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Author’s Note


This book includes firsthand accounts of a number of courageous people who have endured extreme or potentially traumatic events. With the exception of Jed McGiffin and Maren Westphal, I have altered their names and personal details to preserve confidentiality.














INTRODUCTION


Why Was I Doing Okay?


I first met Jed when he interviewed for the doctoral program in clinical psychology at Columbia University’s Teachers College, where I’m a professor. Like most of the candidates I met that day, Jed was well dressed and respectful as he walked into my office. The fact that he walked into my office came as a bit of a surprise, though. I knew that Jed had been in a terrible accident that had almost killed him. I wasn’t sure he was going to be able to walk.


Jed didn’t say much about the accident that day. There were lots of other things to talk about. It wasn’t until quite a while later that I learned the full story.


Five years earlier, Jed had been trying to make a living as a musician in New York. No small feat. As he put it, “I was a musician who was necessarily a waiter.” Although he had been working at one of New York’s finest restaurants, Babbo Ristorante in Greenwich Village, he was looking to make a change. He had just moved in with his girlfriend, Megan. She was studying nursing. Jed began to think about his longtime interest in psychology. He took a few classes at City College uptown. It had gone well, and he planned to take a full load the next semester.


Thoughts about the future were circling around in Jed’s mind as he completed a long shift on the night of December 21. The restaurant had just closed. It was around 1:30 a.m. Jed headed down to the basement to pick out some wine from the restaurant’s sommelier as holiday gifts for his family. He found four nice bottles and stowed them away in his backpack before heading out the door.


The night was bitter cold. Jed pulled his hoodie snug and waited on the corner of West Eighth Street. The white light of the walk signal shimmered off the frozen pavement, and Jed made his way into the intersection. A garbage truck came around the corner, sudden and fast, and caught him. Before he knew it, he was down.


“I remember the whole thing, vividly,” Jed told me. “I was knocked down by the front bumper and then pulled under by the front wheels. I went down kind of to the left, you know, my left leg went out, and I got run over by the front wheel.”


The front wheel crushed Jed’s leg. Then there was a brief pause.


One second.


Two seconds.


And then the truck’s two double-axle rear wheels hit him.


“The whole twenty-five tons of truck… rolled over me.”


Oddly, the four wine bottles in Jed’s backpack remained intact. But Jed’s leg and part of his hip were flattened into a mess of blood and bone. It was a brutal accident. He screamed wildly.


An emergency response team from the fire department was the first to arrive on the scene. They got there remarkably quickly, in a matter of just a few minutes.


Lieutenant Adrian Walsh found Jed and held his hand.


Jed remembers being acutely aware of the danger he was in.


“I knew it was life or death. I never passed out. I was screaming. I know I was screaming for a while.”


Then he learned that the ambulance that would eventually take him to St. Vincent’s Hospital was delayed. Although St. Vincent’s was only six blocks away, the ambulance was locked up in traffic. The wait was excruciating.


“It was getting really scary. The fire department showed up and they shut down the whole thing. I very much remember the garbage truck. I could see from where I was lying that they’d stopped up the road, I could remember that really vividly.”


Nothing much could be done until the ambulance arrived, but where was it?


“There was a lot of yelling. Lieutenant Walsh was yelling. She was trying to find a way to get me to the hospital. They were getting worried. She was yelling to the fire department. She was pointing to her vehicle, yelling, ‘Can’t we just put him in this thing, and take him to St. Vincent’s?’”


With every minute that ticked by, Jed was in greater and greater danger. He had lost an enormous amount of blood. Lieutenant Walsh later speculated that if there was any luck at all on that fateful night, it was that Jed was lying on the icy cold pavement, which probably slowed the blood loss. Even so, Jed was bleeding profusely. The paramedics had to give him fifty units of blood, nearly five times the body’s normal capacity.


It took twenty-five excruciating minutes for the ambulance to show up. For Jed, it was an eternity. He had no choice but to deal with it.


“I remember being sort of meditative on the pavement, like zoned in, maybe following my breath. I don’t know what I was doing. I was in shock. There was a lot of furor going on. People were shouting, ‘Put a rush on the bus!’ The bus is what they called the ambulance. There was this kind woman, Lieutenant Walsh, holding my hand, trying to keep me calm. And I was just kind of doing my best, in a kind of trance.”


And then the ambulance arrived. Jed felt a brief sense of relief before a sobering realization set in: “I knew, I mean I could tell, moving me was going to be bad. I couldn’t move and they were going to be moving the thing that really hurt, a lot. And then they started shuffling me around and lifted me up.”


Jed remained fully conscious through the whole episode: “It was mind-bending pain. You know, like everything goes white. I think I probably howled quite a bit from there to St. Vincent’s. That’s where things start to fade, because of the pain, my consciousness started to fade.”


The ambulance ride to St. Vincent’s was short, and the ambulance was practically flying. Jed was screaming for pain medication. He had still not yet received anything to numb his agony. There was no time.


“I remember the EMT saying, ‘Hold on, we’ll get you something when we get to the hospital.’”


When they finally arrived at St. Vincent’s, doctors surrounded Jed and immediately began questioning him. They needed details. Jed’s response was clear: “Give me something for the pain, then I’ll answer your questions.”


He began to fade in and out. But one memory remains crystal clear: seeing his girlfriend, Megan. She had been at their apartment in Brooklyn when she received news of the accident. She went straight to the hospital.


“I remember Megan being there, worrying over me. It’s such a hard memory. She looked so upset. She was in tears. I remember feeling helpless. I wanted to do something to convince her, you know, that I was going to be okay. I remember feeling really confident as they wheeled me into surgery, and I said to Megan, ‘I’ll see you on the other side.’ And then they whisked me off.”


