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For Alice Miller, whose work showed us that the child is indeed the father of the man—and inspires those of us in her shadow to have the courage to do the same






For we live with those retrievals from childhood that coalesce and echo throughout our lives, the way shattered pieces of glass in a kaleidoscope reappear in new forms and are songlike in their refrains and rhymes, making up a single monologue. We live permanently in the recurrence of our own stories, whatever story we tell.

—MICHAEL ONDAATJE , Divisadero







 PREFACE

Confronting challenges to our health, we typically consider potential causes like germs, genetics, diet and environmental toxins. But we often overlook one of the most formative factors of all—the pervasive role of early emotional trauma. Experienced without detection early in life, then held without repair, trauma may lie unseen at the root of many forms of illness that we currently dismiss as genetic or as the inevitable results of aging.


Scared Sick began as our effort to answer a question we have been frequently asked since writing Ghosts from the Nursery: Tracing the Roots of Violence. Released just as school shootings erupted across the country, Ghosts drew upon emerging science to explain how child abuse and neglect can alter the brain, paving the way for aggression and violence. But many readers wondered: What happens to the majority of abused and neglected children who don’t become violent? Do they actually emerge unscathed?

What we found is surprising. While it is true that most abused or neglected children do not become violent, chronic early trauma exacts an enormous price not only in emotional but in physical and behavioral outcomes. And child abuse and neglect are only the tip of the iceberg. Early emotional trauma is also a common by-product of many routine practices unrecognized as traumatic, experiences that range across cultures, religions, ethnicities, race and income levels.

The equation described in the following pages in fact applies to all of us—our lives, our families, our futures—and those of everyone we know. The degree to which emotionally traumatic experiences pave the way for disease is a unique calculation for each individual, mediated by several factors, including genetics, timing, the intensity and frequency of trauma, and the presence or absence of repair. Because most chronic disease builds  slowly and does not manifest until later, diagnoses are typically disconnected from their early developmental roots.

Before we begin, a few qualifiers are in order. First, it is clear that when we get sick there are often many factors at work beyond emotional ones. Genes and germs, injuries and aging play obvious roles. Second, we know that fear and trauma are inherent in the human condition. The point of Scared Sick is that with heightened awareness we can greatly reduce the rate of emotional trauma in our youngest children, when fear renders developing nervous systems relatively more vulnerable to later trauma and disease. Finally, we recognize that many of us have experienced trauma. For those of us far from childhood, Scared Sick also shows us that there is much we can do at any age to heal and reduce the cumulative toll of chronic fear and trauma on our health.
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 INTRODUCTION

Fear has shadowed human life since our species emerged. But the velocity of change in our current environment and the nature of the fears we face as a consequence have evolved much faster than our biological systems for dealing with them. We are currently witnessing a fracturing and amalgamation of cultures unprecedented in human history. And as technology shrinks and transforms our world, the advances we have made that enabled us to defeat many kinds of physical challenges have in turn created complex threats of their own. Among these is our failure to recognize and protect our elegant, intrinsic systems for perceiving and responding to threat.

On a societal level, Americans regularly wake up, work, parent, drive, play, eat and sleep with the twin offspring of fear—anxiety and depression—holding court in their brains and bodies. This is our shared daily bath: in our homes, on the road, in the workplace. The result? Soaring rates of addiction, anxiety, depression, attention disorders and post-traumatic stress. And an epidemic of diabetes, obesity, heart disease and inflammation-driven conditions like arthritis signals that something is very out of balance in our systems.

Not only physicians and traumatologists but sociologists are pointing out parallels between growing rates of individual and societal trauma and impulsive, often irrational decision-making, including overconsumption. A 2010 article in the New York Times Magazine by Judith Warner, titled “Dysregulation Nation,” explores the lack of systemic regulation that has presaged major disasters affecting us in the past several years. Warner observes that the oil fiasco in the Gulf of Mexico in April 2010 was only the latest example of the dysfunction of key regulatory systems. Scrutinizing the 2008 banking meltdown, the collapse of the  housing market, and the failure of the levees in New Orleans after Hurricane Katrina, Warner illuminates similarities between the regulatory dysfunction of large systems and the lack of self-regulation within individuals, including “appetite, emotion, impulse and cupidity,” which, she argues, may well be the defining social pathology of our time: “The signs that something is amiss in our inner mechanisms of control and restraint are everywhere.”1


Nowhere is this dysfunction more apparent than in our health. Consider the following snapshot of American health from the Centers for Disease Control and Prevention (CDC) in the spring of 2010:
• We have one of the shortest life expectancies of any industrialized nation, lagging behind more than forty other countries, including most of Europe and Japan.2 

• Nearly half of all Americans have high blood pressure, high cholesterol or diabetes. Many have more than one of these conditions: one in eight Americans has at least two, and one in thirty-three has all three.3 

• Nearly one-third of us have high blood pressure.4 

• One-third of all deaths in our nation are due to heart disease or stroke.5 

• More than one-third of American adults are obese. In addition, 68 percent of adults and one-third of all children and teens in this country are overweight.6 

• From 1980 to 2009, the number of Americans with diabetes more than quadrupled; nearly 10 percent of the U.S. population now has diabetes .7 

• Twenty-six percent of adults over eighteen suffer from a diagnosable mental disorder.8 

• Eighteen percent of adults in the United States over age eighteen suffer from an anxiety disorder.9 

• Nearly one-tenth of American adults (19.4 million) meet the clinical criteria for a substance abuse disorder—either alcohol or drugs or both.10 One in five has a spouse, sibling or child who has been addicted at some point to alcohol or drugs.11 








