma. Ideally, as just discussed,
psychotherapy provides a context in which you can talk about traumatic ex-
perience and make sense of it in the context of a trusting relationship.


In recent years, clinicians have developed cognitive-behavioral therapies
focused specifically on treating symptoms of trauma, and most research on
the effectiveness of therapy for PTSD has focused on these approaches. Like
insight-oriented psychotherapy, these approaches offer a balance of contain-
ment and processing in the context of a safe and trusting relationship. Their
unique techniques, however, have been developed to structure the process-
ing of traumatic memories more systematically. Whereas individual psycho-
therapy for trauma is widely used but rarely researched,580,581 cognitive-
behavioral techniques have the advantage of considerable research support.


Exposure Therapy


Many techniques have been developed to help patients cope with frighten-
ing experiences and situations, and all these techniques require exposure to
the feared stimulus. You must become desensitized to whatever frightens
you. If you want to conquer a fear of public speaking, you might do so by
speaking in front of groups, perhaps starting with small informal gatherings
and gradually working your way up to more challenging groups. That’s how
most of us desensitize ourselves to fear—it’s called in vivo (in life) exposure.
With repeated exposure, your anxiety gradually decreases, and you respond
less strongly to the feared situation.


As PTSD attests, it’s not necessary to be in a frightening situation to feel
afraid; imagining frightening situations also brings fear. Thankfully, owing
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to the emotional richness of imagination, you don’t need to expose yourself
to traumatic situations to become desensitized. Imaginal exposure is also ef-
fective in reducing fear and anxiety. By talking about traumatic events and
integrating them into your self-understanding, you can become desensitized
to them. Keep in mind, however, that processing must be balanced by con-
tainment: if you try to go too fast and are unable to regulate the level of your
emotional distress, you can become sensitized rather than desensitized. You
may then respond more intensely—rather than less so—to the images and
memories.


Focusing on women with a history of assault, psychologist Edna Foa and
her colleagues developed a method of exposure therapy based on solid the-
ory and careful research.17 Foa582 highlighted three components essential to
successful processing of traumatic experiences, each of which plays a role in
a positive treatment outcome: 1) engaging emotionally with the traumatic
memories, 2) organizing a coherent narrative of the trauma, and 3) modify-
ing core negative beliefs associated with the trauma, namely that the world
is dangerous and the self is incompetent.


Although focusing on processing, Foa’s treatment approach attends to
the need for containment, for example, by providing educational material
about trauma and its treatment as well as relaxation exercises for the purpose
of stress management. Both in vivo and imaginal exposure are employed. As
an example of in vivo exposure, the rape survivor is instructed to return to
the scene of the assault—under safe conditions—and to remain there for 30–
45 minutes until her anxiety subsides. The imaginal exposure entails a series
of therapy sessions during which the patient repeatedly recounts the details
of the traumatic event as if it were happening in the present. The sessions of
imaginal exposure are audiotape recorded, and the patient continues the ex-
posure at home, listening to the tape recordings of sessions.


When exposure therapy proceeds according to plan, the patient’s anxiety
gradually subsides over the course of the therapy, and the narrative—the
story—becomes increasingly organized. The patient’s perspective on the
dangerousness of the world becomes more realistic, and she feels less incom-
petent and blameworthy. But the effectiveness of this process hinges on emo-
tional engagement—feeling the distressing feelings. Demonstrating this
point, Foa and her colleagues videotaped sessions to study the relation be-
tween patients’ facial expressions of fear and the outcome of the treatment.
They found that patients who experienced fear in conjunction with talking
about the traumatic events had a good treatment outcome—their posttrau-
matic symptoms decreased. Surprisingly, those who showed more anger
were less likely to improve, not because there’s anything wrong with feeling
and expressing anger but rather because the anger was blocking the process-
ing of fear.
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It’s not welcome news that effective treatment entails emotional pain, but
it makes some sense: you must feel the emotions in order to learn how to
regulate them and to become less frightened and intimidated by them. To say
that you must feel the fear, however, does not mean that you must feel panic
or terror; that would be counterproductive. The emotion is best kept at a
manageable level. For persons who have great difficulty regulating their
emotions, exposure therapy may not be the best approach.567 An alternative
is systematic desensitization, where there’s a greater focus on maintaining a
state of relaxation while imagining the traumatic situation.583 Although not
as extensively researched as exposure therapy, there’s some evidence that
systematic desensitization can be helpful in the treatment of trauma,584 such
that it might be considered as an alternative for those who cannot tolerate
standard exposure therapy.


Cognitive Restructuring


Researchers have found that persons with negative beliefs (cognitions)
about themselves and the world are more vulnerable to developing PTSD in
the aftermath of trauma, and that these negative beliefs also perpetuate
PTSD.585 Negative views about the self promote feelings of helplessness and
guilt, and unrealistic beliefs about the dangerousness of the world contrib-
ute to a feeling of ongoing threat, fueling worry, anxiety, and dread. Any ther-
apy for trauma will address these beliefs, but cognitive restructuring makes
them a primary focus.


There are many cognitive approaches to trauma treatment,566 but psy-
chologist Patricia Resick and colleagues’ cognitive processing therapy586 is
noteworthy in having a very clear rationale, blending a range of therapeutic
elements, and having solid research evidence for its effectiveness. Like expo-
sure therapy, the process begins with the patient writing a detailed descrip-
tion of the traumatic event and her reactions to it, then reading it aloud to
herself and to the therapist. The cognitive component involves educating
the patient about the role of maladaptive thinking in PTSD and then system-
atically exploring and challenging the negative thoughts so as to help the pa-
tient rethink the meaning of the experience in a more balanced way.


Eye Movement Desensitization and Reprocessing (EMDR)


Psychologist Francine Shapiro developed eye movement desensitization and
reprocessing (EMDR) somewhat fortuitously.587 When walking in a park,
she noticed that her rapid eye movements reduced her emotional distress at
a point when she was thinking disturbing thoughts. Then she developed a
systematic way of incorporating eye movements into trauma treatment.
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EMDR is similar to exposure therapy in that patients are instructed to think
about the details of a traumatic event and their reactions, and then they
bring images of the event to mind. EMDR incorporates aspects of cognitive
restructuring in identifying negative beliefs connected with the trauma, such
as self-blaming thoughts, and formulating alternative beliefs that are more
positive. The desensitization process involves bringing the traumatic mem-
ory to mind while simultaneously moving the eyes from side to side, follow-
ing the therapist’s fingers moving back and forth in front of the face.


After a series of eye movements, the patient is instructed to let go of the
traumatic images and to say whatever comes to mind. Quite often, memories
and ideas not previously connected with the traumatic events come to mind
and provide new perspectives on the meaning of the trauma. Over the course
of successful treatment, the emotional distress associated with the traumatic
memories abates, the traumatic images become less intrusive, and beliefs
about oneself become more positive.


A number of research studies have shown EMDR to be an effective treat-
ment for trauma,588,589 and a large number of clinicians have been trained in
the method. Yet many professionals remain skeptical of EMDR, in part be-
cause of continuing controversy as to whether the eye movements contrib-
ute to the effectiveness of the treatment.590,591 Like other effective treatments
for trauma, the full EMDR procedure includes aspects of containment, such
as education and help with stress management, as well as therapeutic expo-
sure and processing. EMDR can be a relatively brief treatment for some trau-
mas,592 and the relatively brief exposure to traumatic memories in EMDR
may make it a relatively tolerable procedure for many patients.593 Nonethe-
less, some patients find EMDR to be highly stimulating and difficult to tol-
erate. Like any other treatment method, EMDR will be helpful for some
patients and not others.


Challenges in Choosing an Intervention


Considering the large number of treatment techniques employed in treating
trauma, patients and therapists alike are keen to know which ones are most
effective. Cognitive-behavioral therapists have been most assiduous in re-
searching their treatment outcomes and comparing techniques. Exposure
therapy, cognitive restructuring, and EMDR are all effective. However, are
they all equally effective?


We have more research on the effectiveness of various interventions than
we have horse race–like comparisons between methods. The results of well-
controlled studies594,595 show more similarities than differences between ex-
posure and cognitive restructuring approaches in effectiveness. The clinical
difference between these two treatments is essentially a matter of emphasis;
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exposure therapies make use of cognitive restructuring and vice versa, so
their similarity in effectiveness is not surprising. Although research isn’t
consistent on this point, there may be some advantage in systematically
combining exposure and cognitive techniques.596


EMDR also includes a modified exposure component as well as cognitive
restructuring, and its effectiveness is well demonstrated. Researchers are be-
ginning to compare outcomes of EMDR directly to other techniques, which
will put patients and therapists in a stronger position to make informed
choices. One study noteworthy for its careful research methods compared
EMDR, exposure therapy, and relaxation training.597 All three interventions
were effective, with exposure therapy showing some advantage over EMDR
and relaxation training. Notably, although relaxation training may be a help-
ful adjunct to trauma treatment, it’s not generally effective as a stand-alone
treatment insofar as it does not include the processing of trauma.580


Research to date provides the strongest evidence for exposure as the cru-
cial element in treating PTSD.580 To reiterate, exposure entails bringing trau-
matic memories to mind and talking about them in the context of safety,
which entails mentalizing in the context of attachment. This process occurs
in the full range of cognitive-behavioral techniques as well as in psychother-
apy more generally. As emphasized throughout this book, trauma-related
problems may go far beyond PTSD, such that there’s far more to therapy than
exposure techniques. Moreover, some persons find any form of exposure to
be too anxiety provoking, such that the emphasis must be placed on contain-
ment, at least in the short run if not also in the long run. Thus, for complex
trauma-related problems, the treatment must be individualized in a way that
calls for sophisticated clinical judgment.581


Group Psychotherapy


We develop our first attachments in the context of dyadic relationships—
twosomes, such as mother and infant. But attachment gradually extends be-
yond caregivers and family members to encompass affiliation with groups.
Cohesive and stable groups can provide a powerful sense of belonging as
well as a sense of safety. Like a secure attachment relationship, they can pro-
vide a safe haven and a secure base. Although systematic research on the ef-
fectiveness of group therapy for trauma survivors lags behind research on
individual therapy, the studies that have been reported are encouraging.580


There’s tremendous diversity in the kinds of groups that are beneficial to
trauma survivors. Many groups are established according to the type of
trauma experienced—groups for victims of specific natural disasters, for
Vietnam veterans, and for incest survivors. Groups also can be beneficial for
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persons with dissociative disorders who may feel that their seemingly un-
usual symptoms are particularly alien.598 Herman58 emphasized that the
type of group should be matched to the stage of recovery. In the first stage,
group therapy should focus on safety; in the second, on remembering and
talking about traumatic experience; and in the third, on developing sustain-
ing relationships. Moreover, persons who have been traumatized should not
begin group therapy until they’ve achieved initial stability with individual
psychotherapy and other social supports. Prematurely entering a group in
which traumatic experience is discussed can be overwhelming and retrau-
matizing—sensitizing rather than desensitizing. Just talking about the topic
of trauma in groups can stir traumatic memories, and listening to other
group members talk about traumatic experiences can be extremely distress-
ing. Thus having developed some capacity to process trauma and contain the
associated emotions is a crucial prerequisite for doing additional work in a
group.