That was the last thing Jed remembers of that night.


As Jed continued to bleed out in the operating room, orthopedic specialists busily debated how best to save his mangled leg. Then the lead vascular surgeon arrived. He immediately waved them off. As Jed pieced it together later, the vascular surgeon had said something to the effect of, “There is no way this man is going to live with you guys futzing about him. We’ve got to figure out a way to stop the bleeding.” And then, Jed remembers, the surgeon basically booted the orthopedists out of the operating room.


Jed’s condition was critical. How long it would take to put him back together was not yet clear. Nor was it clear that Jed’s leg could be saved. He had no way of knowing that soon the doctors would be having conversations with Megan and with his immediate family to explain the severity of his injuries. And to prepare them for the very real possibility that he might not make it.


That first night in the trauma center, Jed was in surgery for hours. The medical team labored to keep him alive. As the severity of the assault to his body came into focus, it was decided that he was going to need multiple surgeries, and that the safest way to pull that off was to medically induce him into a coma. Three days after the accident, it became clear that Jed’s leg could not be saved. The entire left leg was amputated. The hip joint was removed as well. Additional surgeries were planned. It looked like Jed was going to have to be kept in a coma for some time.


A medically induced coma is only vaguely like the kind of coma that results from an accident, such as when a traumatic head injury causes the brain to swell or when the brain is deprived of oxygen. A medically induced coma is brought on by intentional, controlled doses of barbiturates, usually pentobarbital or propofol. The barbiturates reduce brain metabolism and induce a temporary state of deep consciousness akin to anesthesia.


Although brain activity is reduced in medically induced comas, there is still some cognitive processing. Patients often report wild and vivid dreams. Sometimes these dreams incorporate sounds that are around them while they are comatose, or medical procedures or sensory experiences, such as being touched or moved.


In one indelible dream, Jed felt like he was falling. He was disembodied. Weightless. Falling endlessly. It was not a pleasant sensation.


“I was in an open-air car of some sort, a structure, like an airplane. Not a human body. I was falling, straight down, next to a waterfall. I was falling parallel to a waterfall. I was falling fast. Careening. It wasn’t really like I was flying. I wasn’t in control. It was kind of vague, but the salient part, the emotion, the physical sense, was a free fall, an endless free fall. It was awful.


“I don’t know how long it went on, the falling, it just went on and on. It seemed like I had been falling for a very long time.


“And then… Whoosh. I sort of landed.


“It was pretty hard but it wasn’t disruptive. It was like ‘Oh, I am back in this body. I am not falling anymore, and I am back in my body.’ It was over. I had been in a state of… what would you call it… limbo, and then I was back in myself.


“And then, this sounds kind of crazy, this medicine man that I had once met, at like a sweat lodge, his voice came to me. He said something like, ‘You had a curse on you,’ or ‘Your family had a curse’… something like that… ‘and now the debt is settled. Everything is going to be fine.’”


Jed laughed as he recalled the medicine man and referred to these kinds of dreams as “my weird psycho-spiritual dreams.” In another dream, the famous chef Mario Batali visited him along with his business partner Joe Bastianich. Jed knew them both. They were Babbo’s co-owners. Mario and Joe had, in fact, visited Jed in the hospital while he was comatose. He distinctly heard, or at least remembers hearing, his mother’s voice announcing their arrival. But the meeting, in Jed’s barbiturate-laden brain, took place not in a sterile hospital room but in a verdant field “somewhere in the South, like Virginia, in the springtime.” Jed didn’t recall any particular conversation, only Mario and Joe’s presence and the peaceful setting.


The bucolic location was a common theme in Jed’s coma dreams.


“I had this whole dream reality built around my convalescence in a plush, long-term care facility. There was a gazebo and rolling hills. The sun was shining. It was warm and pleasant.”


The gazebo reminded Jed of a similar gazebo in the small town he grew up in. It appeared in several other dreams. He remembers dreaming of marrying Megan several times. The wedding dreams sometimes became quite bizarre.


“The first one,” Jed recalls, “was really weird. My sister’s boyfriend, now her husband, now my brother-in-law, was searching online, on the Korean underground, you know like the Internet underground, trying to find a vintage dress for Megan, like a Beatles 1960s-era vintage dress. And we were then driving around this circular mountain, winding up the road to a cupola, a gazebo on top. We were in a red sports car, a convertible. Megan was happy. It was all very early 60s vintage. A 60s vintage wedding.


“There weren’t that many details of the wedding in the dream, but then I remember we had to repeat it. Megan’s father was not happy about something in the wedding, so we had to do it all over again. We were married twice.”


Jed’s hospital dreams were usually odd, but some were profoundly disturbing. These often had a paranoid flavor and involved some sort of punishment for wrongdoing. He called these his “warped” dreams.


“Once I was stuck on a submarine for two weeks. Stuck cooking. I was the cook. It was the punishment for a bad deed, something like that. Like I had misbehaved and was being punished.”


In another dream, Jed remembers being shaved by a nurse or orderly. This could easily have been a residue of an actual event, part of the actual preparation for surgery. But in the dream, Jed was watching the action from a distance. He was watching himself being shaved, and it was extremely painful. The nurse was punishing Jed deliberately.


“It was weird. There was this persecutory content, like I had been a bad boy, or something, I don’t remember what they said, but clearly they were angry and they were punishing me.”


In one of the worst dreams, he recalled, he was on a farm: “This was not a pleasant convalescent home. This was like a farm for… I want to say it was like a fat farm. It was terrible. Again, it was a facility somewhere in the South, a pleasant place. But the patients were just spilling over their beds. They’re all… hideously overweight. It was terrible, almost like a foie gras farm for humans, but a hospital. They’re all being fed intravenously. I was there in a bed, being fed. I was enormous. I was spilling over the bed too. I was farmed.”