SUFFER THE LITTLE CHILDREN 

For American children, the handwriting is on the wall:
• Among the seven largest industrialized nations in the world, the United States ranks last on infant mortality rates and longevity.12 

• The well-being of American children ranks twentieth among twenty-one rich democracies, behind Poland, Greece and Hungary.13 

• One in three children born five years ago in this country will develop diabetes in their lifetime.14 

• Child abuse death rates in the United States are far higher than in all of the seven largest industrialized countries: three times higher than in Canada and eleven times higher than in Italy.15 

• Just under five U.S. children die every day as the result of child abuse. Three out of four are under four years of age; nearly 90 percent of the perpetrators are the biological parents.16 

• American children are the new frontier for sales of prescription drugs. One-quarter of the children insured by Medco, a large manager of drug benefits, took prescription medicine to treat a chronic condition last year, including asthma, attention deficit/ hyperactivity disorder (ADHD), obesity, high cholesterol, heartburn and diabetes—representing a spending increase for drug costs of 10.8 percent, more than triple the amount for seniors.17 

• In 2005, 15.5 percent of all babies born in the United States were low-birthweight and/or preterm at delivery.18 

• Just over 20 percent (one in five children) either currently or at some point have had a seriously debilitating mental disorder. Thirteen percent of eight- to fifteen-year-olds have had a diagnosable mental disorder within the past year.19 

• An estimated 26 percent of all children in the United States will experience or witness a traumatic event prior to age four. 20 

• One in one hundred infants each year is born with fetal alcohol spectrum disorder (FASD), the leading known preventable cause of mental retardation and birth defects in the Western world and a leading known cause of learning disabilities. More children have  FASD than are affected by autism, Down syndrome, cerebral palsy, cystic fibrosis, spina bifida and sudden infant death syndrome (SIDS) combined.21 

• Of children ages three to seventeen, 4.7 million (10 percent of boys and 8 percent of girls) have a learning disability.22 






Scared Sick is the story of the connections between fear and ill health. No longer sidelining this story to the domain of metaphysics, medical researchers across the world are unveiling in biological terms how it is that our experiences affect our biology, particularly when these experiences are chronic, happen early in life, and remain unrecognized. You will discover the role of early emotions in shaping the organization of the central nervous, endocrine and immune systems and the physical mechanisms that render children particularly vulnerable to the effects of fear and trauma. Precisely because the youngest children have no experiential ballast against these forces, early chronic fear can have a formative role in lifelong health. You will comprehend how early fear triggers disease by dysregulating the HPA axis, activating the vagus nerve, and catalyzing epigenetic mechanisms that facilitate the expression of genetic disease. You will discover how this equation is individually tailored by the balance between protective factors and risk factors throughout development, particularly by strong positive emotional connections in early development. And you will find potential routes to heal emotional trauma—for yourself or for someone you love.

We will introduce you to the research in the order we discovered it so that you can connect the dots in the same sequence we did. We start with groundbreaking research by Kaiser Permanente that suddenly and inexorably has cast doubt on current assumptions about traditional explanations for many forms of disease. We explore how we came to question the “old news”—everything we have historically believed to be true regarding health and disease. Then we look at the “bad news,” that is, what new imaging technology is now revealing about the biology of stress and trauma and how our experiences shape our biology, potentially triggering not only being “scared sick” but being “scared stiff ”—to the point of death (Chapters 2 and 3). Next we examine the overlooked role of chronic fear in daily situations affecting fetal, infant and toddler lives and specific diseases in adulthood that correlate with early experiences of chronic stress and trauma (Chapters 4, 5 and 6). We then turn to the “new news” about genetics in Chapter 7, focusing particularly on the emerging science of “epigenetics”—with amazing information for us all. Finally, we arrive at the “good news,” beginning with the powerful role of attachment relationships (Chapter 8) and new directions for adults seeking to heal emotional trauma (Chapter 9).

Whatever our own history, there is much we can do to change these outcomes and to intervene—even in our last decades—in our emotional and physical health, as well as our children’s. The final chapter of Scared Sick explores the huge implications of the research for our daily lives and for altering insensitive practices in societal systems to support health and prevent disease from the beginning of life. There may be no more crucial way to make a difference than this.





 CHAPTER 1

 Monster in the Closet

 Trauma in the Body

 



 



 




IT IS ALMOST IMPOSSIBLE to pick up a magazine, thumb through a newspaper, or turn on a television news program without being bombarded by recent research on obesity, the latest news on dieting, or the newest celebrities lending their faces to our nation’s problem with addiction. The faces change and the advice varies, but the message remains the same: we Americans have a problem with overindulgence in habits that hurt us. “Behavioral health” is a hot topic because these issues permeate every segment of society and impact each of us directly or indirectly. We tend to write off obesity and addiction as either genetically determined or as inescapable aspects of contemporary living. But the closer these concerns come to affecting our own daily lives, the less cavalier we become. It’s hard to be dismissive about our own diminishing health or that of someone we love in the face of a serious diagnosis, especially when we learn that the diagnosis stems directly from weight gain or addiction.

But what if neither addiction nor obesity is inevitable? What if these conditions arise, as often as not, from a mostly preventable blindness about what humans need to develop constructively?

