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SHATTERED


“HALEY, WHAT HAPPENED TO YOU?!” In shock I looked at the young woman I had seen for only a couple of counseling sessions. The exposed parts of her face, neck, and arms were covered in cuts and scrapes, with bandages hiding what appeared to be more serious wounds. Gradually Haley’s horrific story unfolded. A new Christian, Haley had succumbed to the wishes of a group of women from her new church who, knowing that Haley had recently attempted suicide and was plagued with nightmares and overwhelming flashbacks of childhood torture, wanted to pray for her healing. In the midst of the prayer time one of the women “discerned” demonic activity and proceeded with deliverance prayer, attempting to cast out the offending evil spirits. Without any warning, Haley, not aware of what she was doing but desperate to get away, jumped up and blindly started to run, not realizing that she was heading toward a plate-glass window until her body hurtled through it, shattering the glass with the impact.

I wanted to just sit there in the session and cry as I saw with my own eyes the damage caused by these well-intentioned but ignorant women. I managed to hold my tears in check at the time, but now, twenty years later, I am letting them flow as I write about this incident. I recognize that these women had sincerely been doing their best to help Haley. They saw her pain and did not want her to continue to suffer. I did not know this client very well yet, but her flashbacks were a good indicator that she was a trauma survivor. Unfortunately, the prayer group’s lack of understanding about the process of healing for complex trauma survivors not only prevented them from helping her but resulted in further trauma.

Physical wounds usually heal in time, but emotional ones often take longer. The saddest part of this particular incident is not that Haley had to be rushed to the ER for medical treatment, but that the women who had prayed for her subsequently abandoned her emotionally. Understandably they were freaked out. But rather than acknowledge that they had made a tactical error in their attempts to be helpful, they did what people often do—they blamed Haley, the victim. Haley stayed connected to the church for a short while, but without anyone else coming alongside her, and finding it difficult to deal with the constant rejection she faced from the women who had vowed to support her in her journey toward healing, she eventually stopped attending. The shattered glass of the window that broke due to the impact of Haley’s body crashing through it somehow seemed symbolic to me not only of those broken relationships but also of Haley’s fragmented sense of self and personal history.

Fortunately, there is a happy ending to Haley’s larger life story. Although she gave up on church, Haley did not give up on her fledgling relationship with God. Throughout seven years of therapy with me, and several with another therapist after I moved from the area, I watched Haley’s faith grow as God used the counseling process to heal the deep wounds of the sadistic physical, sexual, emotional, and spiritual torment she somehow endured as a child.

I marvel as I talk to Haley these days. She is moving up in the company that employs her, doing work that she loves with colleagues she enjoys. Haley’s extensive social circle includes several very close friends. Although she shies away from church involvement, fearing that no church community will be able to accept her as she is, she loves God with all her heart and has good Christian friends. This is not to say that scars do not remain. Abuse-related health problems only increase as she ages, and she will probably never be nightmare-free. But she is full of joy, evidence of God’s miraculous restorative power.


THE NEED FOR COUNSELOR TRAINING

The women in the prayer group were concerned laypeople, not counselors, so perhaps they can be excused for not understanding that Haley’s healing process would be excruciatingly painful, complicated, and long-term—that a couple of prayer sessions would not cure her. Unfortunately, Christian counselors also run the risk of unintentionally retraumatizing such clients. While professional counselors are not likely to be as simplistic about the process of change, most have not been adequately trained to work with a client like Haley. While graduate programs in counseling and psychology are beginning to recognize the need to add a class on treating trauma to their course offerings, the focus tends to be on disaster relief or the treatment of posttraumatic stress disorder. Therefore students often are not adequately prepared to work with survivors of chronic relational trauma—such as child abuse—a category of trauma that has come to be known as complex trauma. This is disturbing, as many clients are likely to have had this kind of complex trauma history, even if they have never revealed that information or perhaps do not even know it themselves. This book is intended to help fill the gap between the reality of what counselors face in their clinical work and the deficits in their counselor training programs, particularly regarding the treatment of complex posttraumatic stress disorder in adults.




WHAT IS COMPLEX POSTTRAUMATIC STRESS DISORDER?

Perhaps the best way to gain an understanding of complex posttraumatic stress disorder (C-PTSD) is to briefly examine the history of the psychological trauma field, including posttraumatic stress disorder (PTSD), the early child sexual abuse literature, and the more recent publications on C-PTSD. I will also use case examples to illustrate the differences between PTSD and C-PTSD.

Posttraumatic Stress Disorder (PTSD). The literature on PTSD has its base primarily in research studies on United States war veterans who served in the two World Wars, Vietnam, the Gulf War, and more recently Iraq and Afghanistan. Studies on Vietnam veterans were particularly influential in identifying specific clusters of symptoms that were associated with exposure to psychological trauma. This lead to the first inclusion of PTSD in the third edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM), which was released in 1980.1

The symptom clusters that currently make up part of the diagnostic criteria for PTSD in the fifth edition of the DSM (DSM-5) are intrusive, avoidance, alterations in cognitions and mood, and alterations in arousal and reactivity. This represents some changes in terminology from the fourth edition of the manual (DSM-IV) as well as the addition of new clusters.


SYMPTOM CLUSTERS OF PTSD


	■ intrusive symptoms


	■ avoidance symptoms


	■ negative alterations in cognitions and mood


	■ marked alterations in arousal and reactivity







Intrusive symptoms occur when aspects of the traumatic event are relived in some way. This is the equivalent of the DSM-IV category labeled reexperiencing. I think that a combination of these terms—that is, intrusive reexperiencing—provides the best description of this symptom cluster because it makes clear that these symptoms intrude into the lives of traumatized individuals, and that the intrusion takes the form of reexperiencing, or reliving, aspects of a traumatic experience. Although not an official term, the word flashback is commonly used by both professionals and laypeople to indicate a type of intrusive symptom in which the survivor relives the trauma as though it is happening here and now. Other intrusive symptoms include nightmares, visual images, intense emotions associated with the traumatic event (e.g., terror or shame), intrusive thoughts, and physical reactions.

The PTSD symptom cluster of avoidance includes attempts to stay away from anything that could trigger an intrusive symptom. Individuals with PTSD tend to alternate between intrusive and avoidance symptoms as they try desperately, but often unsuccessfully, to not be at the mercy of the traumatic event they experienced at some earlier point in their lives.

Falling under the symptom cluster of negative alterations in cognitions and mood are increased frequency of negative emotional states, diminished interest in significant activities, social withdrawal, and reduction in expression of positive emotions. This category was not included in earlier versions of the DSM, but these symptoms were found to be so common that they were added to the diagnostic criteria for PTSD.

While hyperarousal was the term used for a symptom cluster in the DSM-IV, in the DSM-5 it was changed to marked alterations in arousal and reactivity. Use of the word alteration could imply that the change in arousal involves either heightened arousal (i.e., hyperarousal) or the opposite, lessened arousal (i.e., hypoarousal). However, this posttraumatic symptom cluster only includes hyperarousal. High anxiety, anger outbursts, irritability, lack of concentration, and sleep disturbance are some examples of increased reactivity as a result of a nervous system that is in a highly excited or aroused state. I had one client, for example, whose pulse never went below 120 because his nervous system was always highly activated. New to this symptom category in the DSM-5 is inclusion of increased reckless or dangerous behavior.