Yet when ready, traumatized individuals can benefit enormously from
group psychotherapy. Telling the story and having others bear witness takes
on a new dimension within the context of a group. Anyone who has been
traumatized has felt helpless, alone, and isolated. But many who have been
traumatized have been isolated by virtue of their own feelings of shame and
guilt. Being able to talk in a group helps overcome this sense of isolation, as
does learning that others have gone through similar experiences.


Overcoming the sense of isolation and establishing a base of emotional
support are probably the most important benefits of group therapy for
trauma. Group therapist Irwin Yalom599 referred to the appreciation that
others have struggled with the same problems as universality. But he also
found that the most common benefit offered by a therapy group is interper-
sonal learning. Withdrawing from others is a nearly universal response to
trauma. Moreover, those who have experienced prolonged childhood trauma
often have been systematically isolated from their peers. Therapy groups
provide a forum for learning to trust, to manage interpersonal conflicts, and
to interact in satisfying ways. Thus a cohesive group can provide a secure
base for exploring problems and conflicts in relationships as well as provid-
ing a great deal of support. Like individual psychotherapy, a group can be a
stepping stone to a wider array of relationships and community groups.


Family Interventions


Family work in relation to trauma is extremely complex, owing to the diver-
sity of trauma, the multiplicity of family members and their roles, and the
many purposes of intervention. Here, as elsewhere, safety is the overriding
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issue. If family members—spouse, siblings, parents—are involved in ongo-
ing violence or abuse, any treatment effort will be stalemated. Enlisting the sup-
port of any family members who can be supportive is essential, whether they’re
in the contemporary family or the family of origin. Yet it’s essential, first, to con-
sider the impact of trauma on those who are in the role of caregivers.


Strain on Caregivers


Those to whom we are closest usually bear the brunt of our problems. Of
course, any serious psychiatric disorder may place a significant burden and
strain on family members, and this effect is true for trauma-related disorders
as well.600 Many trauma-related problems such as dissociative experiences
are bewildering. Deliberate self-harm is frightening, and suicide attempts
can be downright terrifying. Partners who are willing to bear witness to the
trauma may find themselves traumatized vicariously. They may experience
painful emotions, have nightmares, or be aware of intrusive thoughts about
the trauma. Short of vicarious trauma, they may feel taxed by emotional tur-
bulence in the relationship. Most poignantly, couples struggle with the bar-
riers trauma poses to healthy intimacy:


A woman who had been raped became panicky and rageful when her hus-
band lay on top of her with his face close to hers during sexual intercourse.
His weight on her chest interfered with her breathing and triggered memo-
ries of feeling suffocated. This fearful reaction was explained to her husband
as being analogous to a Vietnam veteran’s flashback on hearing a car backfire.
Recognizing this connection enabled the couple to find ways of being sexu-
ally intimate without triggering symptoms of PTSD.


Vulnerability to emotional contagion and reenactment of traumatic rela-
tionship patterns are common problems in intimate relationships.601 Emo-
tional contagion is a problem for us all, especially in close relationships.
Traumatic stress is contagious, and trauma-related symptoms are all the more
distressing to caregivers because they’re hard to understand and don’t seem
justified by the situation. The 90/10 reaction is seen as an unjustified over-
reaction. In addition, as discussed in Chapter 6 (“Relationships”), reenact-
ments are common in close relationships. Not only is it distressing to the
traumatized person to feel as if the abuse and neglect is occurring yet again,
it’s also distressing to the caregiver to be experienced as abusive and neglect-
ing—or worse, to be drawn into behaving in abusive and neglectful ways.
These problems of contagion and reenactment are particularly intense when
both members are struggling with a history of trauma. Then 90/10 reactions
on both sides can magnify each other.


Quite naturally, caregivers struggling with contagion and reenactment
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will feel stressed out and helpless, and they’re likely also to become irritable
and frustrated. Their entreaties—“Just do something to get your mind off
it!” or “Stop acting crazy!”—will fall on deaf ears. Extensive research on the
role of the family in psychiatric disorders has focused on the harmful effects
of criticism and hostility directed toward the person with the disorder, and
these findings apply to trauma as well. Not uncommonly, persons with PTSD
become engaged in hostile and critical interactions with family members,602


and these interactions have an adverse effect on treatment as well as family
relationships. Frustration and argumentativeness burden everyone.


The obvious strain on caregivers places an additional burden on trauma-
tized persons, who are already likely to feel unrealistically guilty as well as
to fear that they will be abandoned yet again. It’s easy to lose sight of the fact
that many caregivers are steadfast, and their emotional reactions stem partly
from the level of their concern and caring as well as their sense of helpless-
ness.


As described in Chapter 8 (“Depression”), caregivers walk a tightrope,
potentially alternating between being overly critical and withdrawing. To
remain steadfastly supportive, caregivers also need help.603 Just as the trauma-
tized individual needs to be educated, so, too, does the family.604 Just clarifying
the basis of the traumatized member’s difficulties can often prove helpful. Bet-
ter understanding brings more acceptance and a prospect of calmer interac-
tions. When the family’s anxiety abates, the traumatized individual’s anxiety
also decreases.


How Partners Can Be Supportive


No special characteristics are needed to support a traumatized person—just
tolerance, patience, understanding, dependability, empathy, compassion,
and affection! These characteristics are likely to be needed in considerable
measure. I have greatly admired a number of supportive partners, but I have
yet to meet a saint. Many persons have these admirable characteristics in
large measure, but no one has them in limitless amounts. And support is
inevitably intermingled with periods of apprehension, frustration, and dis-
couragement. Patience and tolerance wear thin.


Partners must maintain their own boundaries; they must know their lim-
its and set them. Partners who overextend themselves will not be able to sus-
tain their support and are likely to withdraw or break off the relationship.
Partners can be helpful in fostering other supportive relationships and in en-
couraging involvement in whatever form of treatment may be needed.


To be supportive, partners need to be supported. They must take care of
themselves to be able to be caregivers. They also need supportive relation-
ships. When we conducted family workshops for traumatized patients,25
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partners told us that the single most important thing for their well-being was
ensuring that their life did not become dominated by the trauma. Maintain-
ing outside interests and other supportive relationships were crucial. Many
also find it helpful to participate in treatment with the trauma survivor or to
find their own individual or group treatment.


Disclosure and Confrontation


Seeking support requires you to let others know something about the trauma
you’ve undergone. This openness may not be so difficult if the trauma was
an accident or a criminal assault. But much traumatic experience—rape or
child abuse—is associated with a great deal of shame. In such cases, disclo-
sure is no easy matter. Children who disclose sexual abuse often experience
adverse consequences: they’re not believed, not supported, or blamed for en-
suing family problems. When these reactions occur, the whole experience
becomes even more traumatic.605


If the traumatic experience involved maltreatment within your family of
origin, then disclosing the trauma within the family will prove particularly
challenging. Experienced clinicians recommend that you make a list of fam-
ily members, then begin telling persons who are most likely to be receptive
or who may be able to provide validation by offering additional informa-
tion.606 Such planning makes disclosure a thoughtful, step-by-step process.
Moreover, at various points, disclosure shades into confrontation. For exam-
ple, when a history of abuse is revealed to unknowing family members, such
as the mother, resentment or outrage at their failure to protect or their com-
plicity also might come to the fore. Some individuals might even decide to
confront those who abused them as the final step in bringing the traumatic
experience to light.


Disclosure and confrontation are likely to have a powerful impact, for
better or for worse. To ensure a better chance of their being therapeutic in-
stead of destructive, careful preparation is essential. If done at all, disclosure
and confrontation be should be done in the later stages of treatment rather
than at the beginning. It’s particularly important to resist being pressured
into premature confrontation by an outraged friend, family member, or sur-
vivors’ group.


Progress in therapy can be a gauge for your readiness to disclose the
trauma outside of therapy. Readiness for disclosure is marked by being able
to talk about the trauma without becoming emotionally overwhelmed or
dissociating. Disclosure and confrontation require that you be comfortable
with expressing anger and experiencing the sense of power that goes with it.
The motto, safety first, applies to this situation as it does elsewhere. You
should have built up a reliable support network and trustworthy allies—in
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the family or outside it. The process of disclosure can be extremely stressful
and will necessitate additional support. Also, you should be at a point where
you feel in control of any self-destructive inclinations and can ensure your
own safety. Finally, some individuals may use the help of a therapist in the
disclosure process.


Setting realistic goals helps pave the way for disclosure and confronta-
tion. Disclosure can be empowering to the degree that unburdening yourself
facilitates giving up secrecy, shame, guilt, and a feeling of responsibility for
the trauma. Disclosure may also bring forth validating information, bolster-
ing your sense of reality. Ideally, disclosure and confrontation can open up
communication within the family and provide an opportunity to establish
more healthy adult relationships.


Some goals are understandable but counterproductive. Revenge is a
likely motive for confrontation. The desire for revenge may be more or less
conscious, but it’s probably always present to some degree. If vengeance is in
the forefront, an explosive situation may be in the offing, which heightens
the potential for retraumatization. A related goal may be to have an emo-
tional catharsis—in effect, “If I could just let him have it, I’d feel better.” But
the idea of a cure by catharsis is just as dubious in the context of family work
as it is in any other type of therapy.


No matter how extensive your preparation, you cannot be assured that
disclosure and confrontation will lead to any particular outcome—or even a
good outcome. At best, the result is likely to involve a mixture of satisfaction
and disappointment. Keep in mind that you cannot control others; you can
only control what you do. If your well-being depends on a certain outcome,
such as being believed or hearing expressions of remorse, you could be risk-
ing additional disillusionment. If you can settle for being satisfied with hav-
ing spoken out and told the truth, regardless of the consequences, then
you’ll have more control over the whole process. 


Emancipation and Connection in Adulthood


Extricating yourself from traumatic relationships isn’t easy. At worst, traumatic
bonding may be like emotional superglue. Many adult children who felt mis-
treated by their parents remain highly dependent on them yet angry and resent-
ful toward them—the adult counterpart of resistant attachment. They encounter
extreme frustration and disillusionment as they continue to hope—despite on-
going evidence to the contrary—that family relationships will be more fulfilling.
It’s not easy to gauge how much change is possible and how much energy to de-
vote to it. Persistence is admirable, but it can be carried too far. When faced with
the impossible, giving up is not an unreasonable strategy.


Often, adults struggling with ambivalent attachments to their parents go
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from one extreme to another. Feeling frustrated and hurt, they’re tempted to
break their ties completely and cut themselves off from the family. In some
cases, a period of distance may be needed to maintain safety and to prevent
retraumatization. In some instances, minimizing close contact over the long
term may be the only solution. Yet family cutoffs are incompatible with life-
long needs for attachment, and most persons prefer not to sever family ties.
Becoming more self-dependent does not mean becoming completely inde-
pendent. In some instances, family therapy may help adult children strike a
better balance, becoming more separate and autonomous so as to remain
emotionally connected in a more stable and satisfying way.