•


SURPRISINGLY LITTLE IS known about the mechanism behind such nightmarish imagery, or, for that matter, how often it occurs in induced comas. But it does seem that many patients who have been through induced comas do report these kinds of bizarre hallucinatory dreams.1


A common complaint is that the dreams are eerie and frightening. Some people describe feeling that they were surrounded by “beings” that were bad or dark or evil, and being taken to “all kinds of places” and experiencing “horrific things.” The induced coma tends to render this nightmarish quality all the more disturbing simply because it can seem to be never ending. That’s because induced comas can last a long time. And unlike the dreams we usually experience during the course of a normal night’s sleep, coma dreams are not punctuated by cycles of sleeping and waking. The dreams a person might experience during a coma can go on and on. One former patient said it was like “an ongoing nightmare that I couldn’t wake from.” Another described “a nightmare that seemed to last forever… an endless series of terrible events, one situation leading to the next.”


Something about the fact that the dreams just keep going makes them seem “unbelievably vivid and detailed,” almost hyperreal. Many people who have experienced induced comas have reported that even after they were brought out of the coma, it still took them several days to realize that the dream events had not actually happened. Worse still, after returning to normal waking consciousness, many found that their coma-induced dreams wouldn’t go away. They seemed to have left a haunting residue, not unlike a traumatic memory.


Another former patient said, “The nightmares I had while in a coma, they still continue to this day,” adding that they “were and are still so real.”


Some have complained that the dream memories are worse than the injuries that necessitated the coma in the first place. For example, “It was more difficult to get over the nightmares than to recover physically,” and, “It took me much longer to heal from the imagery in that coma than it did the physical injuries.”


It’s not clear what to make of these kinds of retrospective memories because no one has ever systematically studied them. It may be that only people with the worst reactions will take the time to talk of their experiences. And in fact, not all coma survivors report nightmarish dreams. Some report that they do not remember any dreams at all from their comas.


Nonetheless, former intensive care unit (ICU) patients reported strikingly similar experiences in a recent study. Hallucinatory experiences are so common in ICUs—in part from the effects of psychoactive drugs—that there is a name for the phenomenon, ICU psychosis.2 In the study, 88 percent of the patients interviewed reported having intrusive memories of the hallucinations and nightmares they had while in the ICU—which had included things like nurses turning patients into zombies, guns spouting blood, or birds laughing at each other. They also said that these images continued to invade their consciousness even months after their hospital release.


•


NONE OF THIS boded well for Jed. Not only did he suffer a ghastly traumatic event. Not only did he remember every detail of it: the wheels crushing his leg, the screaming, the bleeding, the icy pavement, the searing pain, the tears on Megan’s face. Now, to pile it on further, he would also have indelible memories of bizarre “warped” coma dreams. And, if that were not enough, eventually the medical team would bring Jed out of the coma and he would discover that his entire leg, clean up to the hip, was gone.


Jed’s family was worried. He had been in the coma for six long weeks. During that time, his body had been handled, rearranged, and patched together. He had endured almost twenty different surgeries. In addition to the amputation, he’d had a tracheotomy, and his colon had been rerouted. What would happen when he came to? What would he remember? How would he react to the knowledge that his leg had been amputated? How would they tell him? And how would he deal with the trauma of such a horrible ordeal?


To everyone’s surprise, Jed already knew his leg was gone. He was not sure how he knew, but he knew. Maybe some of the discussion among the medical team penetrated the coma. Maybe somehow he felt or understood the medical procedures. Or maybe he just understood that the damage was too great.


“I had a sense that my leg was really messed up,” Jed recalled, “like on the pavement. I could see it was bad. I was on death’s door. So on some level I already knew. And for whatever reason, I woke up thinking that it was gone already. I was not surprised.”


The process of bringing someone out of an induced coma happens gradually over the course of several days. This allows for the mind to relocate itself in place and time and for the brain to regain control of the body. It also helps to minimize the sudden shock of waking up in a strange place. Jed recalls becoming aware of his surroundings “in pieces.” “I don’t remember thinking anything like, ‘Oh, here I am in the ICU.’ Nothing like that,” he said. “It was more gradual. There was a slow reckoning. I knew about the leg, but I remember looking down and seeing this hole in my abdomen, and then all these tubes, and all these scars.”


Then there were adverse side effects to deal with: “I remember waking up and realizing I couldn’t talk. Someone was there telling me I wouldn’t be able to talk until the breathing tube was removed.”


It was five days after waking before Jed would be able to talk again. During that time, he could communicate only through gestures or by writing short notes. The use of a breathing tube also meant that his throat had become extremely dry.


“One of the worst parts about waking up, one of the most aversive aspects of it, was that I was parched. My throat was dry as a bone. And they wouldn’t allow me to drink anything. They have to clear you first to swallow. There is a whole swallow team that comes around.”


Some of the first experiences Jed remembers after becoming conscious were comforting. He recalls a great desire to see Megan. He remembered “how soothing her presence was.”


But soon the recollections became much more difficult. Jed began to come to grips with how he had lost his leg. Within a couple of days, he was flooded with memories of the accident.


“I was still not able to talk yet. Then I remember just being pummeled with these memories. I kept replaying the accident. The memories had a deep valence. You know, like a sort of deep traumatic valence. I thought, ‘Oh wow! I can’t believe I have to process all this!’”


The coma memories had also begun to plague him. These were just as bad, maybe worse.


“I spent more time trying to avoid the dream content. You know, it was so salient. There were these themes of paranoia, violation, punishment, mistrust of my environment. All really powerful.”


And then, to Jed’s amazement, it just stopped.