At times hyperarousal takes the form of hypervigilance, when individuals are on high alert for danger in specific situations. This prepares them to either fight the perceived source of the danger or to run away from it. Such a “fight-or-flight” response is common not only in humans but also in other mammals and will be discussed in more detail later.

Irene’s story. The following vignette illustrates a straightforward case of PTSD that was easily resolved.

“Would anyone be willing to volunteer to be the ‘counselee’ so that I can demonstrate this technique?” I was teaching a counseling theories course in a seminary graduate counseling program in the Philippines and wanted to demonstrate the behavioral technique of systematic desensitization. A middle-aged woman, Irene, raised her hand, explaining that she was terrified of the sound of airplanes flying overhead. Upon investigation I found out that she was a recent trauma survivor. Just over a month before, Irene had barely escaped with her life when the entire hillside subdivision in which she lived was swept away by a raging river of mud produced by torrential rains. The sound of jet engines reminded Irene of sliding mud and triggered flashbacks of this traumatic event.

Irene showed evidence of typical PTSD symptoms. The terror she felt when she heard airplanes flying overhead was actually an intrusive reexperiencing of her previous trauma-related fear, the panic she felt as she ran for her life from the mud she could hear gaining on her. Nightmares that replayed scenes from the night of the mudslide were also evidence of intrusive posttraumatic symptoms. Irene showed evidence of avoidance because she actively pushed away intrusive thoughts and was reluctant to talk to anyone about the mudslide. Also, despite missing her former neighbors, Irene’s desire to avoid reminders of the tragedy kept her from seeking them out. Finally, Irene’s alertness to a sound that resembled moving mud and her impulse to run upon hearing such a sound were examples of hyperarousal. Many people who live close to an airport will not even notice a plane’s presence, yet Irene’s instinctive response was to flee before even identifying the source of the sound.


IRENE’S PTSD


	■ one traumatic event


	■ natural disaster


	■ good ego strength


	■ supportive relationships







If Irene had volunteered for the class demonstration within the first four weeks after the mudslide, her diagnosis would have been acute stress disorder (ASD) rather than PTSD because PTSD can only be diagnosed if symptoms persist for over a month. The posttraumatic symptoms that are listed as part of ASD criteria are very similar to those of PTSD but are stated in slightly different ways, with less specific criteria. For example, a diagnosis of ASD requires nine posttraumatic symptoms regardless of specific symptom cluster while a diagnosis of PTSD requires a specific number of symptoms within each cluster. Given that the mudslide happened more than a month prior to the class demonstration, PTSD was the correct diagnosis for Irene.

If I had been teaching in North America, I likely would have referred Irene to a trauma counselor and asked for a different volunteer upon recognizing that she suffered from PTSD. In Irene’s case, I thought the class demonstration might alleviate her posttraumatic symptoms to some extent in the absence of an appropriate referral source. So I began walking her through the process of systematic desensitization, which involves relaxation paired with visualization of the feared situation. To my amazement, the forty-minute demonstration effectively eliminated Irene’s adverse reaction to planes flying overhead, even many weeks after the class. Of course, Irene still had to grieve the loss of friends and readjust to a whole new community, but specific PTSD symptoms appeared to no longer be a major problem. She was able to continue working on her graduate degree and function productively.

There were factors that made Irene more resilient than another individual might have been under the same circumstances. Before the tragic mudslide that profoundly altered her life, Irene was a healthy, highly functional adult. Irene grew up in a poor but loving family. Despite considerable hardship, she had found effective ways of coping. The result was a relatively well-adjusted individual who was able to form and maintain healthy relationships with God and others, attain a high level of education, become a productive employee, and find fulfillment in Christian ministry.

When tragedy struck, Irene was able to draw on the strong foundation of her internal psychological and spiritual resources, as well as the external support systems that still surrounded her. This is likely the reason that the very limited therapeutic intervention in the form of a classroom demonstration was so effective.

Current status of PTSD diagnosis and treatment. While war trauma is still an important focus of investigation, in recent years research efforts on PTSD have expanded to include natural disasters, like the mudslide that Irene experienced. Victims of terrorism, kidnapping, prostitution, rape, and sex trafficking have also recently been included as possible susceptible populations. Basically, the literature addresses whether victims of certain traumatic events meet diagnostic criteria for PTSD and evaluates their prognosis. The literature also compares the effectiveness of various treatment approaches, with components of behavior and cognitive-behavioral therapy (CBT) coming out on top. Exposure therapy and trauma-focused CBT are two such approaches.2 The International Society for Traumatic Stress Studies (ISTSS) is one of the main organizations involved in research on PTSD and its treatment.

Irene’s posttraumatic symptoms were more quickly resolved than those of many individuals with PTSD. War veterans with PTSD symptoms associated with watching a friend get blown up or being injured themselves may require weeks or months of exposure therapy or CBT interventions. However, in all cases of PTSD the focus of treatment is a specific event(s) that is subjectively experienced as traumatic by an individual. Left untreated, PTSD symptoms can last for decades or appear for the first time even many years after the traumatic event (what the DSM-5 calls “delayed expression” of posttraumatic symptoms). With focused intervention, however, posttraumatic symptoms can be either totally eliminated or made more manageable.

Child sexual abuse and complex trauma. While C-PTSD is not restricted to survivors of child sexual abuse (SA), the abuse literature has informed the current understanding of complex trauma. The early SA literature is replete with descriptions of “flashbacks,” “body memories,” nightmares, and intrusive thoughts and feelings, all of which could be viewed as PTSD intrusive symptoms. Frequent reference is made to “memory blocks” or “repressed memories” when discussing abuse memories that have been forgotten but which could be triggered at some later time. Amnesia for such traumatic events would fall under the category of PTSD avoidance symptoms. Similarly, symptoms fitting PTSD changes in arousal and reactivity are described in the SA literature. However, few if any of these early SA authors used the term PTSD, perhaps because the early literature on SA preceded the inclusion of PTSD as a diagnostic category. Differing terminology between SA literature and PTSD literature could also be partially explained by the segregated nature of each clinical population in that counselors working with SA survivors would not necessarily see clients who were war veterans and vice versa. Whatever the reasons, the literatures tended to develop along relatively independent pathways until more recently.

PTSD symptoms are, therefore, described quite clearly in the SA literature even if not explicitly labeled as such. Many other symptoms, however, are also described in the SA literature but are not mentioned in the PTSD literature. These include distorted views of self, such as low self-esteem to the point of self-hatred. In addition, SA survivors tend to blame themselves for their abuse, experiencing high degrees of guilt and shame. Identity formation is often impaired, leading to identity confusion. Trust levels are described as severely impaired, which interferes with the development of healthy relationships of any kind. This is just a sample of the kinds of issues described in the SA literature, and it is clear that a diagnosis of PTSD does not adequately prepare a counselor to treat an individual with such a complex presentation.

Current status of complex posttraumatic stress disorder diagnosis and treatment. Much to my dismay and that of my colleagues who specialize in work with survivors of complex trauma, the DSM-5 does not include a separate diagnostic category for complex PTSD. It does include a new dissociative subtype of PTSD which helps to identify some complex trauma survivors, but in our view, it does not go far enough in that it does not encompass all of the additional symptoms discussed in the child abuse literature.