Medication


We have antianxiety medications, antidepressants, antipsychotics, and anti-
convulsants. There are no anti-PTSDs or antidissociatives. But, in conjunc-
tion with psychological interventions, many medications initially developed
for other psychiatric disorders and general medical conditions also provide
some benefit for trauma-related symptoms. Our drug classifications should
not be taken too seriously. The brain has a mind of its own and shows little
respect for our labels. Regardless of the name we assign a medication, the
brain determines what to do with it. Antidepressants, for example, have
turned out to be effective in preventing panic attacks and treating anxiety
more generally; thus it’s been suggested that selective serotonin reuptake in-
hibitors—SSRIs such as fluoxetine (Prozac)—could well be considered
“antinervousness” agents.607


Psychopharmacology, the treatment of psychological symptoms with
medication, is evolving at a fast pace. New medications are continually com-
ing onto the market, and older medications are being tried in new ways. Al-
though psychiatrists have accumulated a great deal of clinical experience in
using medications for treating PTSD in the treatment of trauma, relatively
little controlled research on the effectiveness of various medications for
treating PTSD has been conducted.608 And there are two glaring limitations
of studies conducted to date. First they tend to focus on one disorder—
PTSD—whereas many traumatized patients have multiple disorders. Sec-
ond, they study one medication in isolation from others, whereas many pa-
tients are prescribed combinations of medications. Moreover, psychiatrists
recognize the need to target medications to the specific biology or to the spe-
cific symptoms of PTSD rather than continuing only to rely on medications
for other disorders.608


This section describes the extensions of the major classes of psychiatric
medications to the treatment of trauma. I present this material not to imply
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that you should be taking any specific type of medication; that decision is
between you and your psychiatrist. I’m primarily interested in getting across
a few general points. First, an awareness of medication treatment under-
scores the significance of biological factors in trauma-related problems. Sec-
ond, there are lots of possible avenues of help with medication. Third, you
should appreciate the complexity of treating trauma-related symptoms with
medication. As with the rest of treatment, you may need substantial doses of
patience and persistence. But the effort is worthwhile, because medication
can be one pillar of containment; taking medication is a cornerstone of self-
regulation.


Antidepressants


As described in Chapter 8, depression is a common result of trauma, so it’s
not surprising that many traumatized patients are prescribed antidepres-
sants. Yet, failing to stay within the bounds of our labels, antidepressants are
the closest we have to an anti-PTSD medication, and their effectiveness in
treating PTSD is far better supported by research than any other type of med-
ication.608 Other types of medication are used to target problematic symp-
toms that may accompany PTSD, but antidepressants have become the
standard pharmacological treatment.


Earlier antidepressants employed in the treatment of PTSD include tricy-
clics such as imipramine (Tofranil) and amitriptyline (Elavil), as well as
monoamine oxidase inhibitors such as phenelzine (Nardil). The newer anti-
depressants, the SSRIs, have now become the first-line treatment for PTSD.580


The SSRIs include sertraline (Zoloft) and paroxetine (Paxil), which, at the
time of this writing, are the only two medications to receive indication for
treatment of PTSD from the U.S. Food and Drug Administration.609 Serotonin
plays a major role in the overall regulation of brain activity,610 and SSRIs in-
crease its availability by inhibiting the reuptake mechanism that terminates its
action. In addition to serving as antidepressants, these serotonergic medica-
tions can help with the full spectrum of PTSD symptoms, including not just
hyperarousal and intrusive symptoms but also avoidance and numbing.611 Be-
cause they also appear to help with control of impulsive behavior, the SSRIs
play a useful role in treating symptoms such as self-directed aggression, explo-
siveness, and behavioral reenactment of trauma.612


Other Classes of Medication


PTSD is an anxiety disorder, and antianxiety medications (e.g., benzodiaz-
epines such as diazepam [Valium], alprazolam [Xanax], lorazepam [Ativan],
and clonazepam [Klonopin]) are widely employed to reduce anxiety and
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promote sleep. Although the antianxiety agents would seem to be the logical
choice in treating PTSD, research on their effectiveness has yielded mixed re-
sults,392 and these medications can create additional problems.612 The ben-
zodiazepines resemble alcohol in their neurophysiological effects, and, like
alcohol, they can be addictive. You can develop a tolerance to them so that
you need increasingly high doses to get the same effect. In addition, abrupt
withdrawal can be dangerous, for example, leading to seizures. Withdrawal
also can stimulate rebound anxiety, worsening PTSD symptoms. Other
potentially adverse side effects for persons coping with trauma include
depression, decreased ability to exert control over aggressive impulses, and
memory problems. Benzodiazepines also can react dangerously with alcohol
and can lead to falls, suppression of breathing, and loss of consciousness.


As noted repeatedly throughout this book, the basic response to trau-
matic stress is fight or flight, which entails sympathetic nervous system
arousal. Medications used primarily to treat hypertension (high blood pres-
sure) have been enlisted in the treatment of PTSD because of their effects on
sympathetic arousal.613 Beta blockers, for example, dampen physiological
arousal, thereby alleviating subjective distress and attenuating the physio-
logical triggers for panic attacks. Like many other psychiatric medications,
these antihypertensives may have serious side effects and must be carefully
prescribed and monitored.


Some agents employed as antiseizure medications (anticonvulsants) as well
as lithium, an antimanic agent used to treat bipolar (manic-depressive) disorder,
also appear to be of benefit in stabilizing mood. PTSD is neither a seizure disor-
der nor a mood disorder but, given the potential role of some anticonvulsants
and lithium in stabilizing mood-related symptoms, these medications may also
be employed to treat such symptoms in patients with PTSD.611


Psychotic symptoms reflect a loss of contact with reality. Hallucinations
(e.g., hearing voices) and delusions (extremely unrealistic beliefs, such as
believing one’s food to be poisoned) are not included in the diagnosis of
PTSD, but a number of persons also experience these symptoms in associa-
tion with PTSD.614 Although antipsychotics are not indicated for routine
treatment of PTSD,580 low doses of these medications may be helpful in the
treatment of associated psychotic symptoms.615 New-generation antipsy-
chotics with fewer side effects are gaining more widespread use and thus
may find increasing clinical application in the treatment of trauma.608


Individual Differences


There are already lots of potentially helpful medications, and lots more will
undoubtedly come on the market. Not only are there many individual med-
ications to choose from, but also these medications are frequently used in
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combination. The huge number of possible medications, combinations, dos-
ages, and lengths of treatment makes choosing the optimal treatment ex-
tremely complex.


The particular treatment must be matched to the individual’s symptoms.
In addition to having different symptom patterns, individuals differ widely
in how they respond to specific medications. What works for someone else
may not work for you, even if your symptoms are similar. These individual
differences are undoubtedly related to constitutional factors such as genetic
makeup and metabolism. Because of the genetic contribution, a family his-
tory of medication response may be a useful guide. If a parent or sibling ben-
efited from a particular medication, you may also respond well to it. Note
that pharmacotherapy invariably involves some trial and error to find the
optimal medications, as well as some tinkering to find the best combinations
and dosages. In addition, various medications should receive an adequate
trial; for some, several weeks or even months may be needed to achieve the
optimal benefit.616 Moreover, you may need to continue taking medication
for a considerable time after recovery to guard against recurrence of symp-
toms. Finally, your medication needs may change over time, depending on
your condition and your response to treatment.


Integrated Treatment


It’s utterly natural to wish for a cure by medication—or by anything else, for
that matter. Anyone would. For trauma, however, the current medications
are only moderately effective, at best. And medication is only part of more
comprehensive treatment. Medication isn’t an alternative to psychotherapy
and other forms of psychological treatment; instead, psychological and
pharmacological treatments potentially enhance each other. If your symp-
toms are severe and you feel completely out of control, working productively
in psychotherapy may be out of the question. Medication may be essential
to provide the stability for psychotherapy to be feasible. Moreover, psycho-
therapy may entail exploring traumatic memories, and this exploration can
temporarily heighten anxiety and arousal. Medication may provide contain-
ment by helping to keep arousal within bounds. And it works both ways:
psychotherapy, by fostering self-understanding and self-control, may help
control arousal so that the medication will be most effective. At best, from a
psychosomatic perspective, psychotherapy and pharmacotherapy work syn-
ergistically: mind stabilizes brain, and brain stabilizes mind.


One final point about medication: it won’t work if you don’t take it. This
obvious point is worth addressing, because patient compliance with any
kind of medical treatment is notoriously poor. Yet it’s crucial not only to take
the medication as prescribed but also to keep track of its benefits and side
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effects and report them to your psychiatrist. Making optimal use of medica-
tion therefore requires a high level of collaboration between patient and phy-
sician. Your psychiatrist will have no way to judge the potential effectiveness
of the medication without your collaboration and feedback. Without such
active collaboration, the often complicated process of finding the optimal
medications and dosages will be unduly prolonged.


Yet severe trauma-related problems can interfere with needed collabora-
tion. For example, if dissociation leads to gaps in memory, you may not re-
member what medication you have taken, and you may have more difficulty
evaluating its benefits. When such problems significantly interfere with
medication compliance, treatment in a structured setting, such as an inpa-
tient unit or day hospital, may be needed so that regular observation is pos-
sible. Otherwise, it’s another catch-22 situation: you need to be taking the
medication for the symptoms that interfere with your taking the medication.


Hospital Treatment


Occasionally, some persons with a history of attachment trauma and severe
symptoms need hospitalization during periods of crisis. Hospitalization pro-
vides added external containment when self-regulation and social support
are not sufficient.


A number of different precipitants may create trauma-related crises that
merit hospitalization. Under the weight of stress pileup, you may feel over-
whelmed and, at worst, resort to self-injurious behavior as a way of coping.
Hospitalization may be needed for self-protection, and, for some persons,
hospitalization is required to prevent destructive behavior toward others.
Ideally, the person in crisis can be hospitalized during periods of high risk
before acting on destructive impulses.


Remembering long-forgotten traumatic experience is another potentially
disruptive stressor197 that sometimes precipitates a crisis eventuating in hos-
pitalization. An individual who has gone for years or even decades with no
thought of childhood trauma may have this past experience brought to
awareness by some stressor in adulthood such as an accident, an assault, a
loss, or a divorce. The mind may be flooded by traumatic images and feelings
of confusion and panic. And, for those predisposed, any emotional crisis—
including being flooded by memories of trauma—may lead to episodes of
dissociation. Recurrent flashbacks, uncontrolled switching among dissocia-
tive states, and continual interruption of ongoing experience by amnesia can
make it virtually impossible to cope with the demands of daily life. Then
hospitalization may be needed to get you back on track.617


The principle, safety first, applies as much to hospitalization as it does to
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any other form of treatment. Initially, however, the individual will be con-
fronted with an unfamiliar environment, many strangers, and a number of
restrictions. It’s not uncommon for patients to want to leave the hospital
soon after they’ve been admitted. But during a crisis, the inpatient setting
can become a much needed safe haven. The main function of hospital treat-
ment is to provide protection and to enhance self-control. But hospitaliza-
tion also serves a variety of other functions by providing protection from
intruders, a structured day with constructive activities, an opportunity for
24-hour observation to monitor dissociation and switching, a healthy daily
cycle of sleep and wakefulness, medication management, and medical care.
Perhaps most important, individuals in crisis typically are isolated—back in
the fundamental traumatic situation of feeling afraid and alone. Hospital
treatment counters isolation by encouraging the individual to reach out and
make contact with others, promoting social engagement rather than isola-
tion. The hospital environment ensures involvement in relationships, which
ultimately hold the key to healing.