The first indications of this reality have long been in front of us. The addictions—our hunger to “fill the void” with food or alcohol or drugs, gambling or shopping—were the first symptoms of behavioral ill health  that led unsuspecting researchers to the significance of early experience. The single most common behavioral health issue, and one that many of us stumble over, is obesity. Oprah Winfrey has been the face of this issue for millions. For years she has battled her weight, in spite of her access to the best diets, personal trainers and exercise regimens. Having hit the “dreaded 200,” Winfrey revealed in late 2009 that her exquisitely conceived costume for President Barack Obama’s inauguration would fade into history unworn—because it didn’t fit her ballooning (still voluptuous) figure. Embarrassed and exhausted, Oprah said: “It’s not about the food. It’s about using food. Abusing food. Too much work. Not enough play. Not enough time to come down. Not enough time to really relax. I am hungry for balance.”1 Mirroring the thoughts of millions of women in this nation, Oprah admitted, “So here I stand forty pounds heavier than I was in 2006. . . . I’m mad at myself. I’m embarrassed. I can’t believe that after all these years I’m still talking about my weight. I look at my thinner self and I think, how did I let this happen again?”2


Weight loss is a huge market. Many factors are commonly blamed for the increasing number of fat Americans: fast foods; loss of time to prepare fresh foods, whose relatively higher cost may lead to increasing reliance on prepared food; too much TV; too little exercise; the increasing idleness of American schoolchildren. Genetics and organ diseases such as hypothyroidism can also play a role. But they don’t explain all or even a majority of instances of obesity. The sheer number of diets and weight-loss products and the ineffectiveness of most of them indicate that we’re missing something important. Oprah, being Oprah—a woman whose intelligence has enabled her to grow out of an impoverished, chaotic and abusive childhood into the incredible force she has become as an adult—intuitively acknowledges: “My greatest failure was in believing that the weight issue was just about weight. It’s not. It’s about sexual abuse. It’s about all the things that cause people to become alcoholics and drug addicts.”3


The health consequences of being overweight are wide-reaching and the topic of much alarm in our nation. Simply being overweight (body mass index [BMI] of 25 to 29.9) or obese (BMI over 30) significantly increases the risk of disease, including hypertension, type 2 diabetes, coronary heart disease, stroke, gallbladder disease, osteoarthritis and some  cancers, such as breast and colon. Approximately forty different diseases are linked to obesity. The ramifications are staggering. Thirty-four percent of American adults are obese. In addition, 68 percent of adults and one-third of all children and teens in this country (25 million kids) are considered obese or overweight.4 Roland Sturm, a senior economist with the Rand Corporation who has overseen several studies on obesity’s impact on the quality of life, says: “An obese 30 year old has as many chronic conditions as a normal weight 50 year old and reports quality of life that is worse than a 50 year old.” Asked what he thinks we should do, Sturm suggests, “Maybe we should start by trying to create an environment that prevents obesity in the first place, especially for children.”5


The rise in obesity has been accompanied by an explosion in diabetes, which more than quadrupled between 1980 and 2009, from 5.6 million cases to 24 million. The incidence of type 2 diabetes in children is skyrocketing as well.6 The Centers for Disease Control and Prevention (CDC) has predicted that one in three children born since 2003 in this country will develop diabetes. Diabetics are two to four times more likely to develop heart disease or have a stroke and three times more likely to die of complications from flu or pneumonia. Also related to obesity is a stunning rise in the major precursors to cardiovascular diseases. In the spring of 2010, the CDC released findings that nearly half of all Americans have high blood pressure, high cholesterol or diabetes.7


Osteoarthritis is also on the rise, owing to fat. Every extra pound puts additional weight on joints never intended to carry the extra load. According to the CDC, 51.2 million Americans suffer from osteoarthritis, and by 2030, as baby boomers age, the number of cases will increase by over 40 percent.8


There is little question that Americans are losing the battle of the bulge. Certainly it isn’t for lack of trying: the commercial weight-loss market is huge. In spite of a plethora of books and theories on how to lose weight quickly and with minimal discomfort, confusion reigns supreme. Millions of Americans are on a diet on any given day; few are succeeding. Obese teenagers are a new and growing market for stomach bands. More than a thousand American teenagers underwent bariatric surgery in 2007. According to leading specialists, including Reginald Washington, a Denver pediatric cardiologist and past cochairman of the  American Medical Association’s childhood obesity task force, “this is not an end to treatment, it’s a way to get started.”9 A desperate measure perhaps, but the reality, according to Washington, is that traditional diet and exercise are effective only 30 percent of the time.

Dr. Emma Patterson, medical director of the Obesity Institute at Oregon’s Legacy Research Project, echoes the concerns of a growing group of surgeons across the country when she says: “Why wait until they have high cholesterol, kidney and heart problems or need a new knee?”10 Clearly, advertising campaigns targeting kids, the ready availability of soft drinks and junk food; lack of time, information, and resources to buy fresh unprocessed foods; and the lack of safety in some impoverished neighborhoods have all played a role. In fact, teenagers living in poverty are 50 percent more likely than their wealthier peers to be overweight. We know that poverty and poor neighborhoods carry additional loads of stress for families, which raises an obvious question: is there a deeper force at work?

Dr. Sonia Lupien, on staff at the Douglas Hospital in Montreal, believes there is, commenting to a Globe and Mail reporter, “I think stress is a major factor in this.”11 Unquestionably, social status has a significant indirect impact on health, leading to higher rates of cardiovascular disease, diabetes and other lifestyle-related diseases that result, in turn, in an overall lower life expectancy. Low-income people not only eat a poorer diet, they also experience more stress and have fewer resources that support healthy interventions, such as health insurance. Lupien’s research, focused on 450 children from low- to high-income families, found “a three-fold increase in stress hormones in low-income children compared to rich children.”12


Is it possible that we are blind to a deeper force at work? Physicians, researchers, addiction experts and individuals like Patty Worrells are increasingly voicing this question. Patty’s story appeared in an unlikely publication for such coverage: the Wall Street Journal. Patty was a food addict whose 3:00 a.m. binges on half-gallon tubs of ice cream and eight cinnamon rolls for breakfast finally caught up with her.13 In her midforties, Patty, at five-foot-four, weighed 265 pounds, was diabetic and arthritic. She had gastric bypass surgery and lost 134 pounds in a year. Patty was elated with the changes in her body, which enabled her to fit  comfortably into car and airplane seats, restaurant booths and crowded shopping aisles. Then her life shifted again. Eighteen months after the surgery, her food cravings were gone. But she found herself downing fifteen to twenty shots of tequila almost every night. Normally soft-spoken, Patty developed a reputation for wild partying, often waking with scratches and bruises she couldn’t account for. Patty’s domestic partner said, “She became a monster!”