Lack of inclusion in the DSM has made it difficult to come up with common language around complex trauma. Over the past couple of decades various diagnostic labels have been suggested in attempts to remedy this situation. Some of these include: disorders of extreme stress, Type II trauma, betrayal trauma, complex traumatic stress disorder, complex posttraumatic stress disorder, and, for children, developmental trauma disorder. In the first edition of this book I used the term complex traumatic stress disorder or CTSD because that was the terminology in greatest use at that time. Currently the term complex posttraumatic stress disorder or C-PTSD is more commonly used, which is why I have chosen to use it in the second edition of this book.


SYMPTOMS OF C-PTSD


Difficulties with:


	■ affect regulation


	■ dissociation


	■ self-perception


	■ perception of perpetrator


	■ relationships


	■ physical problems


	■ systems of meaning








Another consequence of the lack of consistency in terminology and the DSM not including complex trauma as a separate diagnostic category is that pertinent research findings and treatment guidelines have been scattered in various places throughout the broader trauma and child abuse literatures. The International Society for the Study of Trauma and Dissociation (ISSTD, not to be confused with the ISTSS mentioned previously) is an organization that has focused on complex trauma, including dissociative disorders, for several decades.

The publication of the book Treating Complex Traumatic Stress Disorders (Courtois & Ford, 2009) represented a significant contribution toward understanding posttraumatic symptoms that were not outlined in the DSM. The formation of Division 56 of the American Psychological Association, which focuses on trauma, is also noteworthy. Members are attempting to bridge the gap between the two trauma worlds by addressing both types of trauma.

While there is consensus in the literature that child abuse and neglect are sources of complex trauma, there are some differences of opinion as to whether other types of trauma can also result in C-PTSD. For example, Judith Herman, a pioneer in this field, writes that the prerequisite condition of C-PTSD is the experience of being totally controlled over a period of months or years. While those who have been abused as children fit this criterion, Herman also includes hostages, prisoners of war, concentration camp survivors, survivors of religious cults, and those who have been victims of intimate partner violence (Herman, 1992/2015). I prefer Herman’s wider inclusion of traumatized individuals, as treatment principles can be more broadly, yet still appropriately, generalized.

Despite varying views with respect to the types of trauma that can result in C-PTSD, there is agreement as to the kinds of symptoms that are the focus of treatment. They include difficulties with affect regulation (anger, self-injury), dissociation (amnesia, depersonalization), problems with self-perception (shame, self-hatred), distorted perception of the perpetrator (taking on perpetrator’s views, feeling sympathy toward perpetrator), relational difficulties (distrust, lack of intimacy), physical problems (related to abuse, medical problems), and alterations in systems of meaning (hopelessness about recovery) (Herman, 1992/2015).

Haley’s story as compared to Irene’s. Haley, the client discussed at the beginning of this chapter, is a good example of an individual with C-PTSD. Flagrant PTSD symptoms were the primary motivating factor for Haley to seek counseling. Intrusive symptoms in the form of frequent, vivid flashbacks were the most distressing as she had difficulty knowing whether she was remembering past horrors or whether she was in current danger. Haley’s sleep was also severely disturbed due to intrusive symptoms in the form of nightmares. Even a slight noise startled her awake, her nervous system fully aroused and ready to respond to danger. This illustrates severe hyperarousal in the form of hypervigilance. In one instance Haley’s hypervigilance resulted in assault charges. In what she thought was self-defense, Haley spun around and punched a colleague in the face after being approached from behind and touched on the shoulder.


HALEY’S EXPERIENCE


	■ child sexual, physical, spiritual, and emotional abuse; severe neglect


	■ chronic abuse


	■ PTSD symptoms


	■ a multitude of other symptoms


	■ minimal social support







Avoidance symptoms were also present. Haley could not handle learning how to drive because of a traumatic memory associated with a car. She avoided contact with family members associated with abuse, and only gradually accessed some particularly sadistic abuse memories that she had buried for years.

Despite the prevalence of Haley’s PTSD symptoms, there were significant differences between Haley’s presentation and that of Irene. Haley had not experienced one isolated traumatic event, but hundreds. In addition, she was a child when she was traumatized, which had a profound impact on the development of basic trust, identity formation, and her ability to develop intimate relationships. The relational nature of the chronic physical, sexual, emotional, and spiritual abuse, as well as the severe physical and emotional neglect she suffered, were particularly destructive, leading to severe dissociative symptoms.

Haley had neither the internal cohesiveness nor the well-established network of relationships that Irene had available to her. The secure attachment relationship to a parent, prerequisite to forming a core sense of self, did not exist. After all, the very people who were supposed to nurture, protect, and help Haley overcome developmental milestones were the very ones who sadistically abused and neglected her. Therefore, the standard PTSD treatment of exposure therapy and CBT interventions would have been inadequate in treating Haley. Instead of the brief intervention that was sufficient for the alleviation of Irene’s posttraumatic symptoms, Haley required over a decade of counseling. Table 1.1 makes some comparisons between PTSD and C-PTSD.




SPECIAL CONSIDERATIONS FOR CHRISTIAN COUNSELORS

The wounds of complex trauma survivors are often so deep that their ability to live out of who God created them to be is severely hampered. Some have been damaged to the extent that they are not able to function at school or work and are forced to rely on disability income for basic needs. Others may be able to provide for themselves. However, day-to-day survival comes at great psychological and emotional cost as they battle depression, anxiety, insomnia, nightmares, flashbacks, and other posttraumatic and dissociative symptoms. Self-blame, shame, guilt, fear, and rage are not uncommon. Many wrestle spiritually, not understanding why God did not protect them from the horrors of the violence perpetrated against them. Loneliness and social isolation are often the norm. Any relationships that do exist tend to be unhealthy if not abusive.


Table 1.1. Posttraumatic stress disorder compared to complex posttraumatic stress disorder








	POSTTRAUMATIC STRESS DISORDER

	COMPLEX POSTTRAUMATIC STRESS DISORDER





	Literature on war-related trauma

	Literature on child sexual abuse




	Isolated traumatic events

	Multiple traumatic events; chronic trauma




	Trauma source not usually an intimate relationship

	Trauma source includes intimate relationships




	Examples: war-related trauma, natural disasters, single rape (adult), physical injury

	Examples: child abuse and/or neglect (physical, sexual, emotional, spiritual, or combinations), domestic violence




	Relatively short-term therapy

	Long-term therapy









Living this way does not seem to fit with the abundant life promised in Scripture (Jn 10:10). Recognizing that God created all of us for something more, Christian counselors are in a unique position to not focus solely on alleviating their clients’ symptoms, but to envision the potential inherent in their clients as men or women whom God has created for his purposes.

Working with such brokenness can test the courage, skills, and patience of even the best therapist. However, Christian counselors have resources not available to secular therapists: We can rely on the wisdom and discernment of the Holy Spirit to guide the therapeutic process, whether or not our complex trauma clients acknowledge Christ. We can also depend on God to take care of us, the counselors, in the midst of some very taxing therapeutic work. With proper training, and the active recognition of God’s healing power, we potentially have a lot to offer counselees with C-PTSD.