Not uncommonly, patients enter the hospital with the anticipation of
delving into memories of trauma in a safe environment. There’s no question
that a hospital can be a safe place to do painful therapeutic work. Yet hospi-
talization for that purpose alone is questionable.618 The goal of a curative ca-
tharsis is an illusion. If hospitalization is needed because of the likelihood
that further processing of trauma would lead you to become emotionally
overwhelmed or put you at risk for further destructive behavior, then the
balance in treatment has tipped too far away from containment. The func-
tion of hospitalization should be to bolster your capacity for containment.


Most trauma treatment will be carried out on an outpatient basis, and, in
general, hospitalizations for crises will be brief. Some individuals, however,
may need longer hospitalizations. Factors that may necessitate longer hos-
pital stays in the treatment of trauma-related disorders are similar to those
that make for extended hospitalization in the treatment of other psychiatric
disorders.619 These factors include protracted destructive or self-destructive
behavior, complex dissociative symptoms that do not allow for a rapid res-
toration of continuity, other severe symptoms that do not respond to outpa-
tient treatment (such as severe depression or eating disorders), family
problems that preclude discharge to a supportive environment, or complica-
tions in establishing appropriate outpatient treatment.


As the role of trauma in psychiatric disorders has become more apparent
over recent decades, specialized inpatient treatment programs for trauma
have been developed.257 These programs have the advantages of providing
clinical expertise in conjunction with a milieu in which patients with similar
experiences can support and learn from each other. The effectiveness of
these programs has been somewhat hard to gauge, as relatively little research
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has been conducted and we always have difficulty knowing which aspects of
these multifaceted programs are helpful. Moreover, because the programs
are geared to the treatment of patients with more severe and chronic trauma,
their effects are understandably modest.


Most research on specialized inpatient programs has been conducted on
combat trauma in Department of Veterans Affairs hospitals, and this research
attests to the challenges in treating chronic trauma.620 Studies of specialized
treatment for traumatized women have yielded encouraging results, al-
though these findings must be considered preliminary.621 We found that pa-
tients benefited substantially from hospitalization but continued to struggle
with symptoms 1 year after discharge.257 Given the inherently waxing and
waning course of complex trauma-related disorders, however, we don’t ex-
pect any treatment to be curative; the goal of hospitalization of any duration
is to foster sufficient containment so that treatment can proceed on an out-
patient basis.


Just as we can think of the need for containment as ranging along a wide
spectrum, mental health services also can provide a broad continuum of
care, including inpatient treatment, day-hospital programs, residential treat-
ment, halfway and quarterway houses, activity and vocational programs,
medication clinics, and social work services, as well as individual and group
psychotherapy. In principle, you could have whatever level of support you
might need during a given period of treatment. In practice, the availability
of services varies widely from one region to another, and costs typically im-
pose significant constraints.


Quality of Life


Here’s one way to think about trauma treatment: your capacity for contain-
ment must be developed so that you can get on with the real work of therapy,
processing the trauma, for example, by exposure therapy. However, I’ve
come to think of this formulation as backwards. The main goal of therapy is
to develop the capacity for containment, through building supportive at-
tachment relationships and self-regulation skills that promote emotion reg-
ulation. Processing isn’t something to be done for its own sake; the value of
processing is to build greater capacity for containment—through secure at-
tachments and self-regulation.


This thought brings me to a key conclusion: some individuals get so
caught up in trying to uncover everything in the service of “getting it all out”
that they completely lose sight of the goal of treatment—improved quality
of life.580 This point is so obvious that you can breeze right over it without
even thinking about it. So let me emphasize again: the goal of treatment isn’t
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to uncover memories or to purge emotion but rather to improve the quality of
your life. At worst, catharsis can become a way of life or a substitute for liv-
ing. As such, it’s not much of a life, and it could be endless.


Treatment is likely to play a significant role in working toward the goal
of enhancing your quality of life. But treatment isn’t sufficient. As discussed
in Chapter 7 (“Illness”), your health-related behavior also plays a major role
in your well-being. To reiterate stress researcher Bruce McEwen’s264 point,
the advice our grandmothers could have given us now has a solid scientific
foundation: eating well, sleeping well, moderating use of alcohol, refraining
from smoking, exercising routinely, and maintaining supportive relation-
ships all contribute significantly to our physical and mental health. Few of
us can live being completely free of illness, and many traumatized persons
live with a considerable amount of illness. But we’d best aspire to live well—
with illness if need be. This approach brings us to the topic of hope.
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HOPE


This chapter brings hope from the background into the foreground. I’ve in-
tended each chapter to provide some grounds for hope by promoting under-
standing and suggesting coping and treatment strategies. But I’ve adopted a
low-key approach, based on years of working with traumatized persons. I’ve
found that a cheerfully upbeat and naively optimistic attitude fails to inspire
hope by not respecting the gravity of traumatic experience. Excess optimism
can be demoralizing, teetering on the “just-put-the-past-behind-you” injunc-
tion that so alienates traumatized persons by neglecting the sheer difficulty
of recovering from trauma. You know from experience what I’ve endeavored
to reinforce throughout this book: recovering and remaining well can require
hard work over a long period of time on many fronts—trying to make sense
of the trauma, striving to take care of yourself, and cultivating close relation-
ships.


I trust you’ve gathered that there are grounds for hope, not least that
trauma can be understood and that there are many potential avenues of heal-
ing. And I find reason for hope in the prodigious amounts of energy and intel-
ligence that legions of clinicians and researchers are devoting to expanding
our understanding of trauma and to developing increasingly effective treat-
ments. At the time of this writing, the American Psychiatric Association is
finalizing guidelines for treatment of posttraumatic stress disorder (PTSD)
that pull together current knowledge and chart the course for future research.
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Psychotherapeutic approaches will continue to be refined, and we can count
on significant progress on the biological front. The Decade of the Brain has
come to a close, but researchers are forging ahead on the neurobiology of
trauma, an endeavor that will enhance understanding and treatment in ways
we can hardly foresee. Sadly, it has taken neuroscience to demonstrate what
every trauma sufferer knows beyond a doubt: trauma is a real illness. And Co-
lumbia University psychologist Susan Coates622 proposed that the events of
September 11, 2001, yielded an overdue benefit to trauma survivors: “The
long-standing stigma on traumatized individuals has come to an end” (p. 11).


The topic of hope is too important to leave implicit in what I’ve written
thus far, because healing from trauma depends on it. As with all else, we
must understand hope as best we can. I recognize that I’m rushing in where
angels fear to tread; writing about hope is a bit like writing about love (and
I wasn’t deterred from that either). There’s a limit to how much analysis
some emotional experiences can withstand, and we always run the risk of
trivializing. Undaunted, I’m applying the approach I’ve taken to all the other
emotions, convinced that thinking about hope more clearly might help you
cultivate it.


This chapter proceeds in four steps. First, I’ll give some definition to hope
by contrasting psychological and existential perspectives. Second, I’ll make a
bold suggestion as to what traumatized persons might hope for: flourishing.
Third, I’ll discuss two aspects of trauma that most threaten hope: depression
and evildoing. Finally, I’ll discuss three foundations of hope: meaning, benev-
olence, and self-worth.


Understanding Hope


I’ll begin sharpening the concept of hope by distinguishing it from wishing
and optimism. Then I’ll discuss the psychology of hope, emphasizing how
feeling and thinking must be conjoined in hope. Yet, believing that psychol-
ogy cannot take us far enough, I’ll construe hope as an existential stance
adopted in tragic circumstances.


Wishing and Optimism


My mentor, psychologist Paul Pruyser, drew a sharp contrast between hoping
and wishing. Wishing focuses on specific objects or desirable things—we wish
for everything from a winning lottery ticket to a new home or a suitable mate.
When we think or say, “I hope that .. .,” we’re often just wishing. Certainly,
nothing is wrong with wishing; on the contrary, desires that prompt wishing
fuel our worthy goals and projects. Yet to wish is not to hope.
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Hope and optimism are not so easily distinguished; they overlap in three
ways. First, both entail positive expectations about the future. Second, both
can be more or less realistic, and, if they are too unrealistic, both can be
counterproductive, undermining prudence, planning, and constructive ac-
tion. Third, both can be traits or states. That is, like optimism, hopefulness
can be a relatively enduring trait; some persons are characteristically more
hopeful than others. Too, like optimism, hopefulness is a potentially change-
able state of mind; in the aftermath of a major loss or setback, you can sink
into hopelessness, and then you can rebound into hopefulness. Ideally men-
talizing, you might recognize that such feelings of hopelessness are a state of
mind that is biasing your appraisal of reality.


In the face of all these similarities, here’s the main difference: optimism
pertains to less serious matters, and hope applies to more grave concerns. To
take extreme examples, you might be optimistic that you’ll have a sunny day
for your picnic, whereas you might maintain hope that humanity will find a
way to avert its self-annihilation with weapons of mass destruction.


To take the lighter side for a moment, much can be said in favor of opti-
mism. Extensive research shows that optimism is associated with good
mood, good health, popularity, perseverance, and success in a wide range of
endeavors.623 Conversely, pessimism is associated with alienation, passivity,
failure, and ill health. Although a mildly unrealistic positive bias is healthy
and beneficial,235 optimism works best when it’s tempered by pessimism, as
reality dictates.


As I contended at the outset, optimism seems too lighthearted a word to
capture what’s needed in the oftentimes grueling process of healing from
trauma. Just like healing from any other serious illness or psychological
wound, healing from trauma requires hope.


Psychological Perspectives: Agency and Pathways


Your heart and head must work together here. Hope requires a synthesis of
emotion and reason, feeling and thought. Emotion and reason come to-
gether in Karl Menninger’s624 definition: hope provides a motive force (emo-
tion) for a plan of action (reason) that has prospects of succeeding. As
Menninger saw it, hope sustains a confident search based on sound expec-
tations. The research of psychologist Rick Snyder and his colleagues625 on
hope parallels Menninger’s view. Snyder and his colleagues propose two in-
gredients: agency (the emotional motive force) and pathways (the reasoned
plan of action). Borrowing from the proverb “Where there’s a will there’s a
way,” Snyder defined hope colloquially626 as “the sum of mental willpower
and waypower that you have for your goals” (p. 5). Willpower (agency)
refers to determination and commitment, a feeling of having what it takes to
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achieve your goals. Waypower (pathways) requires effective means for reach-
ing your goals. Thus hope must not be blind; to act hopefully, you need more
than the motivation; you also must have some sense of direction—a path-
way.