The intrusive images tapered off and then simply stopped. He could remember all the details of the accident. He could easily remember the vivid dreams. But after just a few days, these memories no longer invaded his consciousness. No flashbacks. No frightening images chasing him. He could bring them to mind if and when he wanted to, but he was also able to keep his mind clear when he wanted to.


“The memories were flooding me for the first couple of days for sure. But then they receded. You know, so quickly. I thought how funny that was, how the salience of those memories faded and I no longer had the type of intense reaction that I did when I first woke up.”


For Jed, the transition was profound.


“I had burning questions. I was mostly wondering why I wasn’t more messed up. I was really puzzled, you know. If everybody gets PTSD, why was I doing okay? That was my question, really. Why was I doing okay?”


•


WHY WAS JED doing okay?


How could anybody possibly be okay after such a horrific experience?


The question seems at once profound and unanswerable.


But there is an answer. We’ll never know with absolute certainty, of course, why Jed was psychologically unscathed. The fact that he was in a coma for so long shrouds at least part of his experience in mystery. But we can explain the rest of it, not only for Jed but for anybody faced with serious adversity.


The story begins with how we think about trauma. According to a conventional view, Jed should have been psychologically overwhelmed, his seemingly rapid turnaround nothing more than an illusion, a short-lived denial of the more pernicious psychological wounds lurking deeper in the recesses of his mind. But this perspective, which has dominated our understanding for most of the past half-century, is woefully incomplete.


Until recently, most of what we have known about trauma came from the study of the most severe responses, such as post-traumatic stress disorder, or PTSD. It goes without saying that we should do everything we can to understand severe trauma. The problem arises when we focus only on that goal and ignore the experiences of those who don’t show such extreme reactions. When that happens, we get to know a lot about what can go wrong but not much about what might go right. And, unfortunately, we slowly come to believe that things can only go wrong, that traumatic stress inevitably produces lasting trauma and PTSD.


This kind of reasoning is known as essentialism. It is rooted in the belief that a traumatic event is a “natural kind,” that it has an immutable and unobservable essence that causes us to feel and behave in certain ways.3 We tend to think of PTSD in this way. When we essentialize these concepts, we assume that humans did not invent or create them, but rather, that they always existed, and that humans simply discovered them. Essentialist assumptions are not necessarily wrong. A dog is different from a cat. A stone is different from water. But sometimes essentialist concepts miss the mark, especially when they pertain to mental states. And, as we will see shortly, the conventional view of trauma misses the mark by a wide margin. Neither trauma nor PTSD is a static, immutable category. They are dynamic states with fuzzy boundaries that unfold and change over time.


Yes, PTSD, or at least something like it, does happen. And, sadly, when it does happen, it is often debilitating. But an extreme reaction like PTSD does not simply come about instantaneously because of exposure to a trauma-inducing event. Violent or life-threatening events are undeniably difficult, and most people who encounter them experience at least some form of traumatic stress. They may feel stunned and anxious, for example, or struggle to manage disturbing thoughts, images, and memories. These reactions vary across people and events, and typically they are short-lived, lasting no more than a few hours or a few days, sometimes even a few weeks. In this transient form, traumatic stress is a perfectly natural response. But it is not PTSD.


PTSD is what happens when traumatic stress doesn’t go away, when it festers and expands and eventually stabilizes into a more enduring state of distress. But this outcome is not nearly as common as we might think. Research over the past several decades has shown incontrovertibly that most people exposed to violent or life-threatening events do not develop PTSD. And that can only mean that the events themselves are not inherently traumatic. In fact, no event, not even a violent or life-threatening event, is inherently traumatic. Such events are only “potentially traumatic.” A good part of the rest of it is up to us.


That “rest of it” varies a great deal more than the standard perspective on trauma supposes. Although most people do not develop PTSD, some still suffer in other ways. They may struggle with traumatic stress for a few months or longer, for example, before gradually recovering, or they may begin with less severe stress reactions that slowly worsen over time. Yet, even when we account for these diverse patterns, we still find that most people—a clear majority—are able to cope with traumatic stress reasonably well. Most people exposed to potentially traumatic events are able to continue on with their normal lives relatively quickly and without suffering any long-term difficulties. In short, most people are resilient. My own research has shown this repeatedly, in study after study. Research by other scientists has shown it, too. When we look across the full range of research that has been conducted—studies on all kinds of highly aversive or potentially traumatic events—resilience is almost always the most common outcome.


But even when we account for the empirical fact that we humans are highly resilient, we are still left with the even bigger question of why. Why, when horrible things happen, are we able to cope so well, to shake it off and get on with our lives? What is it that we do that allows us to be so resilient?


Ironically, this is where the failings of the conventional view of trauma are most glaring. If PTSD simply happens because of a traumatic event, then, by the same essentialist logic, most people are resilient to trauma simply because they are resilient. In other words, the conventional view leaves us no choice but to assume that there is something in resilient people, some essence, that makes them impervious.


Most formulations of resilience you are likely to come across are mired in this static essentialist reasoning. They tell us that resilience is about having the right qualities, the five or seven traits of highly resilient people. If you have the traits on the list, you are resilient. If you do not have them, you are not. The straightforwardness of this approach has an obvious appeal. It’s clean and simple. And it leaves open the hopeful possibility that one can always try to develop these traits and eventually become resilient.


But a closer look reveals the flaw in this logic. The problem is not with the number of traits on the list. My own research has identified a good many characteristics that correlate with resilient outcomes. Eventually, no doubt, we’ll find more. The number doesn’t matter. The problem is that when we rely on a one-size-fits-all list of key traits of resilience, we always come up short. I call this the resilience paradox. We can identify statistical correlates of resilience—the so-called traits of resilient people—but paradoxically, when something aversive happens, these correlates don’t actually tell us much about who will be resilient and who will not.