Increased responsibility. Luke 12:48 states, “From everyone who has been given much, much will be demanded; and from the one who has been entrusted with much, much more will be asked.” While all counselors have a responsibility to continually upgrade their knowledge and skills, the onus on Christian counselors is even greater. The Bible spurs us on to excellence. “Whatever you do, work at it with all your heart, as working for the Lord, not for human masters” (Col 3:23). But we are not doing just any work! As Christian counselors we are entrusted with the hearts and souls of individuals who are created in the very image of God, marred though it may be (Gen 1:26).

Specific areas in which Christian counselors can be of particular help. Some excellent secular books have been published on complex trauma, as well as other valuable resources available to mental health professionals (see chapter eight). However, there are gaps in the literature that could best be addressed by a book written specifically for evangelical Christian counselors that deals with the treatment of complex trauma.

For example, with secular therapists, Christian C-PTSD clients may have a particularly difficult time satisfactorily addressing issues related to their faith and church involvement. While good secular counselors will give their counselees the freedom to work through these concerns, it may be more difficult for counselors who have no personal faith of their own to recognize the difference between healthy and unhealthy spirituality. Therefore, Christian C-PTSD clients could benefit from having a counselor who understands their faith background. Similarly, non-Christian clients sometimes choose Christian counselors expressly because they want the freedom to tackle issues of faith as part of the counseling process.

Spiritual and existential concerns. Whether or not complex trauma survivors identify themselves as Christians, they will inevitably present with spiritual issues and existential concerns. Christian counselors need to be prepared to wrestle through these complicated questions alongside their clients. Telling a Christian client who has been gang-raped that “in all things God works for the good of those who love him” (Rom 8:28) could be very damaging. A counselor’s simplistic prayer begging God to take care of a Christian counselee in the coming week, a prayer that could easily originate out of an overwhelmed counselor’s feelings of helplessness rather than the client’s felt need, may seem trite to the counselee. How meaningful can such a prayer be to a complex trauma survivor whose cries are more likely to be in the vein of, “God, why did you allow me to be tortured even after I pleaded with you for protection? How could a loving God let a little child suffer so much?” Of course I am not suggesting that we do not pray for our clients. But what we pray for and when we pray for them—whether in the session or outside of the session—are the relevant therapeutic questions. A trained Christian counselor will be better able to make good decisions about the appropriate use of Scripture and prayer with complex trauma clients who are Christians.

The demonic. Unfortunately Haley’s story of deliverance prayer gone awry is not uncommon for survivors of complex trauma, both those purporting to be Christians as well as those who do not hold to a religious faith. Christian counselors need to be apprised of the complexities involved in helping their clients heal from such events, and they must circumvent potential future damage by Christians and churches that may misinterpret posttraumatic symptoms and assume a spiritual cause. Of course there is also the dilemma for Christian counselors of trying to determine whether their clients are being spiritually attacked or are just psychologically disturbed.

Toxic churches. As illustrated by Haley’s story, some churches can create further damage to complex trauma survivors. One of my clients referred to these churches as “Kool-Aid” churches (in reference to the Jimmy Jones cult where church members committed suicide with poisoned Kool-Aid). Christian counselors can teach their clients to avoid or get out of such spiritually abusive churches. Of course a good secular therapist will also help a Christian client recognize the “Kool-Aid,” but if not familiar with the spectrum of evangelicalism, they may characterize all evangelical churches as dysfunctional.

The Bible, however, talks about the church as the body of Christ. A properly educated church can be a powerful healing resource for complex trauma survivors, particularly if church members are willing to partner with Christian counselors in a common endeavor to help such individuals.




MY PERSONAL THERAPEUTIC JOURNEY: WHY I AM PASSIONATE ABOUT WORK WITH COMPLEX PTSD

My vision is that more clients like Haley will find abundant life in Christ with the aid of Christian counselors who are knowledgeable about good C-PTSD treatment. My desire to help these clients compelled me to begin working in this field in the first place. Trauma survivors, carrying horrible stories of child abuse and rape, started finding their way into my counseling office in the early 1980s, and I scrambled to try to understand and help them. However, there were very few resources available to me at that time. The literature on child sexual abuse was in its infancy, and very little was known about dissociative disorders. I struggled to find anyone who could give me feedback about how to help these clients.

Despite the lack of readily available information, I can see now that the Lord was guiding me into the field, giving me the support and training that I needed. Unlike many of my peers, I was familiar with the concept of dissociation because I had written a research paper on multiple personality disorder (MPD, now called dissociative identity disorder or DID) during my graduate training. Furthermore, one of my graduate school professors had a client with DID, and watching him navigate this mainly uncharted territory helped me, years later, to recognize the signs of dissociation in a client, Maggie.

Maggie revealed that she had started to hear threatening voices. I suggested that she listen to the voices in order to find out more about them rather than attempt to push them away out of fear. I will never forget the following session, my initiation into this kind of work. Maggie announced that two of her voices had been arguing all week about who got to talk to me first! According to Maggie the voices had informed her that their names were Sandra and Cindy, and they were five years old. So I pulled out crayons and paper, sat on the floor with my adult client, and began conversing with what sounded like a young child.

I was desperate for supervision but had not been successful at finding any, until an opportunity arose that was better than anything I had hoped for. At a time when such an MPD diagnosis was considered extremely rare, I was fortunate to have the opportunity to be trained and supervised by one of North America’s experts in the field. By what I consider divine intervention, this psychiatrist offered to do live supervision and training, inviting the client and me to meet with him once a week for almost a year.

When my husband and I moved to another city, I was forced to refer this client to my supervisor. While I was in agreement with our move, I could not understand God’s timing. Why, I wondered, had God pulled me away from this client who was making remarkable progress and this incredible training opportunity, when I would likely never again have the chance to use what I had been learning about working with dissociative clients?

God, of course, did know what he was doing! I had been working at a part-time counseling job in our new city only a few weeks when a counselee walked into my office, said, “I’ve been diagnosed with MPD and would like a second opinion,” and I began to work with my second highly dissociative client. Within the next few years several people with previously undiagnosed MPD ended up becoming my clients, as well as others who had histories of child abuse.

Another amazing training opportunity presented itself in the form of once-weekly, three-hour training sessions over an eight-week period made available free of charge through a government grant. The instructor offered invaluable training from a slightly different perspective than that of my original supervisor. I also became a member of what is now called the International Society for the Study of Trauma and Dissociation, a secular organization with a membership full of compassionate people who are dedicated to conducting research, training clinicians, and educating the general public about dissociation and the impact of chronic relational trauma.

In the late 1990s I moved to the Philippines along with my husband and two young sons to teach in a graduate counseling program in a seminary in Manila. In my supervision of student interns, I saw evidence of severe dissociation among their Filipino and Filipino Chinese counselees. This was one of the motivating factors in my decision to study trauma and dissociation in a nonclinical population in the Philippines for my doctoral dissertation. From that time on my clinical specialization in the area of trauma and dissociation expanded to also become my teaching, research, and writing passion. All of this coalesces in a deep desire to share with others what God has taught me over the past three decades about working with this client population.
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  SHATTERING THE SELF


  The Effects of Trauma on Childhood Development


  

    PEOPLE OFTEN BELIEVE that young children are not greatly impacted by negative events, assuming that if children are too young to understand what is happening, they will not be harmed by the situation or their resilience will enable them to bounce back easily. In fact, the opposite is true. The younger the child, the greater the impact a potentially traumatic event often has, both in terms of neurobiology and psychology.