Oncologist-hematologist Jerome Groopman’s work with gravely ill pa-
tients led him to an elegant formulation in his brilliantly wise book, The
Anatomy of Hope.627 His definition also combines feeling and thinking, both
grounded in reality:


Many of us confuse hope with optimism, a prevailing attitude that “things
turn out for the best.” But hope differs from optimism. Hope does not arise
from being told to “think positively,” or from hearing an overly rosy forecast.
Hope, unlike optimism, is rooted in unalloyed reality. Although there is no
uniform definition of hope, I found one that seemed to capture what my pa-
tients had taught me. Hope is the elevating feeling we experience when we see—
in the mind’s eye—a path to a better future. Hope acknowledges the significant
obstacles and deep pitfalls along that path. True hope has no room for delu-
sion. (p. xiv; emphasis added)


Most germane to our concerns, Groopman’s observations attest to the
cardinal role of hope in recovering from serious illness. Also directly perti-
nent, Snyder626 described how supportive attachment relationships foster
hopefulness and, conversely, how trauma in childhood and adulthood tends
to erode hope. But Snyder’s research also documents a broader range of ben-
efits. Hope is associated with positive emotion, high self-esteem, a sense of
control, and greater problem-solving ability as well as more success in at-
taining goals. Little wonder that hope fosters coping and recovery. Unsur-
prisingly, Snyder found that hopefulness is diminished by painful emotions
like depression, hostility, anxiety, and guilt feelings.


Existential Hope


Drawing on his substantial contributions to the psychology of religion, Paul
Pruyser628 considered hope to be an existential condition. Here’s the link be-
tween trauma and hope: hoping presupposes a tragic situation and serious
suffering. When all is well, you might do a lot of wishing, but you have no
need for hope. Hope is a response to felt tragedy. For example, one might have
hope that life can be worth living despite the handicaps and troubles im-
posed by illness, hope that life-threatening disease can be faced with cour-
age, or hope that bitterness can be overcome.


When you consider that hope is a response to felt tragedy, you can
appreciate how hope and fear are close companions. We most need hope
when we’re threatened and endangered; thus hope is always infused with
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fear to a greater or lesser degree. When we focus on the danger, we feel more
afraid; when we can envision averting the danger, we feel more hopeful.
Thus we tend to alternate between fear and hope in varying proportions.
Ironically, as Stoic philosopher Seneca claimed, “You will cease to fear if you
cease to hope” (quoted by Nussbaum,117 p. 28). But giving up hope, and
thereby giving in to despair, is too great a price to pay for ridding oneself of
fear.


Hope requires restraint. Pruyser contrasted the demanding impatience of
wishing with the modest and more peaceful waiting that hoping sustains.
Based on a tragic sense of life and an undistorted view of reality, hoping en-
tails an attitude of modesty and humility, coupled with recognition that re-
ality—and the future—is open ended, not fully knowable. Accepting our
inherently limited grasp of reality allows for the possibility of novelty, leav-
ing some space for hope. An absolute conviction that things will turn out
badly immodestly fails to take into account our limited grasp of reality.


Hope also requires imagination. As rational agents, we’re able to “imag-
ine realistically alternative possible futures,” to borrow contemporary phi-
losopher Alasdair MacIntyre’s244 apt phrase (p. 83). Depression and fear
undermine hope by constraining your imagination: to the extent you can
imagine, you envision only the worst.


To summarize: to hope is to adopt an existential stance. The grounds for
hoping do not lie in the facts of reality but rather in the meaning we ascribe
to reality. Hence hoping is an active process of making meaning. As an active
process, hoping is not static; hoping may alternate with fearing when the
threat looms large and with despairing when meaning collapses. In the face
of tragedy and suffering, hoping is difficult and precious; it’s a virtue, hard
won and challenging to sustain.


Aspiring to Flourish


We encourage traumatized persons to think of themselves as survivors, not
victims. When we were discussing this distinction in a trauma education
group some years ago, one patient protested, “It’s not enough to survive:
I want to thrive.” She had it just right. Thriving is a high aspiration for some-
one who has been traumatized. Yet, in the long run, nothing less will do. 


Plainly, surviving is not sufficient—and even recovery may not be. Re-
covering from illness doesn’t automatically restore purpose in life, and, of-
ten enough, it’s essential to find meaning in a life that includes illness. The
aspiration of thriving confronts us with the age-old quest for the good life,
a perennial preoccupation of philosophy and a dawning concern in psy-
chology.
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Philosophical Perspectives


In the fourth century B.C.E., Aristotle170 launched his discourse on ethics
with the question, “Are we not more likely to achieve our aim if we have a
target?” (p. 64). I can’t tell you how to flourish or become hopeful or how to
lead the good life. But having a clearer idea of what you’re aiming for will
help, assuming that—like the protesting patient in my group—you’re not
content with being a survivor but rather aim to thrive. Fortunately, we’re in
a position to take fairly careful aim because, evolving from Aristotle’s mag-
nificent legacy, we’re blessed with a rich history of thought on what thriving
entails.


In his treatise on ethics, Aristotle170 took aim on eudaemonia, a term that
lends itself to various translations, “happiness” being the most common.
But, unlike us, Aristotle didn’t consider happiness to be an emotional state
like enjoyment or contentment. Such feelings are a potential by-product of
eudaemonia, which entails living well. As we all know—or should know—
we can’t aim straight for happiness; rather, happiness is an accompaniment
to engaging in valuable projects and developing meaningful connections
with others. Because we tend to confuse happiness with enjoyment, eudae-
monia is better translated as flourishing. More specifically, Aristotle con-
strued eudaemonia as acting in accordance with virtue, where virtues are
defined as excellences of character (e.g., courage, persistence, and truthful-
ness).


Psychological Perspectives


After more than a half-century of focusing on illness, psychologists have be-
gun to embrace the project Aristotle so masterfully launched, conducting re-
search that identifies the basis of flourishing. We can start with the idea that
flourishing stems from vital engagement in activities, most often in conjunc-
tion with active exploration of the world.629 Vital engagement in activity has
value beyond reaching specific goals; such activity contributes to flourishing
in being expressive of your individuality. Self-expression has innumerable av-
enues—not just through creative products like artworks but also through
whatever individual style you give to your various words and deeds. 


Helpfully, psychologists are reaching consensus on three domains of ac-
tivity that contribute to flourishing: intimacy, generativity, and spiritual-
ity.630 All three domains entail a sense of connection with other persons and
the world.


• Intimacy first. Central to intimate relatedness is the capacity to confide
and to express emotions, coupled with a sense of being understood, vali-
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dated, appreciated, and valued.241 This is precisely what we construe as
mentalizing in secure attachment relationships: creating a feeling of con-
nection, with each person having the other person’s mind in mind.


• Going beyond intimacy is generativity, one of psychoanalyst Erik Erik-
son’s72 later stages of life development. Generativity entails an investment
in future generations, for example, as expressed in teaching, mentoring,
counseling, leadership, or creating products that will be of lasting benefit.


• Spirituality can be defined in many ways and in both religious and secular
contexts. Broadly, spirituality entails relatedness with something tran-
scendent, often with a feeling of reverence or awe. If we put self-centered-
ness at one end of a spectrum, spirituality would belong at the other end.
Spirituality involves a sense of connection with something beyond the
self—something vast or grand—as in the sense of connection with nature
or the divine. Loving another person can be spiritual in this sense. Phi-
losopher Robert Solomon143 emphasized the process of reaching beyond
the self and offered this view: “Spirituality means to me the grand and
thoughtful passions of life and a life lived in accordance with these grand
thoughts and passions. Spirituality embraces love, trust, reverence, and
wisdom, as well as the most terrifying aspects of life, tragedy, and death”
(p. 6).


Vital engagement in intimacy, generativity, and spirituality promotes
flourishing. Ironically, investing in the stereotypical American dream—pur-
suing goals related to physical attractiveness, financial success, social recog-
nition, and power—tends to undermine flourishing and to contribute to
dissatisfaction, anxiety, and depression.630 And we should not overlook the
role of positive physical health—functional abilities, aerobic capacities, and
healthy behavior in relation to sleep, exercise, and diet.258 We Americans are
not doing well on that score either, considering our sedentary lifestyle and
epidemic obesity.


How common is flourishing? Not very. Psychologist Corey Keyes631 es-
timated that roughly 20% of the population in the United States is flourish-
ing, that is, showing emotional vitality along with positive psychological and
social functioning. On the opposite end of the spectrum, roughly 20% are
languishing, that is, devoid of positive emotion, having a sense that life is
empty and hollow, and living a life of quiet despair. Importantly, these lan-
guishing individuals are not reporting any symptoms of depression. They’re
not ill; yet, lacking in positive mental health, they’re certainly not doing
well.


Unfortunately, it’s possible to be languishing (not flourishing) and de-
pressed (ill), whereas it’s rare for a person to be ill with severe depression and
still flourishing. Plainly, posttraumatic depression and the host of trauma-
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related disorders reviewed in this book pose significant impediments to
flourishing. But it’s important to keep in mind that mental illness and posi-
tive mental health are somewhat independent of one another. Flourishing in
the midst of a major depressive episode is highly uncommon. But all is not
lost. Trauma-related illnesses tend to have an episodic quality—you do bet-
ter in some periods and worse in others, often in tandem with levels of stress.
Like illness, flourishing may be episodic. For all of us, flourishing is a matter
of degree and will vary from one time to another.


Yet, short of a patch of profound depression, illness isn’t necessarily a
barrier to flourishing, at least in some domains. Even in the face of terminal
illness, some persons are able to find meaning and purpose that sustains
hope. Groopman’s book627 is full of examples in the general medical setting.
As I’ve noted earlier in this book, psychologists consistently observe that
many persons find positive meaning even in the midst of stress, challenges,
struggling, and suffering. It’s not uncommon for survivors to report signifi-
cant growth experiences following trauma.554 Examples include increased
self-reliance, awareness of mortality, closer ties to others, greater empathy
and compassion for others, developing a clearer philosophy of life, renewed
appreciation of life, and a deeper sense of meaning and spirituality.


Paradoxically, traumatic stress can be one contributor to flourishing,
perhaps most prominently by enhancing your appreciation for being alive,
an appreciation that all too easily slips out of mind in the fray of day-to-day
living. Remarking on the perennial complaint that life is too short, Stoic phi-
losopher Seneca632 countered that human life is plenty long, but “slight is
the portion of life we live” (p. 49). His Stoic successor, Roman Emperor Mar-
cus Aurelius633 challenged, “Think of yourself as dead. You have lived your
life. Now take what’s left and live it properly” (p. 94). Flourish.


Threats to Hope


I’ve been commenting throughout on ways in which trauma undermines
hope, and I want to elaborate on two major challenges here, one psycholog-
ical (depression) and the other existential (evil).