Patty says: “I knew I was going to die.” She recognized the pattern. Her father had died from alcohol abuse, and her sister struggled with addiction. In an effort to protect her mother from confronting yet another alcoholic in the family, Patty struggled for months to hide her drinking. Her turnaround began when her partner, exhausted one evening by Patty’s rages, picked up the telephone and dialed Patty’s mother. “Listen to your daughter,” she said and positioned the receiver to pick up Patty’s alcohol-fueled cursing. The next day Patty, horrified that her mother now knew, attended her first twelve-step meeting. Three weeks later Patty’s mother called with devastating news: Patty’s sister had died from an overdose of Xanax. Patty recalls being grateful she was sober as she drove to be at her mother’s side.

At the time the article was written, Patty was committed to recovery, attending four twelve-step meetings a week, but her course was riddled with relapses. Patty is far from alone in her path from food addiction to bariatric surgery to another addiction. Treatment centers like the Betty Ford Center in Rancho Mirage, California, report increasing numbers of bariatric surgery patients seeking help with new addictions. And alcohol abuse is a hot topic for online support sites like the Weight Loss Surgery Center, which has more than ten thousand subscribers on its e-newsletter list.14 Gastric bypass patients are extremely vulnerable to alcohol abuse, with estimates ranging from 5 percent to 30 percent of patients switching from food to alcohol addiction after the surgery. Numbers for those who switch from eating to smoking, according to estimates, are not far behind.15


Replacing one addiction with another—known as “addiction transfer”—is not limited to switches from food to alcohol. The Betty Ford Center notes that about one-quarter of relapsed alcoholics replace alcohol with another type of drug, often opiates.16 There is a growing understanding among  researchers that the foundation for addiction transfer is biological. But where it once would have been attributed to genetics, researchers are now looking at brain chemistry. “There are similarities in the circuits that are affected in the processes of addiction and obesity,” says Dr. Nora Volkow, director of the National Institute on Drug Abuse.17 Of particular interest is the observation that obese people, alcoholics and drug addicts all have below-normal levels of dopamine—a hormone associated with pleasure—which contributes to cravings. Addictive substances temporarily boost dopamine.

Research into the pathways of addiction and its underlying brain chemistry has exploded. Dozens of clinical trials are under way at the National Institutes of Health (NIH), some focusing on developing new drugs, others on following the effects of medications previously used for other diseases. Topri-mate, a drug used to treat epilepsy and marketed under the name Topri-max, is now being studied for alcohol and cocaine addiction, binge-eating and compulsive gambling. And the antidepressant bupropion (Welbutrin) is often being prescribed for withdrawal from alcohol as well as to treat gambling, obesity and nicotine dependence. The search continues for a pill that will curb our cravings, dampen our appetites, and boost our mood.

But a growing group of researchers are also looking more deeply at what lies beneath this faulty brain chemistry. “Why,” they are asking, “are dopamine levels so low in some people? Are there common variables at the root of this reality?” Dr. Gabor Maté of Vancouver, Canada, author of several best-selling books, the most recent of which is about addiction (In the Realm of Hungry Ghosts), says:
If you look at the brain circuits involved in addiction . . . we’re looking for endorphins in our brains. Endorphins are the brain’s feel good, reward, pleasure and pain relief chemicals. They also happen to be the love chemicals that connect us to the universe and to one another. Now, that circuitry in addicts doesn’t function very well. . . . The issue is, why do these circuits not work so well in some people, because the drugs in themselves are not surprisingly addictive. And what I mean by that is, is that most people who try most drugs never become addicted to them. And so, there has to be susceptibility there. And the susceptible people are the ones with these impaired brain circuits, and the impairment is caused by early adversity, rather than by genetics.18







This concept was not yet on the horizon in the 1980s when Kaiser Permanente in San Diego created a clinic for chronically obese patients. The initial effort, headed by Dr. Vincent Felitti, grew out of a very advanced department of preventive medicine that he had created for Kaiser patients. Felitti’s vision was—and is—to return family practice and internal medicine to their roots in preventive care, as opposed to operating as a symptom-driven response to illness. This department became the largest single-site medical evaluation facility in the world, serving 58,000 people a year. When we met with Felitti in California in 2005, he recalled:
In the course of doing that work it became quickly evident that we needed to create our own risk abatement program. The first project we put together was a weight program. . . . We happened to be in possession of a very powerful technology that allowed us to safely take people’s weight down about three hundred pounds a year. But after about five years of doing this, we realized we had a very big problem, namely, an enormously high dropout rate that was almost exclusively limited to people who were successfully losing weight . . . which drove me nuts! It was wildly counterintuitive, and it was ruining the reputation of the program. . . . It was the exploration of that concern that led us into the ACE Study.19






Puzzled by the high dropout rate among patients who were successfully losing weight, Felitti decided to interview them in depth about their lives and the reasons they chose to quit the program. He interviewed 186 patients, and then, stunned by his findings, he had five colleagues interview an additional 100. Their unexpected results provided strong evidence that obesity, which the doctors viewed as the problem, was actually a solution to deeper problems. These patients overate to assuage their feelings and used fat to buffer an underlying need not to be vulnerable—physically, emotionally or sexually. Obesity was key to their sense of self-protection. One patient, a woman who had gained 105 pounds in the year after she was raped, said simply: “Overweight is overlooked, and that’s the way I need to be.”20 Typically the patients had never discussed these issues with anyone, not even their physicians. Felitti observed, “We found the simultaneous presence of opposing forces to be common;  many of our weight program patients were driving with one foot on the brakes and one on the gas, wanting to lose weight but fearful of change.”