    Think, for example, of Ben, a child going through the terrible twos. One afternoon Ben discovers that the soil in the potted plant in the living room is fun to play with. His father, who has been drinking, yells at Ben to stop.


    

      AREAS OF CHILD DEVELOPMENT AFFECTED BY TRAUMA


      

        

          	

            ■ physical development


          


          	

            ■ emotional regulation


          


          	

            ■ attachment relationships


          


          	

            ■ identity development


          


          	

            ■ spiritual health


          


        


      


    


    Ben ignores him and continues to throw handfuls of dirt onto the carpet. Screaming profanities, Ben’s dad lunges at the child, pins him to the floor, and proceeds to lash his bare legs with a belt. As Ben shrieks in pain and terror, his father grows livid and hits harder until Ben’s legs are covered in welts. His anger finally spent, Ben’s father exits the room, leaving the sobbing child alone, huddled on the carpet.


    An hour prior to this incident, Ben and his father were cuddled together on the couch, looking at a picture book. How does Ben make sense of what has just happened? Which one is the real Daddy: the gentle, loving man or the monster that hurt him so badly? At a deep level, a seed of belief could set in that “I must be a really, really bad boy for Daddy to hurt me this way.” However, as Ben’s language at this age is not very developed, he will not have the cognitive ability even to formulate this thought, let alone to sort out that his father was at fault for disciplining him in a totally inappropriate way. To add to the complexities, Ben is completely dependent on his parents for his very survival.


    As the title suggests, this chapter will discuss how trauma impacts both neuropsychological and psychological processes. We will first look at how trauma impacts the physical body. The discussion will then focus on normal psychological development which will lay a foundation for understanding how trauma negatively impacts the formation of personality, sense of identity, and ability to form healthy relationships. Obtaining this knowledge about why relational trauma in childhood has such a devastating, long-term impact lays the theoretical foundation for the treatment-oriented chapters that follow. The techniques introduced in the treatment-focused chapters will make much more sense if you have first waded through the denser material of this chapter. So hang in there! The rest of the book will be a breeze!


    

      HOW THE BODY RESPONDS TO TRAUMA


      Research studies have used brain scans, blood work, and other medical technology to determine exactly what happens neurologically and physiologically when individuals are faced with a threatening situation. Entire volumes have been written on the neurobiological impact of trauma both at the time of the trauma and in the aftermath. This material is covered in broad strokes here, highlighting a few areas that will give you some sense of how the body is affected by trauma. If you wish to know more about this topic, I highly recommend Bessel van der Kolk’s book The Body Keeps the Score. Van der Kolk has an amazing way of making complex neurobiological principles easy to understand for those who have not made an in-depth study of this area (van der Kolk, 2014).1


      

        HOW THE BODY RESPONDS TO TRAUMA


        

          

            	

              ■ subcortical brain systems, such as the limbic system, become hyperactive


            


            	

              ■ cerebral cortex is bypassed


            


            	

              ■ stress hormones flood the nervous system


            


            	

              ■ fight, flight, or freeze responses are repeatedly triggered


            


            	

              ■ negative long-term effects on physical and mental health result


            


          


        


      


      The brain.2 The brain consists of a multitude of systems and anatomical subsections. Yet it is frequently divided into cortical and subcortical regions. While every section of the brain is remarkably complex, the cortical regions contained within the cerebral cortex direct the most complex functions, while the subcortical regions tend to direct more basic neurological functions. The cerebral cortex, which is the outermost area of the brain, is the rational, thinking brain that regulates much of the conscious behavior and decision making unique to humans. One particularly important subcortical structure, the brainstem, is geared toward basic physical survival, controlling activities such as breathing, heart rate, and digestion. In close proximity lies the limbic system, another subcortical region, which, among other things, assesses what is pleasurable or scary, determines when the person is in danger, and is the emotional center of the brain.


      Under normal circumstances these interconnected areas of the brain work together as an integrated whole. But if the amygdala, which is part of the limbic system, signals danger as a result of sensory input processed by the thalamus, the cerebral cortex, in effect, goes offline. Instead, two different hormonal stress response systems are activated, resulting in the instantaneous release of stress hormones, including cortisol and adrenaline. Stress hormones ultimately result in either fight, flight, or freeze responses, all of which are activated without the involvement of the cerebral cortex. Without easy access to their conscious decision-making capacities, individuals in situations of perceived danger, therefore, are unable to make a conscious choice about what to do, at least initially. The response is instinctual; in a sense their body just takes over.


      Fight, flight, or freeze responses: Which gets used?3 The particular defensive response that is triggered at a given point in time depends both on the particulars of the specific situation and on the past history and personal characteristics of the individual. Two people can be faced with an identical threat but respond in opposite ways. For example, being trapped in a car after an accident may mobilize one person to attempt to get out (i.e., flee), while someone else in the same position may fight off the attempts of firefighters and paramedics to help them.


      In a court case, the instinctual fight response could be argued to be self-defense. Physiologically, preplanned aggression toward someone, such as premeditated murder, looks quite different from aggression triggered by the need for basic survival. Just as a cornered animal, even your pet, will often lash out when wounded or frightened, so even normally mild-mannered people can become highly aggressive when their lives are on the line. Both fight and flight responses trigger high physiological arousal states. For example, the heart beats faster, neurologically the individual is on high alert, and muscles are poised for quick action. Adrenaline pumps through the system, making possible seemingly super-human feats (e.g., running faster or hitting harder than possible under normal circumstances). I have had counselees describe times where they were able to outrun their adult perpetrators as children or adolescents due to the instinct to flee. Unfortunately fight responses are not generally successful for children when adults have superior physical strength and the ability to psychologically intimidate.


      If the brain determines that fight-or-flight responses are not viable options, as is often the case for children, the only alternative is one of a number of freeze responses, which physiologically vary greatly. One type of freeze response is similar to that of prey animals in the final moments before death, when the predator is upon them and their fate seems sealed. The animal appears lifeless because the muscles become limp and the heart rate slows down. Morphine-like opioids are released in such circumstances that reduce the amount of pain experienced. This is the opposite of the hyperaroused state that is the hallmark of both flight and fight responses; it is a hypoaroused state, or a “low-activation” freeze. The technical term for this type of freeze state is a dorsal-vagal response.


      Some of my clients have described experiencing dorsal-vagal responses when they realized, as children, that there was no hope of escape from their perpetrators. They may initially have attempted to flee and been caught, or been immobilized in a freeze response. But upon realizing that their attempts to protect themselves were futile, their nervous systems collapsed in a kind of inevitable submission. When such situations are reexperienced as part of trauma processing in Phase II of treatment, these clients can go into a dorsal-vagal freeze that can be very disconcerting to both counselor and counselee, particularly if the counselor does not recognize what is happening. In extreme cases the heart rate slows down to such an extent that the individual could actually die.