The reason is that resilience, like trauma, is a moving target. The stress induced by a potentially traumatic event unfolds over time. It shifts and changes even as we struggle to manage it. These events also tend to impact our lives, often in ways that create new stresses and new problems. They may, for example, cause physical injury, or temporary loss of a job or housing. It takes time to adapt to these impacts. And it takes more than a simple set of fixed traits.


Abundant research has shown us, in fact, that no one trait, or even set of traits, is ever always effective. As we’ll see later, literally any trait, any behavior we might think of, has both benefits and costs. Simply put, what works in one situation at one point in time may not work as well, or may even be harmful, in another situation or at another point in time. Even traits and behaviors that seem most obviously useful—say, expressing emotion, or seeking support from others—aren’t universally helpful. And in some situations, traits and behaviors that we typically think of as problematic, such as suppressing emotion, are exactly what we need. This means, effectively, that we have to work out the best solution moment by moment as we struggle, and then we have to readjust as we go along. In other words, we have to be flexible.


Although it sounds simple, there is a lot to this kind of flexibility. And because it plays such a key role in how we adapt to adversity, I will devote a good part of this book to breaking it down. For starters, flexibility is not a passive process. Potentially traumatic events are painful and disturbing, and typically we want nothing more than to push them out of our thoughts. Adapting to such events requires that we think, actively and systematically, about what we are experiencing and why. And to do that effectively, we need to be motivated and engaged. We need what I call a flexibility mindset.


Once we have that mindset, that conviction, in place, then we can move on to the nuts and bolts of meeting the challenge. This gets us into a series of steps I call the flexibility sequence. As we cycle through these steps, we work out what is happening to us and what we can do to manage it. There is also a crucial corrective step where we determine whether a strategy we chose is working or we should change to another strategy. Together, these steps allow us to flexibly utilize the tools we have, whatever traits and behaviors and resources we might have at our disposal, so that we can more effectively adapt and move forward. It is important to point out that these are not rare abilities. They are simply underappreciated features of the human mind, and they can be nurtured and improved.


When I give public lectures on these ideas, invariably someone will tell me that it is hard to believe the conventional wisdom about trauma could possibly be so wrong. Perhaps you are thinking the same thing. If so, that’s not surprising. After all, many of the ideas I’ve just described may run counter to what you have been told for most of your life. And, of course, it would be inaccurate to say that the conventional view is completely unfounded. That view, and, in particular, the concept of PTSD, was an indispensable step on the long road to understanding trauma. But we are now much farther along that road. And, as we’ll see shortly, the insights and evidence we’ve picked up along the way leave little doubt that the conventional perspective is simply no longer viable.


In the coming chapters, we will set the pieces in place for a new and more coherent framework, one that not only accounts for different trauma outcomes, such as resilience and PTSD, but also explains how those different outcomes develop. We’ll delve deeply into the questions and ideas that led to that new perspective, and we’ll take a good look at some of the research behind it. As we move forward, we won’t forget about Jed. We’ll check back in with him at various points in the book, and we’ll also hear stories of other people who’ve struggled with serious adversity. But before we do all that, we need to start at the beginning. We need to go back in time to when humans first tried to make sense of trauma.
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CHAPTER 1


The Invention of PTSD


There is a haunting diorama in New York’s Museum of Natural History within the Hall of Human Origins. It is large. If it were possible to climb into it, a person could easily stand up and walk around. It’s also exceptionally lifelike.


The lighting is intentionally dim. It takes a bit of time for the eyes to adjust. The first thing you notice is that at least one of the figures in the display, one closest to the glass, has a humanlike appearance. He looks like a small, early human ancestor. He is naked, and he is crouching.


The diorama portrays a scene from the Pleistocene era, something like a million years ago, maybe longer. The figure is Homo erectus. His hands are cupped and he is bent over a small stream, pausing to take a drink. His hairy, naked body looks relaxed. The stream is at the bottom of a hill and it is dusk. The water must have been refreshing.


As your eyes adjust further, you begin to make out other figures. You notice what appear to be animals. A pack of animals. Hyenas. They are alert, ears up, and approaching our ancestor from behind. As you look closer at one of the hyenas, you can now see from his posture that he is in an attack crouch. He looks menacing. The silhouette of another hyena comes into focus. This one is closer, much closer: crouching, snout forward, ears back, most definitely preparing to attack. Prehistoric hyenas were big, and they were formidable predators. Our ancestor seems to be completely unaware of what is about to hit him. There is no sign of a weapon. He seems to have let down his guard. With a start, you realize that he’s almost certain to meet a gruesome fate.


And if he somehow managed to survive the attack? Would he have been plagued by flashbacks? Frightening images of rushing animals. Gnashing teeth. Growling. Fighting, running, blood, and pain. Would he have been haunted by constant thoughts of the encounter? Suffered invasive memories and nightmares?


We will never know. All we have of the Pleistocene era is fossilized bones and other archeological clues that have allowed us to piece together only some aspects of life in the past. There is no written word. No artwork. No recorded thoughts or experiences.


It wasn’t until much later, a period only around forty thousand years ago, that humans first began to represent their experiences in small statues and cave paintings. Among the most common subjects depicted in those early works of art were animals, hunting parties, and weapons. Clearly this was a dominant preoccupation. Humans were vulnerable, and life was dangerous. But around that same time, humans were also beginning to turn the tables. They were beginning to defend themselves and shift the survival balance. The prey was slowly becoming the predator.