The Challenge of Depression


As should be amply evident by now, depression is a powerful enemy of hope.
Hope depends on positive emotion, including the anticipation of rewarding
feelings that support your striving to attain goals. Yet, as we’ve seen, the core
of depressed mood is a diminished capacity for positive emotion—the catch-
22. Thus depression undercuts expectation of reward and the feeling of
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agency, the motive power for hope. Moreover, depression undercuts imagi-
nation, eroding your capacity for flexible and creative thinking. You’re liable
to focus all your attention on the negatives, at worst, spinning your wheels
in rumination. Thus, to use Snyder’s terms, depression is capable of under-
mining both your willpower (agency) and your waypower (seeing pathways
out of your plight).


Working with cancer patients, Groopman627 came to appreciate how
hopelessness and hope are grounded in the body. Metastasizing cancer af-
fects many tissues and organs, potentially compromising the vital functions
of respiration, circulation, and digestion. He speculated that the brain regis-
ters this compromised body state in the feeling of hopelessness. When tissue
and organ function begin to recover in response to treatment, the feeling of
hope returns. I’m inclined to extrapolate Groopman’s view to posttraumatic
depression. As described in Chapter 7 (“Illness”), chronic stress can have a
pervasive impact on the body, affecting many organ systems, leading to a
state of generalized ill health. Perhaps the brain registers also this state of ill
health in feelings of hopelessness. Note the hopeful side to this speculation:
all the things you can do to improve your physical health may contribute
powerfully to hope.


My clinical experience also mirrors Groopman’s. As patients’ depression
begins to lift, they become more hopeful in both feeling and thought. They
have more energy for coping—a greater feeling of agency and more motive
force. Their vision broadens. They begin to see pathways—ways of handling
difficult situations and challenges—that never occurred to them in the midst
of the hopeless state. This healing process is remarkable. The external reality
has not changed, but their experience of reality is transformed.


I’ve pointed to physical health as one route to rekindling hope, and an-
other also bears mention: setting reasonable goals. Menninger, Snyder, and
Groopman are in accord in linking hope to goal striving. I want to reiterate
the importance of setting and achieving small goals as ways of recovering
from depression and rekindling hope. One depressed patient emphasized
how heartened he was one day when he was able to walk out to the mailbox
and back. This accomplishment seems small to persons who are not de-
pressed; it was big from his perspective, and he was able to build on it. Suc-
cess breeds success—and hope.


The Challenge of Evil


Up to this point, I’ve focused on psychological trauma. But we must also
consider the significance of existential trauma, the damage to meaning. Psy-
chologist Ronnie Janoff-Bulman’s book, Shattered Assumptions,221 goes to the
heart of this matter. She proposed that psychological well-being rests on
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three fundamental assumptions: the world is meaningful, the world is be-
nevolent, and the self is worthy. At worst, trauma can shatter all these as-
sumptions. And nothing is more shattering than trauma wrought by evil.


Contemporary philosopher Susan Neiman634 contended that the chal-
lenges of living with evil have been the driving force in modern philosophy
over the past few centuries. This philosophical preoccupation endures be-
cause of the fact that we are most traumatized by evil. If Karl Menninger624


was right in proposing that hope is the enemy of evil, we must find some ba-
sis for hope in this context.


The problem of evil has been an enduring concern of theology and reli-
gion as well as philosophy.635 Neiman formulated the theological problem of
evil thus: “How could a good God create a world of innocent suffering?”
(p. 3). How many trauma survivors have anguished over this question?
Neiman argued pointedly, “The problem of evil occurs when you try to main-
tain three propositions that don’t fit together. 1. Evil exists. 2. God is benev-
olent. 3. God is omnipotent” (p. 119). Theodicy is the branch of theology
devoted to reconciling the seeming contradiction between the existence of
evil and the benevolence and omnipotence of God. In religious or secular
terms, every traumatized person needs a theodicy, some way to make sense
of the fact that what ought not to happen nevertheless did happen. Trauma
strikes arbitrarily, undeservedly.


Not surprisingly, many persons who suffer trauma stemming from evil
struggle mightily with their religious faith, and it’s not uncommon for
trauma to shake the foundations of religious beliefs. Yet we can’t make gen-
eralizations about the impact of trauma on religious beliefs and spiritual-
ity.166,636 Trauma diminishes religious convictions for some persons and
strengthens those of others. Religion and spirituality may protect the indi-
vidual from illness by promoting resilience; alternatively, when they fail to
serve this protective function, religious convictions may be employed to
cope with illness. In light of these challenges and complexities, I find that
many trauma survivors benefit enormously from sensitive religious and spir-
itual counseling.


Whether from within religion or from without, the alternative to making
sense of evil is despair. Recognizing that traumatized persons will approach the
problem from a wide variety of religious beliefs and unbelief, I find it best to ap-
proach evil from a secular perspective. Others have thoughtfully approached the
problem of trauma and evil from a religious (Christian) perspective.637


Philosopher Claudia Card162 usefully defines evils as “foreseeable intol-
erable harms produced by culpable wrongdoing” (p. 3). No doubt, trauma
as described throughout this book counts as intolerable harm. Card clarifies
that intolerable harms, as distinct from ordinary wrongs, deprive persons of
basics needed to make life tolerable. Such basics include uncontaminated







HOPE • 289


food and water, sleep, freedom from prolonged pain and fear, emotional ties
with other persons, freedom to make choices, and a sense of worth. Sadly, it
would take an encyclopedic work to enumerate all the large-scale evils en-
compassed by Card’s concept of atrocities. Some of her examples: the Holo-
caust; bombings in World War II (e.g., Hiroshima and Dresden); the My Lai
massacre; the genocide in Rwanda; and the global destruction of the envi-
ronment. She also discussed at length the atrocities of rape in war and of ter-
ror in the home; that is, childhood maltreatment and domestic violence.


Card highlighted a subcategory of diabolical evil: knowingly and deliber-
ately corrupting the character of victims, for example, with the intent of being
able to look down on victims—or to bring them down so as to avoid having
to look up to them. The practice of putting Jewish prisoners in Hitler’s death
camps in positions of authority over other prisoners exemplifies diabolical
evil at its worst. Such diabolical evil puts persons into situations in which, to
survive, they must make choices that risk their own moral degradation. This
process also occurs in psychological abuse, where children and adults are co-
erced into participating in acts that they find morally abhorrent. The most
perniciously traumatic result is profound shame and guilt, a sense of oneself
as evil.


To understand evil fully, we must understand evildoers, such as rapists,
sexual abusers, torturers, and terrorists. Many survivors are not just out-
raged by their experiences; they’re utterly bewildered: “Who could do some-
thing like that?” We’re prone to demonizing, tempted to see all evildoers as
evil persons. 


However, the likelihood of an evildoer being an evil person is an excep-
tion rather than the rule. Whereas Card focused her study on persons trau-
matized by evil, psychologist Roy Baumeister638 carefully studied evildoers.
The sadist, who derives pleasure and a sense of power from tormenting oth-
ers, typifies the evildoer who is an evil person. Baumeister estimates that
only about 5% of evildoers are sadists. Of course, this small proportion com-
prises a large enough absolute number to inflict horrific trauma, and it’s little
solace to their victims that sadists are a small minority of evildoers.


Far more common than sadism is evildoing that stems from gross negli-
gence or indifference—a lack of emotional attunement to the victims, the
grossest failure of mentalizing. Nonsadistic motives for evildoing include
greed, lust, ambition, egotism, and revenge. Even idealism can motivate evil-
doing, as evidenced by terrorists who are convinced of the rightness of their
cause. Baumeister discovered a gap between the perpetrators and victims in
their perception of evil: the perpetrator—oblivious to the victim’s mental
state—is likely to minimize the degree of harm; whereas the victim is likely
to overestimate the sheer malevolence of the perpetrator, for example, seeing
the perpetrator as an evil person.
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Baumeister’s convincing argument that the majority of evildoers are not
evil persons is profoundly disquieting. It implies that the capacity for evil-
doing is not an aberration but rather part of the human condition. Under the
right circumstances, most of us are capable of evil. Diabolical evil capitalizes
on that fact; evildoers can draw others into evildoing, and evil thus can per-
petuate evil. We must make sense of evil to counter it, and facing the ordi-
nariness of evil and our own vulnerability to evildoing is a necessary step.


The Foundations of Hope


To reiterate, as Janoff-Bulman has proposed, trauma may shatter the assump-
tions that the world is meaningful and benevolent, and that the self is wor-
thy. In parallel, I propose that meaning, benevolence, and self-worth are
foundations of hope. By shattering these assumptions, trauma undermines
the existential foundations of hope. Finding meaning and benevolence in
the world and establishing a sense of self-worth will rekindle hope.


In this conclusion, I’m elaborating the central theme of this book: heal-
ing from trauma evolves from attachment relationships in which you have
the experience that another caring person has your mind in mind—what
we’ve been calling mentalizing. Such relationships enable you to make sense
of your experience, a process through which you develop and maintain a
sense of self and, ideally, develop loving feelings for yourself as well as oth-
ers. Put simply, meaning and self-worth stem from benevolent attachments;
hope is founded on all three.


Meaning


Part of the horror of trauma—particularly trauma stemming from evildoing—
is its seeming senselessness. Innocent suffering, one facet of evil, is hardest to
understand. Innocent suffering shatters our assumption—dating back to Aris-
totle—that virtue should lead to flourishing. As the existence of trauma and
evil lay bare, striving to live a good-enough life may be conducive to flourish-
ing, but it’s no guarantee. Innocent suffering abounds. How are we to under-
stand the Washington, D.C., snipers’ random gunning down of so many
people? How are we to understand the plight of the teenager crippled by a
drive-by shooting? How are we to understand the situation of the battered in-
fant? How are we to understand the fate of the children in daycare who were
killed in the Oklahoma City bombing? How are we to understand the thousands
of men, women, and children maimed and killed in terrorist attacks? How are
we to understand thousands upon thousands dying in genocides? And how are
we to understand the traumatic grief of all their loved ones?
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We find it nearly impossible to sit with meaninglessness and senseless-
ness. We’re all too prone to ascribing guilt. We blame the victim. And victims
blame themselves in an effort to find meaning: “I’m bad”; “I deserved it”; “It’s
my punishment.” Children do this quite naturally, and they don’t necessarily
stop doing it when they reach adulthood. Religious persons may be con-
fronted with the choice between abandoning their convictions and conclud-
ing that God is punishing them—or worse, doesn’t care.


Natural as it may be, self-blame cannot effectively resolve the meaning-
lessness and senselessness of trauma or evil. We must go deeper. Neiman634


invoked the principle of sufficient reason: the conviction that we can find a
reason for everything the world presents. She maintained that hope lies in our
refusal to accept a world that makes no sense. We are driven to make sense of
the world in the face of the fact that things go intolerably wrong. It was the
cardinal assumption of the Enlightenment that hope is based on the intelli-
gibility of the world and that intelligibility promotes controllability. Under-
standing evildoing does not justify it. On the contrary, evildoing promotes
outrage, which can provide fuel for our efforts to use understanding to pre-
vent or contain it. Psychology has a key role to play here. The events of Sep-
tember 11 so painfully made clear to everyone what trauma sufferers have
long known: the domain of nature we most need to understand and control
is human nature.