      Another common freeze response is a paralyzed “frozen fear” one, which may be triggered if someone is trapped. Unlike the state of low arousal in the dorsal-vagal freeze, this is a “high-activation” freeze similar to that seen in fight-or-flight responses. Physiologically, two opposing forces are at play here, as both the sympathetic (responsible for arousal) and parasympathetic (which functions to conserve energy during rest) branches of the autonomic nervous system (ANS) are activated. This state could be considered “frozen flight” or “frozen fight.” In both of these the nervous system is highly aroused, but the muscles are immobilized. This state of frozen fear can also be reenacted during a flashback or in a trauma-processing session.


      There are two additional freeze states. One is an “attentional focus freeze,” where the person’s body is immobilized and their gaze cannot be torn away from the potential threat. This involves a narrowing of the field of attention with peripheral vision blurred. The other is a “vigilant freeze,” where the senses are on hyperalert. For example, the individual may be straining their ears in an attempt to listen for danger. Again, counselors will sometimes see these states replaying themselves. Having an explanation as to what might be happening can be helpful.


      Long-term effects. Every time individuals experience traumatic situations their bodies are impacted. Hormones and neurochemicals related to high activation of the nervous system (e.g., flight, fight, frozen flight/fight responses) or its opposite, low arousal (e.g., dorsal-vagal freeze state), course through their bodies. Respiration, heart rate, digestion, sexual function, and so on are also impacted. In complex trauma where abuse is chronic, the body is constantly going in and out of these states because trauma happens so frequently. But it is not just when the abuse is happening that the body responds in these ways. When flashbacks occur, the body does not know the difference between these intrusive posttraumatic symptoms and an actual traumatic event, and so reacts in an identical fashion.


      I have known people who virtually live in hyperaroused states where their body is rarely in a state of relaxation. Ruby is one example. Ruby’s childhood was fraught with danger. Even when she was not being physically or sexually abused, in which she was in a state of frozen fear, she was constantly targeted for emotional and verbal abuse. Ruby tried desperately to avoid doing anything that would elicit a detrimental reaction from her parents. This meant that she was continually in high alert, either in a vigilant freeze or a more active state of hypervigilance, as she attempted to perceive if she was in imminent danger. Now that she is an adult, it is almost as though Ruby’s body does not know how to relax because it has been in a highly aroused state for so long. Her “resting” heart rate is more than double what it should be, and her breathing is rapid and shallow. She is also disengaged from her body, often not even able to feel someone touch her.


      The research literature indicates that Ruby is not alone (Struthers, Ansell, & Wilson, 2017). While any traumatic event in adulthood can set off similar neurobiological cycles, when the trauma happens in infancy or childhood, the impact is particularly serious. The brain is especially vulnerable during critical neurological developmental windows. When trauma happens during these periods the resulting neurological dysregulation increases the sensitivity and duration of the stress response, which has ongoing implications. For example, trauma within the first five years of life has been shown to significantly reduce brain volume, increase cortisol levels (a hormone that at increased levels impacts the heart and weight among other things), and decrease the ability of the child to recover from an acute trauma.


      Over time such dysregulated neurological systems can have devastating effects on both physical and mental health. The findings from the Adverse Childhood Experiences (ACE) Study provide support for this.4 The ACE study was conducted jointly by Kaiser Permanente and the US government’s Centers for Disease Control (CDC). It gathered data from 17,000 patients between the years of 1995 and 1997 with follow-ups continuing to the present day. The results showed that there is a positive correlation between the number of ACEs and a vast number of conditions, including pulmonary/cardiovascular disease, depression, alcoholism, liver disease, and many more (Centers for Disease Control and Prevention, 2019). See figure 2.1 for a list of significant associations.


      The researchers also recognized, however, that it is not ACEs alone that impact physical and psychological health. The two categories at the base of the pyramid in figure 2.2 indicate that generational factors, historical trauma, social conditions, and other contextual factors provide the foundation for how ACEs will affect particular individuals. The diagram as a whole illustrates the mechanism by which ACEs impact health and well-being over the lifespan.


      

        

          EARLY ADVERSITY HAS LASTING IMPACTS
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      THE TIES THAT BIND: ATTACHMENT AND DEVELOPMENT


      Research findings increasingly show that the formation of healthy attachment relationships between infants and primary caregivers is crucial for the future emotional and relational health of children (see, for example, Berlin, Cassidy, & Appleyard, 2008). The primary caregiver is often the mother, but it could be the father, a nanny, a grandmother, an older sibling, or anyone who emotionally invests in or spends a lot of time with the child. For convenience, I will talk about the primary attachment figure as the mother in this section. Attachment theory focuses mainly on how children develop a sense of safety and security with their primary caregivers and on how those relationships impact the child’s ability to develop healthy relationships later in life, topics we will discuss in this section. Additionally, the same caregiving behaviors that are associated with the development of secure attachment can be viewed as more broadly impacting the formation of personality, the ability to regulate affect (emotion), and a unified sense of self.


      

        ATTACHMENT AND DEVELOPMENT


        

          

            	

              ■ Safety and security


            


            	

              ■ Personality development, affect regulation, and integration of self


            


            	

              ■ Attachment, trauma, and the developing brain


            


          


        


      


      Safety and security. The formation of healthy attachment bonds requires an attuned caregiver who senses what is happening with the baby and then appropriately responds. For example, a loving mother is likely to know the difference between the “I’m hungry,” “I’m tired,” “I hurt,” and “I need changing” cries of her baby and to take the appropriate action to alleviate her child’s distress.


      My husband, Fred, and I are raising our grandson, Rico, whom we have adopted. When Rico was a toddler I volunteered in the church nursery one Sunday. Rico was playing contentedly when one of the babies began crying. I picked her up and tried, unsuccessfully, to settle her. I began to feel anxious and helpless when nothing seemed to work.


      I would have known exactly what to do, or at least what to try, if that baby had been Rico, because I had cared for Rico since infancy and knew his idiosyncrasies. We had a connection that worked well because I was attuned to his needs, and I was able to quickly, and effectively, meet them. While it was obvious that this other baby was distressed, it took a lot of trial and error to figure out how to calm her down.


      The development of secure, healthy attachment is not only reliant on the ability of the primary caregiver or attachment figure to help regulate the infant’s emotion when upset, but it is also dependent on positive interactions when the infant is not dysregulated. For example, when her infant is smiling or cooing, an attuned mother looks into her baby’s eyes, smiles, and talks to her infant.


      The “still face” experiment. A great example of such reciprocal attachment behavior can be seen in a film clip recorded as part of the “still face” experiment (Tronick, 2007).5 The clip shows a mother and infant clearly engaged with each other. They are making eye contact, the infant makes excited sounds in response to the mother’s voice, the baby points and the mother looks to where she is pointing. It is easy to see that mother and baby are emotionally connected in those moments, and how similar interactions repeated thousands of times over would result in a strong attachment bond.


      The mother is then asked to turn her head away for a few seconds, and, on turning back, keep her face expressionless (i.e., still) and be otherwise unresponsive. The baby’s response is disturbing. She tries various tactics to gain her mother’s attention, such as smiling, gurgling, and pointing, which is what she was doing before with good results. But when unable to get a response the baby becomes obviously more distressed with every passing second, making high-pitched cries, turning her head away, crying harder, and ultimately losing control of her posture. At the end of two minutes the mother once again engages with the baby, who quickly returns to her happy, playful state.