But was there psychological trauma? Hunting and weapons mean danger. That’s clear. But how do you depict trauma in a cave painting? We can draw weapons and a hunt or an attack. But trauma is a psychological response that is most easily conveyed in words. And that means we must travel forward even closer to our current era. It was only about five thousand years ago, in fact, that humans first began to develop written languages. At this point we might expect that for the first time we would begin to find mention of some sort of enduring psychological trauma. If not five thousand years ago, then sometime soon thereafter.


But when we look to that written legacy, the five thousand years or so of recorded language, we discover something truly remarkable. The concept of psychological trauma seems to be a surprisingly modern idea.


The Time Before Trauma


Among the earliest written texts, one of the most likely places we would expect to find mention of psychological trauma would be Homer’s epic poem about the Trojan War, the Iliad. The poem was likely developed through years of oral tradition.1 It was eventually written down, probably for the first time somewhere around 1000 BCE. Much of the story is mythical, but it’s a narrative rooted in the details of an actual war between the Mycenaeans and the Hittites, more commonly remembered as “the Trojans,” that had taken place many centuries earlier. The Iliad didn’t pull punches, so to speak. The battle scenes were described in vivid detail. Warriors were wounded, maimed, and killed. And in the narrative accounts, there is no shortage of fear, anguish, dread, and courage. Both sides suffered devastating losses. They wept bitter tears. They wailed and they moaned. And despite the fact that each side remained in close proximity to the other, the soldiers made no attempt to hide their tormented grief.


Psychiatrist Jonathan Shay found such descriptions strikingly similar to stories of “toxic combat experiences” he had heard from modern soldiers in the Vietnam War.2 Yet, as Shay pointed out, Homer gave no voice whatsoever to the presumed emotional trauma the Greeks and Trojans might have felt when the war had concluded.3 Grief, yes. There were numerous descriptions of the intense grief experienced by soldiers for their fallen comrades, and by friends and families of those who would not return. But postwar traumatic reactions such as nightmares or intrusive flashbacks were simply not mentioned.


There are many other historical accounts that also describe harrowing incidents that today we would have no trouble labeling traumatic. But for the most part, again, these accounts never mentioned the words for “trauma” or “traumatic.” Nor did they describe anything like the symptoms we now associate with PTSD. The idea that a dangerous or frightening event might cause lasting psychological difficulties does not appear in recorded history, literally anywhere, until relatively recently.


Only a very few historical accounts suggest anything even remotely like enduring psychological trauma. One of the most famous, and perhaps the first ever recorded, is a scene from Shakespeare’s Henry IV, written sometime in the late sixteenth century. In one brief passage, the queen, Lady Percy, worries about the king’s deteriorating mental condition at the hand of what seem to be war-induced nightmares and preoccupations. Whether these troubles might qualify as genuine PTSD symptoms is hard to say. Beyond this brief passage, neither Lady Percy nor the king mentions the topic again.


A less ambiguous account, written in the first person, emerged in the seventeenth century in the diaries of British aristocrat Samuel Pepys (pronounced peeps). Pepys was an intellectual, a confidant of King Charles II, and a friend to Isaac Newton. He lived a notable life, accrued a vast library of books, and accomplished a great many things. But he is remembered primarily for his diaries. For ten eventful years, Pepys dutifully recorded his thoughts and activities, observations about his friends, the court, and the events of the day, and then carefully stowed them away.


That Pepys’s diary might mention trauma reactions when other sources were silent on the subject is probably no accident. Pepys was not making public disclosures. He wrote in archaic English and used a shorthand code, and, as far as is known, never circulated the diaries during his lifetime. After his death, his vast book collection, and with it the diaries, was donated to Cambridge University. There they languished, apparently untouched for over a century, until they were eventually discovered, decoded, and published.


One of the more significant passages from Pepys’s journal describes the great fire that devastated London in 1666. Pepys was awakened in the middle of the night by signs of flames at some distance, but he assumed it was not serious and returned to bed. The next day, to his great shock, he found that the blaze had raged throughout the night, destroying hundreds of houses. He surveyed the damage, first from the vantage point of the Tower of London and then by boat. As the fire showed no signs of letting up, he rushed off to share this intelligence with the court.


Pepys roughed it throughout the emergency about as much as a seventeenth-century aristocrat might rough anything. It was a deeply trying time. He slept little and ate only sporadically. He busied himself with the considerable tasks of seeing that his household, his vast collection of precious books, and of course his gold, were relocated to places of safety. Pepys’s business interests and courtly duties demanded, however, that he also regularly survey the appalling progress of the blaze. He did this by boat when he could, but mostly on foot.


“Our feet ready to burn, walking through the towne among the hot coals,” he complained.


Although he maintained the demeanor of the poised diarist, Pepys did not shrink from recording the anguish he felt at the hands of such devastation. He was frequently brought to tears and at times overcome with fear. In one passage, he noted “how horridly the sky looks, all on a fire in the night. Was enough to put us out of our wits, and indeed, it was extremely dreadful, for it looks just as if it was at us, and the whole of heaven on fire.”


After five long days, most of the blaze had finally abated. But Pepys’s experiences stayed with him. On the last night of the fire, he wrote that he “slept pretty well, but still had a fear of fire in my heart.” Several months later he was still “mightily troubled the most of the night with fears of fire, which I cannot get out of my head to this day.”4 Half a year later, Pepys shared his surprise at finding that he was still haunted during the night.


“It is strange to think how, to this very day, I cannot sleep at night without great terrors of fire, and this very night I could not sleep till almost two in the morning through thoughts of fire.”5


Finding Trauma


Pepys never used the word “trauma.” According to the Oxford English Dictionary, although the term was in circulation in the seventeenth century, it was reserved at that time exclusively for describing an acute physical insult in the field of medicine. Even references to physical trauma did not appear with any frequency until the mid-nineteenth century. By that time, the industrial revolution was in full swing, and with it a marked increase in the frequency of industrial accidents causing serious injury. Nineteenth-century physicians treating the survivors of those accidents occasionally noted odd behaviors or mysterious, unexplainable symptoms. But it was believed that such symptoms were due to an underlying physical cause, even if that physical cause had not yet been detected.