As Felitti was working with obesity in San Diego, Dr. Robert Anda, an epidemiologist and CDC researcher in Atlanta, was simultaneously studying the psychosocial origins of physical diseases, obesity and risk-taking behaviors such as drug and alcohol abuse, smoking and risky sex. Following a presentation Felitti gave in Atlanta on his study of weight program dropouts, he met with Anda, who recognized the significance of these findings. The two physicians ultimately came together to develop the Adverse Childhood Experiences (ACE) Study. The average age of the Kaiser patients was fifty-seven. They were middle-class and preponderantly white, just over 50 percent were female, and 54 percent had a college degree. The ACE questionnaires were mailed to patients two weeks after they had been evaluated at Kaiser’s Health Appraisal Center.

Felitti explained that there are really only three major sources of information in medicine: the medical history, the physical exam and laboratory studies. Western doctors and patients tend to focus on lab studies. Yet, he says, “for more than a century, knowledgeable physicians have all concluded that about 80 percent of the time diagnosis comes out of history. Not out of MRIs, not out of physical exams, but out of history. So we put together a rather remarkable questionnaire to gather history.”21


The ACE questionnaire included questions that were pertinent to child maltreatment, including recurrent physical, emotional or sexual abuse. Five other categories asked about growing up in a household characterized by dysfunction due to: (1) alcoholism or drug abuse; (2) an incarcerated household member; (3) someone who was chronically depressed, mentally ill or suicidal; (4) the mother being treated violently; or (5) parents being separated, divorced or otherwise lost to the patient in childhood. The questions were not ephemeral; they were designed to elicit information that could be objectively evaluated. To minimize the degree of subjectivity involved, the questions pinpointed the number, frequency and intensity of specific behaviors in the past lives of patients. The ACE score measured categories of adverse experience, not the number of incidents. Thus, an individual molested repeatedly by several persons got one point for the category. A patient who reported none of the experiences in the ACE categories had a score of 0. A patient who responded yes to one or two categories had a score of 1 or 2, and so on. The researchers then cross-referenced the current health status of more than seventeen thousand adults with their responses to the ACE questionnaire. They have now followed the same group for fifteen years to assess the relationships between their ACE scores and pharmacy costs, doctor office visits, emergency room use, hospitalization and death.

The study looked at the correlations between adverse childhood experiences and ten risk factors associated with the leading causes of morbidity and mortality in the United States, including smoking, severe obesity, physical inactivity, depressed mood, suicide attempts, alcoholism, drug abuse, injection drug abuse, a high lifetime number of sexual partners and a history of having a sexually transmitted disease. The researchers also examined the relationship between early adverse experiences and the diseases that are among the leading causes of death in the United States: ischemic heart disease, cancer, stroke, chronic bronchitis or emphysema, diabetes, skeletal fracture, liver disease and hepatitis or jaundice.

The single most stunning finding in the ACE Study is the sheer prevalence of adverse childhood exposures. Two-thirds of respondents reported experiences in one or more of the categories. More than a quarter of them had grown up in a household in which there was an alcoholic or drug abuser; the same percentage said that they had been beaten as children. Forty-two percent were exposed to two or more categories of abusive experiences, and one in nine were exposed to five or more. Felitti says the data show that a person exposed to one category of abusive experience has an 87 percent chance of exposure to at least one other category, and a 50 percent chance of exposure to three or more. These experiences tend to occur in clusters. For example, a child in an alcoholic home is typically exposed to other kinds of abuse; no one grows up in a household where Mom is beaten or Dad is in prison but everything else is fine. ACE Study researchers also noted what is called a “dose-response” effect: the higher the ACE score, the worse the outcomes.

Among the findings was that the likelihood of smoking increases with each point on the ACE scale. With a midrange ACE score of 4, a person is twice as likely to smoke, four times more likely to suffer from emphysema or chronic bronchitis, and two and a half times more likely to have chronic obstructive pulmonary disease than a person with an ACE score  of 0. Compared with a person with no history of adverse childhood experiences, a person with an ACE score of 4 or higher is seven times more likely to be alcoholic, and six times more likely to have had sex before age fifteen. This person is also twice as likely to have heart disease and twice as likely to have cancer. In addition, those with an ACE score of 4 or higher are forty-six times more likely to be depressed, and twelve times more likely to commit suicide than a person with an ACE score of 0.