      Of course we cannot be fully attentive to our children one hundred percent of the time because life demands involvement in other tasks. Fortunately, this is not necessary. What is important for the development of secure attachment is that relational ruptures, even small ones, are repaired. The film clip demonstrated this well; while the unresponsiveness of the mother resulted in a temporary rupture of relationship, it was quickly and easily repaired once the mother reengaged. This means that I do not have to worry too much when I am at the stove cooking dinner and Rico demands my attention. While he may be frustrated that I cannot fully attend to him, when I turn to smile at him occasionally and continue to chat even if I cannot make eye contact, the little relational ruptures are continually being repaired.


      Exploration behavior of toddlers and the “strange situation” experiment. When caregivers are appropriately responsive to them, children develop a sense of safety and security because their needs are being met and their environment is predictable. The attachment figure becomes a “safe haven,” providing a “secure base” from which the child can begin to explore his or her world (Bowlby, 1988).


      A good illustration of this is the exploration behavior of toddlers. When securely attached, they will wander out of sight of their mothers, running back to them every now and then to remind themselves that Mommy is still there and, consequently, that everything is okay. In this way the mother provides a secure base for the toddler to explore. If, however, toddlers are not securely attached to their mothers, their exploration behavior is diminished. They do not want to let Mommy out of their sight because they cannot trust that she will still be there for them when they return.


      The strange situation research protocol has revealed the differences between children who are securely attached to their mothers and those exhibiting various styles of insecure attachment (Ainsworth, Blehar, Waters, & Wall, 1978). It has become the standard procedure by which attachment style at various ages is assessed (Weinfield, Sroufe, Egeland, & Carlson, 2008). In studies using the strange situation, mother and child are placed in a room and their interactions observed. The mother then leaves the room, and a stranger enters it while the child’s behavior is monitored for signs of distress. When the mother returns, the child’s response is again observed. Table 2.1 summarizes the findings of studies that have used the strange situation, as well as findings from studies that have looked at the association between attachment style and relational behavior in adulthood (Ainsworth et al., 1978; Cassidy & Shaver, 2016; Main, Hesse & Kaplan, 2005).


      

        

          Table 2.1. Attachment styles


        


        

          

            

            

            

            

            

            

              

                	ATTACHMENT STYLE


                	BEHAVIOR OF CHILD AFTER ATTACHMENT FIGURE REENTERS THE ROOM


                	IMPACT ON ADULT BEHAVIOR


              


            

            

              

                	Secure


                	
• Shows moderate distress


                  • Actively seeks contact


                  • Shows need for comfort and nurturance


                  • When comforted returns to play/exploration



                	
• Assumes others will be trustworthy and responsive


                  • Believes oneself to be lovable and able to elicit caring



              


              

                	Anxious/Preoccupied


                	
• Shows extreme distress


                  • Seeks contact/clings


                  • Does not return easily to exploration



                	• Deeply desires intimacy but expects to be let down


              


              

                	Avoidant/Dismissing


                	
• Shows little apparent distress


                  • Avoids attachment figure


                  • Focuses on tasks (e.g., play)



                	
• Denies need for intimate relationships


                  • Avoids intimacy



              


              

                	Disorganized/Ambivalent


                	
• Shows extreme distress


                  • Approaches/clings and withdraws


                  • Dissociates (appears dazed, frozen)



                	
• Believes others are both the solution to and source of fear


                  • Overly dependent and then withdraws



              


            

          


        


      


      The impact of abuse. While other factors can influence the development of an insecure attachment style, imagine how child abuse wreaks havoc with the development of secure attachment, particularly if the perpetrator is the same person on whom the child is totally dependent for survival. If the caregiver is minimally tuned in to the baby, emotional and/or physical neglect result. Remember how distressed the baby in the still face experiment became after only two minutes of unresponsiveness in her mother? If instead of minutes there are hours or days in which the baby is not engaged emotionally, and there is no repair of such huge relational ruptures, the implications for formation of secure attachment are enormous, even if there is no physical neglect or explicit physical, sexual, or verbal abuse.


      Perhaps, however, the caregiver is appropriately responsive some of the time but then unpredictably abuses the child. Insecure attachment, in particular a disorganized/ambivalent attachment style, is often the result, because the source of both safety and danger for the child resides in the same person.6 The ambivalence the child experiences toward the caregiver can be seen in the child’s behavior when the caregiver walks into the room. For example, the child may begin to run, arms outstretched, toward the caregiver, then suddenly stop, arms by the side of the body, with a confused facial expression, and abruptly turn and run in the opposite direction. This behavior indicates the simultaneous desire for, and fear of, the attachment figure.


      In cases where the perpetrator is not a primary caregiver, attachment bonds with caregivers still can be adversely affected. Children tend to assume that somehow caregivers know what is happening, perhaps even throwing out hints that they are being harmed. They do not understand why caregivers are choosing to ignore their pain.


      Similarly, even if only one parent perpetrates abuse, the child often blames the nonoffending parent for not stopping it. Whether or not the primary attachment figure knows that the child is being harmed, the reality is that the child remains unprotected, which shakes the very foundations of any sense of safety and security that the child has already built.


      If, however, parents respond in supportive, constructive ways upon discovering that their child has been abused (e.g., comforting them, assuring them that it was not their fault, seeking justice, and protecting them from further harm), the attachment relationship can be salvaged or perhaps even strengthened. This is particularly true if there is little delay between the traumatic event and appropriate parental intervention.


      Often, though, children are afraid to reveal what has been done to them, either because they have been explicitly warned by perpetrators not to tell, or because they inevitably blame themselves. This may inadvertently circumvent the help that they could otherwise receive from caregivers or others. Even if traumatized children do somehow work up the courage to take a caregiver into their confidence, caregivers all too often do not rescue them. Instead caregivers may accuse children of lying or tell them that they are to blame for what happened and punish them. In cases of incest, for example, it is all too common for the nonoffending parent, most often the mother, to either not believe the child or minimize the trauma. In effect the child is sacrificed so that the mother does not have to deal with the implications for herself and her marriage that acknowledging her spouse as a perpetrator would bring about. Of course this deepens the attachment wound for the abused child.


      As early attachment relationships provide the foundation for intimacy in all future relationships, individuals who have experienced relational trauma in childhood are at great risk for dysfunctional relationships throughout life. Unless there is a redemptive relationship later on, or a positive intervention through therapy, this cycle will tend to perpetuate itself even into future generations through the inability of parents who were abused themselves to establish healthy bonds with their own children due to their own relational deficits. The good news is that the positive ripple effects of the healing of attachment wounds also can extend into future generations.


      Personality development, affect regulation, and integration of self. Viewing child development through the lens of Putnam’s Discrete Behavioral States model (DBS; Putnam, 1997) can be very helpful in understanding the impact of trauma on an individual’s development (see Arnold & Fisch, 2011 and various chapters in Dell & O’Neil, 2009 for additional information on how trauma impacts various aspects of development).


      Personality development. According to the DBS, discrete states, or ways of being, are the building blocks of personality. A one-month-old has a very limited number of states: a quiet and focused state, sometimes referred to as “bright and shining eyes”; a “fussy” state; full-fledged crying; and two sleep states. When babies are hungry they will scream at the top of their lungs, with their faces scrunched up and arms and legs flailing. Once offered the mother’s breast or a bottle, the state change is instantaneous as the body relaxes and contented murmurs replace crying.