Probably the most famous example of mid-nineteenth-century attitudes about trauma is the concept of railway spine, a condition proposed by a Danish physician, John Eric Erichsen.6 At the time, new railways were proliferating throughout the Western world. But the early days of rail travel were, to put it bluntly, pretty nasty. Trains were dirty, noisy, and most of all, dangerous. Outrageously violent accidents were not uncommon, and there was little protection from injury when they occurred. Railway cars were flimsy, with wooden frames and few safeguards. The results were often gruesome.


Increasingly, rail travelers who had experienced even minor accidents were reporting to their doctors strange and oddly psychological symptoms, including memory difficulties, lack of appetite, nightmares, perceptual confusion, anxiety, and inexplicable fatigue and irritability. Typically, and most perplexing, they often showed no detectable signs of any physical insult. Erichsen’s infamous explanation of this problem was that these patients were suffering from microlesions of the spine—minute, and essentially undetectable, abrasions to the spinal cord that were jumbling signals to their brains and wreaking havoc in their emotional lives.


Erichsen’s ideas were hotly debated. But his attempts to sway a skeptical medical community were not made any easier by his admission that some of the patients showing signs of railway spine might have been malingering as a ploy to gain compensation from the railway. In what is probably more than a striking coincidence, this same period also witnessed the creation of liability insurance.7


Whether they were to be believed or not, survivors of industrial accidents kept showing up in doctors’ offices to recount their odd symptoms. Some of those survivors made their way to eminent neurologist Hermann Oppenheim’s Berlin office. Oppenheim gradually came to believe that these strange symptoms were due to more than physical trauma, that they bespoke an underlying psychological problem. In 1889, he proposed his controversial thesis in a book titled Die Traumatischen Neurosen (The traumatic neuroses).8 The book had little lasting impact; indeed, few people outside of those interested in the history of ideas remember Oppenheim. Regardless, he had made his mark. His 1889 book still stands today as the first medical use of the term trauma to describe a purely psychological response.


Shell Shock


As the idea of psychological trauma slowly simmered, the world moved into the twentieth century. Then the heat was turned up. Europe was soon engulfed in a massive war, aptly remembered as World War I. It was by any account an absolutely terrible war, dominated by vast, deadly, and ultimately futile trench warfare campaigns. The death toll was staggering. And when soldiers who had managed to survive the carnage eventually returned to their homelands, many seemed oddly changed: not quite able to get over what they had been through, not quite capable of describing what it was that was troubling them.


World War I forced a new explanatory term into daily parlance: shell shock. The term unambiguously described a mental rather than a purely physical breakdown. But inherent in the term was also clear evidence of the lingering ambivalence surrounding the idea of trauma. The word “shock” suggests intensity but also a transient state, something that should naturally abate in a relatively short time. Distressed soldiers, it was assumed, would simply “get over it.” The word also carries an unmistakably suspicious, if not insulting, tone. What was the real cause behind this kind of disability? Was it just plain weakness? Or worse, cowardice and malingering?


These suspicions were not harmless, especially for the soldiers who endured them. As the war dragged on through stalemate and bitter winters, thousands of cases of shell shock were recorded. In the harsh reality of the trenches, however, they were often dismissed. Soldiers complaining of psychological problems were ignored, disbelieved, or worse, punished, often severely. Hundreds of soldiers were executed—infamously “shot at dawn”—for cowardice. Some had deserted; some had refused to follow orders, or were simply unable to follow them. But undoubtedly, many were genuinely suffering from combat trauma.


Twenty-five-year-old British private Henry Farr was one of them. After fighting in the trenches for two exhausting years, practically without respite, Farr was ordered to the front lines in the Battle of the Somme. The Somme offensive was one of the largest and bloodiest engagements of the war, dragging on for almost five months and producing staggering carnage. More than a million soldiers were killed or injured at the site. Farr had had enough. He was exhausted and refused to return to the front. His superiors would have none of it. They charged him with “misbehaving before the enemy in such a manner as to show cowardice” and ordered him to face court-martial. Unwisely, he chose to represent himself during the hearing. The trial took only twenty minutes. He was executed the next day.9


In hindsight, with almost a century of advances into psychological trauma behind us, these actions seem barbarous. They did to the soldiers’ families as well. For decades, friends and relatives of the executed soldiers fought to correct the historical record. It wasn’t until 2006, almost ninety years after the war’s end, that many of these soldiers were finally posthumously pardoned.


Henry Farr’s daughter, Gertrude, lived long enough to see her father’s name cleared.


“I have always argued,” she said, “that my father’s refusal to rejoin the frontline… was in fact the result of shellshock, and I believe that many other soldiers suffered from this, not just my father.”10


The Scary Parts


When World War I ended in 1918, an enormous sigh of relief rose over Europe. The war had been one of the bloodiest and most lethal in recorded history, and the public was more than happy to let the idea of shell shock recede into the background. The only problem was that it refused to go away.


One reason, surprisingly enough, was poetry. Many of the young British intellectual elite had fought in the war, including a new generation of poets. Until that time, war poetry had always been a patriotic form, romanticizing the bonds of soldiery and praising the unsurpassed honor of giving one’s life in the service of one’s country.