Of course, trauma poses not only problems of intelligibility but also
profound emotional problems—guilt feelings, shame, resentment, hatred,
and vengeance, along with the challenges of forgiveness and reconciliation.
These problems, too, go beyond psychology and psychiatry, beyond the
realm of psychopathology. These, too, are existential problems that will not
yield to glib prescriptions but require painful individual resolution. All this
painful work must be sustained by hope. While hope is founded on our ca-
pacity to make sense of suffering, we need more than the power of our rea-
soning to sustain it. To reiterate, we need more than the head; we need the
heart.


Benevolence


Psychoanalyst Erik Erikson72 believed basic trust to be the first stage of de-
velopment—the foundation. And he construed hope as the virtue that stems
from basic trust. In this same vein, Paul Pruyser628 concluded that “hoping
is based on the belief that there is some benevolent disposition toward oneself
somewhere in the universe, conveyed by a caring person” (p. 467). In Erikson’s
and Pruyser’s formulations, we can see the foundation of hope in attach-
ment.


Thus hope rests squarely on the capacity to depend on others. I’ve
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worked with many persons who view the need to depend on others as a
weakness. In his book Dependent Rational Animals,244 MacIntyre argues just
the opposite: the capacity to depend on others is a virtue. He succinctly ar-
ticulated the full extent of our dependency, which we’re all too prone to
deny:


We human beings are vulnerable to many kinds of affliction and most of us
are at some time afflicted by serious ills. How we cope is only in small part
up to us. It is most often to others that we owe our survival, let alone our
flourishing, as we encounter bodily illness and injury, inadequate nutrition,
mental defect and disturbance, and human aggression and neglect. (p. 1)


Sometimes trauma sufferers must depend directly on others for hope;
feeling hopeless, they must rely on borrowed hope—hope that others hold
out for them. In the midst of profound depression, traumatized persons
might not be able to envision anything beyond unending suffering. They de-
pend on other persons to imagine realistically alternative possible futures, to
reiterate MacIntyre’s phrase. I’m able to lend hope, because I’ve seen so many
patients who felt hopeless become hopeful again. I’ve worked with a number
of traumatized patients who were suicidally depressed, wishing to die and
resenting efforts to keep them alive, sometimes for weeks and even months
on end. I’ve seen them recover to enjoy lives that included flourishing, al-
though not without the ups and downs of illness. I’m not about to give up
hope when I’ve seen so many patients feel glad to be alive after wanting so
fervently to die. Rarely do I know what the pathway will be in the midst of
the crisis, but I can count on some pathway being found.


Pruyser628 left this quest for hope entirely open-ended, predicating it on
a benevolent disposition somewhere in the universe. Some traumatized per-
sons find hope in their faith in God. Others may find hope in the benevolence
of nature. But I’m convinced that Pruyser was right. Our prototype will al-
ways be a caring person—an attachment relationship. I’ve reiterated through-
out this book the dilemma that recovery requires depending on others despite
a history of having been hurt and let down. I find hope in the fact that, despite
this dilemma, so many survivors of trauma persist in seeking attachments.101


And I find hope in the sheer flexibility of attachment that accommodates
such wide variety of relationships.259


Focusing on trauma—and evil in particular—skews our perspective on
human nature. We can easily lose sight of all the evidence that we humans
and closely related primate species demonstrate ample benevolence and
goodness.639 Altruism evolved alongside competitiveness and aggression.640


If Pruyser and Erickson were right, this evolutionary legacy has made loving
relationships the wellspring of hope. Sadly, when these relationships have
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been traumatizing, establishing and maintaining secure attachments that
will sustain hope will be especially difficult. Yet, difficult as it may be, most
survivors are able to do so, sooner or later.


Even the most devastatingly traumatic events do not obliterate benevo-
lence. In Chapter 3 (“Emotion”), I mentioned Haidt’s641 concept of elevation—
the expansive, warm feeling we experience in observing moral goodness.
I find it noteworthy that Groopman included an “elevating feeling” in his def-
inition of hope. I’ll never forget my visit to Oklahoma City after the bombing
of the Alfred P. Murrah Federal Building, when I went to talk about trauma
with the employees of the adjacent federal courthouse. While horrified by the
devastating effect of the evil deed perpetrated by two men, I was emotionally
overwhelmed by the outpouring of compassion by thousands of persons who
came to help. On a tragically larger scale, the horrific attacks of September 11
showed how the evil done by a small band of individuals evoked heroic rescue
efforts and compassionate caring from countless numbers. Haidt is certainly
right; hope springs from elevation. We must keep the benevolence of others in
view, and we must also cultivate it in ourselves, as providing compassionate
care to others is one way we all flourish.642


Self-Worth


Finally, you shouldn’t lose sight of the fact that Pruyser’s reference to benev-
olence “somewhere in the universe” might be construed to include inside
yourself. I’ve advocated self-compassion and self-love as crucial in healing
from trauma. Both promote self-worth. To reiterate philosopher Christine
Swanton’s563 contention, we can construe self-love as bonding with oneself,
thereby giving oneself strength and vitality—and, I would add, hope. I don’t
think self-love can substitute for attachment relationships, although it might
help to get you through a fairly long bad patch. To sustain a feeling of self-
worth, we need fuel from without as well as fuel from within. But I think a
benevolent disposition toward yourself from within yourself is profoundly
important in sustaining hope. Without it, you’re liable to languish. With it,
you’re in a better position to flourish.
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GLOSSARY


90/10 reaction  Colloquial for CONTEXT-INAPPROPRIATE RESPONDING, wherein
90% of the emotion comes from the past and 10% comes from the present


abreaction  Emotional catharsis; expression of intense emotion often fol-
lowed by a feeling of relief


amygdala  A structure deep in the temporal lobe of the brain that rapidly
registers threatening stimuli and mediates conditioned fear responses


anxiety sensitivity  Fear of being anxious, which further increases anxiety;
opposite of ANXIETY TOLERANCE


anxiety tolerance  The capacity to experience anxiety without being unduly
distressed; facilitates constructive emotion regulation


appraisal  Judgment of the emotional significance of a situation


attachment trauma  Trauma in ATTACHMENT relationships; often interferes
with establishing and maintaining secure attachments


attachment  The emotional bond that develops in close relationships, the
prototype being the mother-infant bond


SMALL CAPS type indicates terms defined elsewhere in this glossary.
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biofeedback  Using biological information to enhance emotion regulation
(e.g., using readings of finger temperature or muscle tension to enhance re-
laxation)


catch-22s of depression  The idea that all the things one must do to recover
from depression (e.g., feel hopeful, engage in pleasurable activities, eat prop-
erly, and sleep well) are made difficult by the symptoms of depression (e.g.,
feelings of hopelessness, diminished capacity for pleasure, decreased appe-
tite, and insomnia)


complex PTSD  A broad cluster of trauma-related symptoms that goes be-
yond narrowly defined PTSD (e.g., also including depression, DISSOCIATION,
self-destructive behavior, identity disturbance, and problematic patterns of
interpersonal relations)


containment  Support needed for effectively PROCESSING trauma; provided
by secure ATTACHMENT relationships, self-regulation strategies, education,
daily structure or routine, and a solid THERAPEUTIC ALLIANCE


context-inappropriate responding  Responding with intense emotion to one
facet of a current situation that bears similarity to a past situation in which
trauma occurred; colloquially, a 90/10 REACTION


deliberate self-harm  Self-injury (e.g., cutting or overdosing) for the pri-
mary purpose of escaping from unbearable emotional states; not based on
suicidal intent


desensitization  Decreasing fear by means of gradual exposure to a fright-
ening situation or stimulus


diabolical evil  Evildoing that entails knowingly and deliberately corrupt-
ing the character of victims


dissociation  Alteration of consciousness (e.g., feelings of unreality) in re-
sponse to extreme stress; a self-protective defense that ultimately interferes
with adaptation and coping


dual liability  Adverse effects of ATTACHMENT TRAUMA in childhood, which
evokes marked distress and simultaneously undermines the development of
the capacity to regulate that distress (e.g., undermines the development of
MENTALIZING capacity)


elevation  The warm feeling one gets when observing acts of virtue or
moral beauty
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EMDR  Eye movement desensitization and reprocessing, a cognitive-
behavioral technique designed to facilitate PROCESSING of traumatic memories


eudaemonia  Aristotelian concept of flourishing, for example, in conjunc-
tion with intimacy, generativity, and spirituality


evil  Culpable wrongdoing that results in intolerable harm


exposure therapy  Procedures designed to help patients engage with a
frightening stimulus and tolerate the anxiety this provokes with the goal of
DESENSITIZATION (e.g., visiting the vicinity of a trauma when the situation is
safe or talking about traumatic events with a trusted therapist and feeling
less frightened as a result)


flow  Intensely enjoyable experience based on absorption in activity that
optimally balances challenge and skill


grounding  Focusing attention on the present situation so as to interrupt
traumatic memories or dissociative symptoms (e.g., by naming the objects
in a room, splashing cold water on the face, or holding a conversation)


hippocampus  A structure deep in the temporal lobe of the brain that plays
a central role in encoding coherent memories of complex events and facili-
tating conversion into long-term autobiographical memories


ill health  A wide array of physical symptoms (e.g., pain, dizziness) that are
stress related and not associated with a specific diagnosable disease process


illness  A state from which one cannot recover by a mere act of will and a
social role that provides a legitimate excuse from many social and occupa-
tional obligations while obligating the ill person to seek and cooperate with
treatment


infantile amnesia  The common inability to remember much from one’s
past before age 5 years


internal working models  Mental representations of relationships, based on
images of the self and others, that provide patterns for perceiving and inter-
acting with other persons, for example, based on early ATTACHMENT experi-
ence


interpersonal trauma  Trauma inflicted deliberately or recklessly by another
person (e.g., a sexual assault or accident stemming from drunk driving)







298 • C o p i n g  W i t h  T r a u m a


intrusive memories  Disturbing memories of trauma that come into aware-
ness unbidden, often in response to a reminder of a traumatic situation (e.g.,
flashbacks)


involuntary subordination strategy  In the face of being overpowered or op-
pressed, submitting involuntarily for the adaptive purpose of avoiding a
dangerous confrontation, resulting in a state of depression


learned helplessness  A response to repeated uncontrollable stress; learn-
ing to be helpless, evident in a failure to learn to escape the stress once it be-
comes avoidable


masochism  Unwitting self-perpetuation of suffering (e.g., based on guilt
feelings)


mentalizing  Apprehending mental states in oneself and others, for exam-
ple, thinking about feelings; in relationships, the experience that each per-
son has the other person’s mind in mind


mentalizing emotionally  MENTALIZING in the midst of an emotional state
(e.g., feeling and thinking about feeling at the same time)


pause button  Colloquial for RESPONSE MODULATION; blocking immediate ex-
pression of an emotional impulse, for example, by MENTALIZING


peritraumatic symptoms  Symptoms that occur during or immediately after
exposure to traumatic events


potentially traumatic event  An extremely threatening event in which one
feels helpless or horrified—often emotionally alone as well—that may or
may not result in TRAUMA


processing  Thinking, talking, and feeling about traumatic events for the
purpose of making sense of TRAUMA; MENTALIZING


psychological unavailability  Lack of emotional attunement or responsive-
ness in the ATTACHMENT figure