      As children grow, new states appear, and the number of possible behavioral pathways from which a child can go from one state to another become more complex. According to Putnam, personality formation is related to how much time an individual spends in particular states, how the individual switches between states, and the specific pathways between states that are more or less predictable for a specific person.


      For example, my son is not a morning person. I have learned that, on a regular basis, an irritable state immediately follows a sleeping state, and that I should wait until he switches to a more content, alert state before attempting to talk to him about anything significant. To use another example, I have discovered that when I am physically ill, I am prone to feelings of depression with which I do not usually struggle. Understanding that this is the result of the unique way my particular pathways have been formed helps me to gain perspective, knowing that once I feel better physically my mood will also improve.


      The normal process of personality development, however, breaks down for children who have been traumatized, because the regular states do not adequately provide the means to deal with the horror, fear, guilt, shame, pain, and other intense emotions that are associated with abuse. Therefore, discrete trauma states are created to help cope with the situation. These states can then be reactivated following a triggering stimulus. If they are entered into regularly, such traumatic responses can become “hardwired” through neurobiological processes (Siegel, 2003) and can ultimately evolve into behavioral or personality traits.


      Understanding that trauma states can be reactivated helps to explain some of the posttraumatic intrusive symptoms discussed in chapter one and sheds some light on why the attempts of adult survivors to protect themselves are often inadequate. Take Cindy, for example, a woman abused as a child who has a black belt in martial arts. One evening as Cindy is leaving the studio after teaching a class, she is assaulted and raped in the parking garage. Instead of using the skills she ably demonstrated only ten minutes previously, Cindy becomes paralyzed, having entered a trauma state that was created when her father sexually molested her decades before. Let’s look a little more closely at the reasons behind Cindy’s inability to make use of her skills.


      In both chapter one and the beginning of this chapter we discussed how the posttraumatic symptom of hyperarousal prepares trauma survivors for a fight-or-flight response to perceived danger. In some trauma states survivors are hyperaroused, but when they enter other trauma states they may instead be in a “freeze” mode. Just as the deer that freezes in your car headlights is more likely to get hit, so too a freeze response does not generally protect complex trauma survivors from further harm. As children such individuals learned that there was nothing they could do to stop the abuse; that is, they learned that they were helpless,7 and this, along with fear, became encapsulated in a trauma state. This explains why Cindy was not able to make use of her expertise in martial arts. Thirty-year-old Cindy would be more than capable of defending herself, but when in that trauma state she feels as though she is seven years old again, the age at which she first experienced sexual assault and was helpless to stop her perpetrator.


      Affect regulation. Newborns have no ability to regulate their states on their own. They are totally dependent on someone else to fix whatever is wrong by picking them up when they are crying, changing their diapers, and so on. As children grow, they develop an increasing capacity to deal with distressing feelings. Sucking a thumb or pacifier or deriving comfort from a favorite toy or blanket are examples of a developing ability to self-soothe. Similarly, while caregivers may rock babies to quiet them, thus regulating their affect by helping them go from a state of distress to one of calmness or sleep, older children can be seen rocking themselves back and forth when they are upset.


      Attuned caregivers, then, have the ability not only to calm children down, thereby helping them to develop a sense of safety and security, but also to help children learn how to manage their own emotions. We do not anticipate one-year-olds to be capable of calming themselves down, but we expect five-year-olds to be farther along in the process, and we assume that adults are fully able to control their emotions and associated behavior.


      For example, if dinner will be ready in fifteen minutes, most parents would expect five-year-olds to be able to cope with the delay without throwing temper tantrums. The ability of young children to actually do so, however, is facilitated by caregivers who have helped their children develop the capacity to delay gratification. This can be done by many means, including distracting them from their hunger pangs, teaching them the beginnings of appropriate self-talk (e.g., “It’s okay, Dolly. I know you’re hungry, but if you eat something now you won’t be hungry for dinner, and dinner will be ready soon!”), and disciplining them whenever they lose control of their anger. Over time, if caregivers consistently respond in appropriate ways, children continue to increase their capacities to control their emotions. The result is grown children who have developed enough inner resources to enable them to deal with a distressing state, such as hunger, over an extended period of time.


      Early childhood trauma disrupts the process of learning to regulate affect both directly and indirectly. As mentioned earlier, if parents are the perpetrators, an insecure, disorganized attachment style often develops, because the source of both safety and danger reside in the same person. In addition to the impact of the abusive behavior itself, parents who maltreat their children are often deficient in other aspects of parenting even when they are attempting to parent well. For example, such parents tend to have difficulty helping children acquire control over their behavior, are not proficient at recognizing and tracking their children’s states, lack the ability to intervene in ways that help disrupt inappropriate states in their children, and are poor role models of self-control (Putnam, 1997).


      Difficulties with affect regulation are a symptom of many psychological problems. For example, anxiety disorders, depressive disorders, impulse control disorders, attention deficit disorder, obsessive-compulsive disorder, PTSD, psychotic disorders and personality disorders (to name a few) all have affect dysregulation as a component (Bradley, 2000). Attempts to compensate for deficits in state regulation can also lead to posttraumatic avoidance symptoms and/or addictive behaviors.


      Integration of self. Integration of information, memory, affect, and behavior across states is essential to healthy functioning. In my attempts to teach our children to respect me and their father, I trust that in the process they are learning to respect teachers, employers, and people in general. Similarly, I hope that the etiquette around eating that is drilled into them at home is not forgotten when they eat at friends’ houses. In other words, I expect the information they learned in one state and context to generalize so that their behavior is positively impacted in another state and context.


      As children develop, integration is also evident as the states become less discrete. So rather than going from acute distress when hungry to pure contentment when presented with a good meal after being hungry, a healthy adult’s mood will gradually and less obviously shift as hunger is satiated. When integration takes place as it should, adults will be aware of their various states, have the ability to seamlessly switch from one state to another, and have a sense of themselves as a unified, continuous whole.


      Trauma disrupts the process of integrating functions across states. It is difficult for traumatized individuals to retrieve information learned in other states when they are in a traumatized state. The example cited previously of the woman who was unable to use her martial arts training because a trauma state was activated illustrates such interference. In addition, abused children are often threatened with worse consequences if they reveal their trauma. The maintenance of such secrets requires the separation of states because children are forced to keep aspects of their lives distinct. Therefore, in any particular state, adults who were traumatized as children may not be aware of all of their other states. They are also less likely to have developed a unified, integrated sense of identity. For the traumatized person the sense of “what is me,” “what sort of seems like me,” and “what is not me” is less certain.


      In summary, healthy attachment bonds between primary caregivers and infants are essential for the formation of a sense of safety and security in relationships in adulthood. The same attuned and responsive caregiving behaviors that result in securely attached children and adults also help personality to form in healthy ways, making possible the ability to regulate affect and to develop an integrated sense of self. Conversely, adults who were abused as children are more likely to be insecurely attached, with negative relational consequences. They may also have created trauma states, which then impact overall personality development, resulting in less ability to regulate affect and a less integrated sense of self.


      Attachment, trauma, and the developing brain. Interpersonal neurobiology is an interdisciplinary approach that links knowledge of the developing brain with that of the infant attachment process.8 This is a very complex subject, but I will point out some of the general research findings because they complement so well the above discussions on attachment theory and the DBS model.
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