Being overweight was actually one of the outcomes less highly correlated with early maltreatment—compared to the extraordinary correlations with depression, suicide and drug abuse. But subsequent research, including a 2009 study reported in the journal Obesity, is now pointing to a link between child abuse and obesity.22 Based on court records from 1967 to 1971, researchers compared the adult body mass indexes of 410 children who were substantiated victims of physical abuse, sexual abuse and neglect with 303 similar children who had not been mistreated. Adults who had been sexually or physically abused and neglected as children had significantly higher BMI scores than those who had not been abused and neglected.23


As of 2009, the ACE data also have begun to link childhood trauma to premature death. Using the National Death Index, researchers identified 1,539 deaths in the ACE group between 1995 and 2006. They found that people with an ACE score of 6 or higher on average died nearly twenty years earlier than those with a score of 0 (60.6 years versus 79.1 years). 24 Although the researchers cautioned that this initial look at the link between mortality and childhood trauma involved a relatively small sample, they deemed it statistically significant. High-scoring ACE Study participants were dying substantially younger, “even if you take the absolute number out of it,” noted Dr. David Brown, an epidemiologist at CDC.25


So how are adverse experiences in childhood linked to health risk behaviors and adult disease? The ACE Study reveals two paths. One involves the use of coping substances like nicotine, drugs or alcohol as a contributing factor in the development of disease. But high-risk behaviors don’t explain it all. The second route from adverse childhood experiences to disease is in fact more direct. Participants with an ACE score of 7 who had no evidence of risk-taking behaviors in their history nevertheless had a 30 to 70 percent higher risk of ischemic heart disease in  adulthood. Those who had a score of 4 or higher had two to four times the rates of anger and depression, and two to four times the rates of hypertension and diabetes as those with a lower score. As the number of ACE experiences increased, so did the chances of the individual experiencing cancer, chronic lung disease, skeletal fractures and liver disease.

The correlations between addictions—nicotine, alcohol and illicit drugs—and early adverse experiences were so strong that the researchers concluded that “addiction” is more attributable to characteristics intrinsic to early life experiences than to characteristics within the drugs themselves. Felitti believes that drug use is a form of self-medication, an attempt to deal with problems that are well concealed by “social niceties and convention.” Citing the fact that a boy with an ACE score of 6 has a 4,600 percent increase in the likelihood of abusing intravenous drugs later, Felitti said:
Is drug abuse self-destructive or is it a desperate attempt at self-healing? This is an important question because if the answer is self-healing, primary prevention is far more difficult than anticipated—possibly because incomplete understanding of the benefits of so-called health risk behaviors causes these behaviors to be viewed as irrational acts that have only negative consequences. Does this incomplete view of drug abuse leave us mouthing cautionary platitudes instead of understanding the cause of our intractable health problems?26






Felitti, Anda and colleagues minced no words about the connections substantiated by their research: “Early childhood trauma can lead to an array of negative health outcomes and behaviors, including substance abuse, among both adolescents and adults. . . . The effects of adverse childhood experiences transcend secular changes such as increased availability of drugs, social attitudes toward drugs, and recent massive expenditures and public information campaigns to prevent drug use.”27


Compounding Felitti’s concern is the linkage between addiction and suicide. Felitti, Anda and their team concluded: “A powerful graded relationship exists between adverse childhood experiences and risk of attempted suicide throughout the life span. Alcoholism, depressed affect and illicit drug use, which are strongly associated with such experiences, appear to partially mediate this relationship.”28


“Unfortunately, these problems are both painful to recognize and difficult to cope with,” Felitti says. “Most physicians would far rather deal with traditional organic disease. Certainly, it is easier to do so, but that approach also leads to troubling treatment failure and to the frustration of expensive diagnostic quandaries where everything is ruled out but nothing is ruled in. We have limited ourselves to the smallest part of the problem—the part where we are comfortable as mere prescribers of medication. Which diagnostic choice shall we make? Who shall make it? And if not now, when?”29


In summary, adverse experiences in childhood generate strong emotions in children. The feelings and the chemistry they generate become the “monsters” in our “closets,” the closets a metaphor for our bodies, our physical selves. As with the childhood notion of a “monster in the closet,” the invisibility of the impact of emotional trauma on the body only makes it more powerful.

Unrecognized, the now-silenced cry of the child takes the form of physical dysregulation in key systems that regulate health. These internal changes in turn line the path to risk-taking behaviors, including drugs, alcohol, nicotine, addictive eating and risky sex—choices that surface in preadolescence, adolescence or adulthood. Clearly an effort to cope, these self-soothing efforts are ultimately counterproductive when they multiply health risks exponentially. Separately or in combination, addiction and the cumulative effects of a stress response system operating out of balance for too long can catalyze genetically shaped health problems that are typically not diagnosed until late adolescence or adulthood.

Television shows like The Biggest Loser and Celebrity Rehab focus on the effects of an overlooked factor: frozen fear, the result of cumulative emotional trauma. Although we recognize that many children who experience early emotional trauma, violence or neglect go on to fill our prison cells as adults, we have believed that the majority somehow emerge unscathed; in referring to such individuals as “resilient,” we overlook the high price they are paying in terms of their physical well-being, to say nothing of the cost to their mental health. We have attributed their illnesses primarily to causes beyond our reach, the result of genes or the inevitable legacy of aging. In Felitti’s words: “The attribution to genetics is almost embarrassingly blatant as an escapist device from recognizing one’s own emotions and hence those of other people.”30


Epidemic levels of obesity and addiction are what Felitti has called “an unconscious solution to unrecognized problems dating back to childhood.” Felitti and Anda conclude that all of the adverse childhood experiences they measured, while often well concealed, are unexpectedly common in our mainstream, middle-class population and have a profound effect on adult health a half-century later.31 Felitti summarized the impact on the social fabric of our nation:
So essentially we stumbled into the major engine underlying the most common public health problems in the country. . . . In essence, what we saw was that huge amounts of what you see in adults coming through internal medicine is really the result of what was present but unseen in pediatrics . . . and not biomedical disease, which I once would have thought. The question is: how might something that happens to little kids affect their health fifty years later? . . . As a young doctor, I would have proposed maybe you get rheumatic fever as a kid and fifty years later, if you’re still alive, you get heart disease. . . . That’s all true. But the real action lies in the translation of destructive life experiences in childhood slowly into biomedical disease decades later. And the whole link is lost because of time, because of the shameful nature of this, because of secrecy, and because of social taboos. Nice people don’t talk about this stuff—especially not doctors!32