PTSD  Posttraumatic stress disorder; a psychiatric disorder that may devel-
op after exposure to potentially traumatic events, symptoms of which in-
clude reexperiencing the traumatic event (e.g., in the form of flashbacks or
nightmares), hyperarousal, avoidance, and numbing of emotional respon-
siveness







GLOSSARY • 299


reenactment  Unconsciously repeating past traumatic patterns in current
interpersonal relationships; plays an important role in perpetuating post-
traumatic symptoms


resilience  Capacity to cope effectively with adversity; enhanced by secure
ATTACHMENT and the capacity to MENTALIZE


response modulation  Inhibiting an emotional impulse or diminishing the
intensity of emotion to allow for reappraisal of the situation and more adap-
tive coping


safe haven  Feeling of security provided by contact with an ATTACHMENT


figure


secure base  Foundation for autonomy and exploration—including ex-
ploring the mind of oneself and others—provided by a secure ATTACHMENT re-
lationship


self-dependence  The capacity to bridge the gap between separation and
reunion (e.g., by self-soothing or by holding in mind a comforting memory
of being with a caring person)


self-efficacy  A feeling of being able to influence the external environment
(e.g., other persons) or internal experience (e.g., emotions)


self-love  The virtue of emotional bonding with oneself that fosters
strength, vitality, and hope


sensitization  Increased emotional responsiveness to a stressful stimulus
resulting from repeated exposure to extreme, repeated, and uncontrollable
stress; opposite of DESENSITIZATION


SSRIs  Selective serotonin reuptake inhibitors, widely used antidepres-
sants (e.g., sertraline [Zoloft] and paroxetine [Paxil]) that current research
indicates to be the most effective type of medication for treating PTSD


stoicism  Ancient Greek and Roman philosophical movement advocating
eliminating emotional reactions to uncontrollable events


stress pileup  An accumulation of stress that erodes the capacity for cop-
ing, often manifested in episodes of depression


stress-induced analgesia  Diminished sensitivity to pain associated with a
high-stress state, in part mediated by endogenous opioids (narcotic-like sub-
stances in the brain)
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temperament  Biologically based personality characteristics evident early
in life that place constraints on development (e.g., proneness to anxiety)


terrorism  Inflicting psychological trauma for political ends


therapeutic alliance  Optimal patient-therapist relationship based on feel-
ings of trust and acceptance coupled with active collaboration on shared
goals


trauma  Lasting adverse effects of exposure to POTENTIALLY TRAUMATIC EVENTS


traumatic bonding  Clinging to a traumatizing relationship as a result of
feeling frightened and having no other source of ATTACHMENT security


universality  A benefit of group therapy and related experiences, namely,
learning that other persons share one’s experience, resulting in a feeling of
belonging that counters feelings of alienation


vicious circle  Two factors interacting such that each one makes the other
worse (e.g., depression promotes alcohol abuse, which, in turn, deepens de-
pression; DELIBERATE SELF-HARM stemming from feelings of abandonment leads
to criticism and rejection, which, in turn, increases feelings of abandonment
and impulses to engage in self-harm)
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case examples of traumatized, 
99, 105


development of, 105–106
I versus me, 100–101
me influencing I, 110, 120
public versus private, 101
relationship with, 112–114, 117, 


167, 246, 293
Self-acceptance, 3, 109, 112, 260
Self-agency. See Self-efficacy
Self-blame


caring for self and, 229
coping with meaninglessness and, 


291
illness and, 133–134
rape and, 120
self-worth and, 105


Self-care, 149–150
challenges of, 228–229
depression and, 163


Self-concept, 100
depression and, 169
flexibility of, 110
self-worth and, 102–104
stability in, 113


Self-continuity, 107–109, 204
Self-criticism


self-love and, 113
self-worth and, 102
shame and, 70


Self-cutting, 210, 211, 225. 
See also Deliberate self-harm


Self-dependence, 130–131, 258, 
271


Self-destructiveness, 205–218
as escape from self-awareness, 


225
hospitalization for, 276
shame and, 71


Self-doubt, 104, 245
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Self-efficacy, 105–107
agency and, 100
case example of trauma on, 105
healing relationships and, 112
posttraumatic growth and, 238


Self-esteem. See Self-worth
Self-harm. See Deliberate self-harm
Self-hate


deliberate self-harm and, 211
shame and, 71


Self-healing, 100, 109–114
Self-injury, 145, 209–211, 212, 213. 


See also Deliberate self-harm
Self-love, 113, 246, 293
Self-neglect, 113
Self-protection


anger and, 162, 215
dissociation and, 200
failure of, 120
limits of, 127
safety and, 253
substance abuse and, 207


Self-punishment, 211. 
See also Deliberate self-harm


guilt and, 72
Self-regulation strategies, 227–237


biofeedback, 235–237
difficulty of, 228, 231, 234
exercise, 149, 166, 230–231
guided imagery, 40, 176, 232–233
medication, 272
meditation, 168, 228, 233–235
mentalizing and, 224–227
relaxation, 40, 68, 231–232, 265
sleep, 229–230, 273


Self-worth, 101–105
depression and, 169
hope and, 288, 293
shame and, 70


Sensitization
analgesia and, 145
locus coeruleus and, 140
maternal depression and, 156
stimulants and, 207
in therapy, 262


Separation
attachment and, 26, 28, 36–37, 39
deliberate self-harm and, 210
sadness and, 74
self-dependence and, 130
sensitivity to, 216
stress vulnerability and, 183


Serotonin, 140, 272
Sexual abuse, 12–13


attachment trauma and, 16, 22–23
in case example, 18–19
deliberate self-harm and, 210
disclosure of, 269
disgust and, 73
dissociation and, 200
eating disorders and, 208
pleasure and, 240
rape and, 10


Sexual dysfunction, 13, 147–149
Sexual exploitation, 259
Sexual harassment, 10
Shame, 69–72


anger and, 63
in case example, 69
pride and, 244
private self and, 101
psychological abuse and, 14, 289
self-destructive behavior and, 218
as social emotion, 55
suicidal states and, 212–213


Shame-rage spiral, 71
Sleep


self-regulation strategy, 
229–230, 273


Sleep disturbance, 175–176
depression and, 165
nightmares, 83–85
nocturnal panic, 60


Social isolation, 118
catch-22 of, 184
childhood maltreatment and, 22
deliberate self-harm and, 210
depression and, 159, 169
domestic violence and, 16
traumatic bonding and, 125
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Social support
emotion regulation and, 226
family and, 268–270
networks, 128–130
preventing PTSD and, 185


Somatization. See Ill health
Spirituality, 233, 238, 285, 288
Startle, 177
Stoicism


emotional control and, 
46–47, 74–75


flourishing and, 286
hope and, 283


Stress-induced analgesia, 145, 179, 
200, 210


Stress management. 
See Self-regulation strategies


Stress pileup, 16–18
in case examples, 17, 21
depression and, 155, 157–161


Stress response
adaptiveness of, 135–137
HPA axis and, 142–144
ill health and, 146–147, 287


Substance abuse, 206–208. 
See also specific drugs


dissociation and, 198
emotion regulation and, 76
memory impairment and, 92
physical health and, 


147, 150
PTSD and, 179, 183–184
suicidal states and, 212
trauma exposure and, 


4, 48, 207
Suicidal states, 211–213


attachment trauma and, 12, 14
borderline personality disorder 


and, 215
borrowed hope and, 292
in case example, 211–212
pleasure and, 240


Survivor
identity, 111, 120, 215
versus flourishing, 283


Sympathetic nervous system
biofeedback and, 236–237
emotional organization and, 49
fight-or-flight and, 140
medication and, 273
physiological adaptation and, 


137
sexual dysfunction and, 147
substance abuse and, 206–207


Systematic desensitization, alternative 
to exposure therapy, 263


T
Temperament, 51


anxious, 61–62
attachment and, 35, 117
borderline personality disorder 


and, 216
depressive, 156


Terrorism, 8–10
dissociation and, 188–189
traumatic bonding and, 125


Therapeutic alliance, 
254, 256–259, 275


Thinking, as catch-22 in depression, 
167–168


Tonic immobility, 136, 200
Touch


attachment and, 29, 40
depression and, 157
in psychotherapy, 259
pleasure and, 239–240
sexual abuse and, 108, 160


Trauma, 3–24
definition of, 4
existential, 182
exposure to events and, 


16, 23, 145, 172–173, 207
impersonal, 7
intergenerational transmission 


of, 121, 180, 189
interpersonal, 7–10
neurobiology of, 


133–134, 138–145
objective events, 4, 21
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Trauma (continued)
repeated events, 6, 8, 16, 99, 106, 204
single-blow, 6
spectrum of, 7
subjective, 4, 21–22


Traumatic bonding, 16, 123–126, 
214, 270. 
See also Attachment trauma


in case example, 124
Treatment, 249–278. 


See also Self-regulation strategies
cognitive-behavior therapy, 68–69, 


111, 167–168, 261-265
cognitive restructuring, 263
containment in, 250–255, 272, 


275–277
dialectical behavior therapy, 254–255
exposure therapy, 62, 261–263, 265
eye movement desensitization and 


reprocessing, 263–265
family, 169, 266–271
group therapy, 40, 185, 


265–266
hospitalization, 252, 275–277
integrated, 274–275
medication, 163–164, 186, 229, 


271–275
pastoral counseling, 288
processing, 189, 250–251, 261–262
psychotherapy, 30, 93–97, 226, 


255–261, 274
systematic desensitization, 263


Triggers. See also 90/10 reaction
of dissociation, 194, 200
neglect as, 176
reenactments as, 122
of traumatic memories, 


81, 83–84, 177
Trust. See also Attachment


attachment and, 28
boundaries and, 129
in group therapy, 266


hope and, 291
in psychotherapy, 129, 257, 


259–260


U
Unbearable emotional states


dissociation and, 193
emotion regulation and, 221, 


223
self-destructive behavior and, 


205–206, 210–211
Universality, 266


V
van der Kolk, Bessel, 142, 210
Vengefulness, 64–66, 270, 289
Verbal abuse, 14. 


See also Psychological abuse
Vicarious trauma, 267
Vicious circles


dissociation and, 200–201
ill health and, 147
sleep disturbance and, 176


Victim identity, 111, 120, 123, 
215


Violence. See Anger and aggression; 
Assault; Domestic violence; 
Rape


Virtues, 66, 246, 283–284, 
290–291


W
Walker, Lenore, 15, 125
War, xiii, 8. See also Combat trauma


in case example, 19–20
PTSD and, 89, 172–173


Witnessing violence, 8, 12, 23


Y
Yearning, 116, 118–119, 126
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