While Felitti, Anda and their colleagues have yet to break down the ACE data by age at the point of exposure (hard to do since most of us have little conscious memory of our first three years of life), Felitti concluded:
Though we didn’t pursue this specific point in the ACE Study, it’s overwhelmingly clear from individual interviews that “early” makes a greater difference because there is less potential then for having had good experiences before some disruptive force is set in place in the child’s self-regulatory system. If something terrible happens to you as a teenager, at least there’s a possibility that good things will have happened earlier in your life which could offset the trauma. At least the possibility is there.33







Anda concurred: “I personally believe that the ACE score is a surrogate for prenatal, maybe even antenatal experience—prenatal experience through the time that people have autobiographical memory when brain development is most important and explosive.”34


The research on an extensive list of diseases traditionally thought to be genetically driven is now being reconsidered in the light of the ACE findings, which point to a new understanding of these diseases as the result of a rich interaction among genetics, physiology and experience.

Take a look at a partial list of diseases that researchers suspect are affected by negative emotions in response to stress or trauma:
Type 2 diabetes 
Crohn’s disease 
Alzheimer’s disease 
Hypertension 
Irritable bowel syndrome 
Cardiovascular disease 
Morbid obesity 
Osteoarthritis 
Anxiety and depression 
Fibromyalgia 
Chronic fatigue syndrome 
Chronic pain syndrome 
Addiction to drugs, alcohol and nicotine 
Cushing’s syndrome 
Anorexia nervosa 
Osteoporosis 
Ulcerative colitis 
Susceptibility to forms of cancer (including breast and melanoma)35









BUT WHAT ABOUT GENES? 

“But aren’t genes the culprits behind heart disease, hypertension, high cholesterol, diabetes? My dad had the same medical profile I do. Surely this health conversation is mostly about genes.”

When at middle age we come up with a disease that a parent has had, we tend to assume a genetic explanation. For example, we often think that many forms of cancer are genetically linked. And many probably are. But cancer is seldom a case of “nature” acting alone. If diseases like hypertension, cancer or schizophrenia are all about DNA, what explains differing susceptibilities to these diseases between identical twins with identical DNA? Our view of genes as staid and immutable is shifting. Do some conditions run in families? Certainly. Some diseases are entirely genetically driven; even the most stable and loving family, for instance, will not be able to prevent a dread disease like Fanconi’s anemia. But a surprising number of diseases are “all in the family,” not solely because family members share genes, but because the family literally embodies the fear-filled experiences its members have also shared. In the next chapter, we take a look at the biology behind being “scared sick.”





CHAPTER 2

Things That Go Bump in the Night

The Biology of Stress and Trauma

 



 



 




FOR MOST OF US , fear is a double-edged sword. Fueling forms of entertainment ranging from reality television to media coverage of daily news, to race-car driving, to amusement park rides, violent movies and video games, fear induction is a hot commodity—at least in measured doses. Instinctively, we are captured, challenged, intrigued, motivated—and sometimes paralyzed—by this primal emotion. While essential to our survival, fear can also—if overstimulated—become the unintended emissary of death. It’s not surprising, then, that many of us have a love-hate relationship with fear. Throughout history, political systems have harnessed and manipulated this aspect of human nature at least as effectively as today’s producers of reality television.

Under less threatening and more controlled circumstances, fear provides a source of thrills, energy and enhanced learning. Most of us can easily remember how fear of losing the game or failing the test delivers the rush that fuels the win or the high score. Fear can be exhilarating, as in extreme sports like mountain climbing and surfing giant waves. It can also crystallize moments in memory, especially those recorded with deeply engraved emotions, some of which we wish we could erase. In our earliest lives, even before we mastered words or reason, we may have  stored adrenaline-etched memories in our primitive brains from a single searing experience, such as avoiding a snarling dog or pulling little fingers away from a flame. These lessons were indelibly recorded in our memories precisely because they were essential to surviving the uniquely prolonged dependency and vulnerability that characterize human childhood.




FEAR AND ITS MINIONS 

In Scared Sick, “fear” is defined as our most fundamental emotional and physical response to a perceived threat, triggering the chain of physical responses commonly known as fight-or-flight. Fear is recognizable in all animals, even in rodents. Rats freeze on the spot, immediately ceasing exploration and investigation. Humans are subtler, but not by much. We hold our breath, our hearts race, and both our blood pressure and muscle tone increase. We may break out in a cold sweat. In extreme cases, as when we have experienced abuse as children or have grown up in the wake of disasters such as war, ethnic cleansing or famine, our brains become permanently wired for survival in a dangerous world. Ironically, the very defenses developed to protect us under dangerous circumstances may become a huge liability in later, less-threatening chapters of our lives, especially if these defenses are now triggered without conscious awareness or control.

So, for example, the child who is constantly ridiculed or shamed or hit by an alcoholic parent and who develops extreme hypervigilance and readiness to fight at any provocation may appear aggressive, hostile, even paranoid in a less-threatening environment like school. Or a child rendered powerless in the face of adult aggression may appear frozen, depressed and abnormally passive, even self-destructive, with unfamiliar adults outside the home.

But without our adrenaline-driven alarm system, the fight-or-flight response—or more accurately, the fight-flight-freeze response—we would be in constant peril. When, for example, we see a snake in the grass or a swarm of yellow jackets coming for us, this is the system that enables input from the senses to instantaneously signal large muscles in the arms or legs to fight or flee, bypassing the normally slower route through the analytical brain. When there is no time for analysis, no time for deliberations concerning the perceived threat, our brain has an emergency route  directly to the alarm center, the amygdala, so that in a nanosecond our entire body is activated in fight or flight. Our brain is so good at this instantaneous preparation that associated sensual information—sights, smells, sounds, recorded at the same time—can trigger fight-or-flight before we are consciously aware of the threat. But when we are helpless, like a small child in the face of a violent assault by an adult, we can neither fight nor flee. In the wake of overwhelming fear, we enter a state known as freeze. In the animal kingdom, freeze imitates death, allowing an animal to escape a predator. For humans, freeze works differently. We become emotionally numb, removed from reality.

The problem is that fight-flight-freeze, which originally evolved to protect us in the face of an occasional acute physical danger—like an attack from a wild beast—has not adapted to the challenges of life in the twenty-first century. Acute physical threats are no longer our primary threats. In Western culture, for example, the need to hunt for our next meal has been replaced by the need to drive on crowded freeways to stores and offices, to make money to purchase necessities, and to interface with all kinds of people, often at a merciless pace set by the technologies that now rule our lives. Having evolved as hunter-gatherers in small mobile communities close to the land, we now find ourselves living mostly in densely populated areas in constant proximity to strangers, often with little connection to the natural environment. For most of us, challenges have shifted from immediate physical threats to chronic emotional ones. To the degree that the realities of modern living—including staggering advances in technology, increasing population density and drastic changes in our roles and relationships with other humans—have outpaced the adaptations of our internal physical systems, we experience what we call stress. To top it all off, we are the only species, as far as we know, that worries, projecting concerns into the future and ruminating on our fears, which keeps the stress cycle running overtime.

Ephemeral sensations we call “feelings”—our emotions—fuel the stress response. In fact, our feelings, often disguised, repressed or denied, are in constant chemical communication with our brains—and consequently with all key systems in our bodies—about the status of our health and safety. When we experience a feeling of overwhelming fear, our bodies reflect critical changes in the systems designed to protect life. We are  often confused about the identity of negative feelings: “What is this sensation in my gut (or my shoulders, or temples)?” “Is this anger or frustration?” “Am I anxious or depressed, exhausted or sad?” What most of us know for sure when we are “stressed” is that we experience “dis-ease.” We know that we are not at ease, that we are uncomfortable; there is both clarity and irony in this term.

Most of us know the feeling of being moderately stressed, however overused and nonspecific that term may be. “Being stressed” is commonly used to denote a vague, unpleasant sense of feeling off balance emotionally or physically. Originally an architectural or engineering term to describe the pressure on structures that might cause them to break, “stress” has become a generic term that we commonly use instead of specifically describing feelings as varied as frustration, exhaustion, anxiety, distraction, fear, embarrassment and anger. When we say we are “stressed out,” we might mean that we are fighting with a partner, or feeling overwhelmed by work or kids or school, or exhausted by too many demands and too little time. Regardless of vague descriptions, these negative feelings are registering in our bodies—for better or worse—chemically and organically. And extreme stress is measurable in physical terms: degree of abdominal fat, waist-hip ratio, baseline blood pressure and measures of our overnight production of cortisol or adrenaline.

In Scared Sick, we use the term stressor in reference to an external event outside of our bodies that results in the negative emotions and accompanying physical sensations inside our bodies that we call “stress.” Not all stress is harmful. We experience some stress getting up in the morning, or going to school or work. For a child, receiving an immunization, going to the dentist, or getting a haircut are typical stressors with positive outcomes for the child. Some stress is essential—for example, scheduling and arriving on time for appointments, taking tests, or going for physical examinations. Researchers refer to this type of stress as positive stress. Positive stress actually improves immune function and facilitates an effective response to more serious stressors in much the same way that short regular sprints prepare us for the marathon. It sharpens our attention and enables us to remember life-protecting information like a mistake in judgment that we don’t want to repeat. It heightens acute sensual focus. Think of driving alone at night on an icy road. It is stress—the fight-or-flight response—that heightens our alertness, sharpens our senses, and speeds our responses to the sheen on the road or the slip of a tire that indicates danger. Brief episodes of stress are what our stress systems are designed for and may actually be better for us than no stress at all.

A second category of stress is tolerable stress. This is stress that could become harmful, like getting divorced, having a parent or partner die, or losing a job. The capacity to recover is what keeps tolerable stress from becoming toxic stress—or trauma. Under tolerable stress, we have access to the healing process through relationships with friends, family or professionals and practices like regular exercise, meditation, healthful eating, adequate sleep and personal time to regroup. Though we are still affected by stress, we are able to regain internal balance or what researchers call homeostasis—a healthy balance within our central nervous, immune and endocrine systems that protects health. Being able to trust, to talk openly, to be heard empathically, to physically release stress through dancing or running or swimming or drumming—these are critical elements in preventing tolerable stress from turning into toxic stress.

Toxic stress is the problem. When it is strong, frequent or prolonged by emotional experiences that overwhelm homeostasis, toxic stress triggers the freeze response. In the grip of toxic stress, we don’t fully regain our former equilibrium because the healing relationships and practices that may have worked with tolerable stress are now inaccessible, insufficient or unsuccessful. If it continues and accumulates in our bodies, toxic stress dysregulates the systems that protect health, paving the way for disease.
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