At the onset of World War I, one of the new generation of poets, Wilfred Owen, was still able to echo that sentiment:




O meet it is and passing sweet


To live in peace with others,


But sweeter still and far more meet


To die in war for brothers.11





But Owen and his poems were soon to undergo a dramatic transformation. Owen had enlisted in the British officers corps. He trained for seven months and then found himself on his way overseas. Initially, his letters home had been jovial. But reality quickly set in. Owen had been sent to the front, directly into the ongoing carnage of the Battle of the Somme. He confessed his horror in letters to his mother, writing, “I can see no excuse for deceiving you about these last four days. I have suffered seventh hell.”


Death and destruction were everywhere. But the worst part, for Owen, was “the universal pervasion of ugliness!”


“Hideous landscapes, vile noises, foul language and nothing but foul, even from one’s own mouth (for all are devil ridden), everything unnatural, broken, blasted; the distortion of the dead, whose unburiable bodies sit outside the dug-outs all day, all night, the most execrable sights on earth,” he wrote. “In poetry we call them the most glorious. But to sit with them all day, all night… and a week later to come back and find them still sitting there, in motionless groups, THAT is what saps the ‘soldierly spirit.’”


Owen was sent to an advance post: “not at the front,” as he put it, but “in front of it.” He had been sent into “no man’s land,” the barren dead space between the barbed wire and the trenches of the warring sides.


“The Germans,” Owen told his mother, “knew we were staying there and decided we shouldn’t.”


The Germans shelled the area repeatedly. To conceal their presence, Owen and twenty-five other men packed themselves tightly into a dugout, essentially a large hole in the ground. A shell had exploded near one of the openings to the dugout, closing it off. Escaping by the other opening was impossible. They had no choice but to wait it out. And as they waited, their hiding place gradually filled with several feet of water.


“Those fifty hours were the agony of my happy life. I nearly broke down and let myself drown in the water that was now slowly rising over my knees,” Owen later wrote.


“I did not wash my face, nor take off my boots, nor sleep a deep sleep. For twelve days we lay in holes, where at any moment a shell might put us out.”


Then one of those shells struck close, just a few yards from Owen’s sleeping head. He was blown into the air and clear out of the dugout. Somehow, he managed to find protection in another hole, one “just big enough to lie in,” and covered himself with a piece of corrugated tin that he had found. The worst of it for Owen, however, was that one of his fellow officers, Second Lieutenant Hubert Gaukroger, was blown out of the hole with him. But Gaukroger was not so lucky. He didn’t survive. His mangled, lifeless body lay nearby, half buried with earth.


Owen was trapped in that spot, with Gaukroger’s corpse, for several days. When he was finally discovered and relieved by his company, “he was found to be confused, trembling, and behaving strangely.”12


The event had pushed him over the edge.


“You know it was not the Bosche [Germans] that worked me up, nor the explosives,” he wrote. “It was living so long by poor old Cock Robin, as we used to call Second Lieutenant Gaukroger, who lay not only nearby, but in various places around and about, if you understand. I hope you don’t!”


Owen had been in the conflict only four months. He was diagnosed with shell shock and sent to a hospital in Scotland to recuperate.


It was in Scotland that he penned his now famous war poems. But in the new poems, Owen had exchanged his formerly romantic depictions of the brotherhood of soldiers for far darker visions of the hellish nature of war. He wrote of nightmares, of dead soldiers who held out their hands to take him with them, and of the pitiless faces of the dying, which he could not make go away.13


Owen could have remained in Great Britain for the duration of the war. But after a period of respite, he volunteered to return to the front. He was on a mission. He had found his voice and he felt it was his moral duty to write of the soldier’s experience.


Sadly, his return ended tragically. Just days before the war’s end, he was killed in battle. His mother received the bitter news in a telegram on Armistice Day.


It was another great war poet, Siegfried Sassoon, who made sure Owen’s poems were published. They had a powerful impact at the time and are remembered to this day, not only for their lyrical, gritty realism but also for their unprecedented sympathy for the plight of the soldier.14


As moving as Owen’s poems might be, admittedly they are not pulp fiction. Poetry was then, and it remains, a relatively refined literary format, an acquired taste. As is often the case, though, a far more accessible account of the emotional pain of war was soon to follow. In 1928, Erich Maria Remarque published his now famous novel All Quiet on the Western Front. It offered a gripping fictional account of the psychological toll of trench warfare and of the difficulties of returning to civilian life. The novel quickly became a runaway best seller.


Inventing PTSD


World War I had devastated Europe. But postwar territorial solutions quickly frayed into renewed political tension, and, in just two decades, the world was again at war. This time it was even worse. Technology had advanced, as had war tactics, and with these changes came new ways to suffer. And again, psychological casualties surfaced as an unwelcome but unavoidable topic.


By the time of World War II, ideas about trauma had advanced slightly. On the positive side, the actions of traumatized soldiers were no longer seen as acts of cowardice deserving of punishment. But the model had changed to a psychological one, and war trauma was now considered a sign of inherent psychological weakness. The term neurosis was often used to describe it. Even more troubling, trauma was thought to be a temporary, short-lived problem that could be alleviated with a little rest.


World War II also resulted in the inaugural publication, in the United States, of the Diagnostic and Statistical Manual of Mental Disorders. This was the first version of what is now commonly known as the DSM, the bible of mental disorders. The first version, the DSM-I, included a vague quasi-trauma diagnosis: gross stress reaction. As with most disorders in the DSM-I, there were no formal criteria or list of symptoms. Gross stress reaction was distinguished from other forms of mental illness only because it was thought to be transient and reversible. Tellingly, the DSM-I advised that if gross stress reaction continued, the diagnosis should be discarded in favor of other, more definitive maladies that might capture the deeper underlying problem.


World War II lasted six long years and again resulted in sweeping devastation. The United States played a significant role in the second half of the war and then quickly became embroiled in other wars that followed—starting with the conflict in Korea in 1950. The stream of psychological casualties flowed on. A second DSM was published in 1968, DSM-II, and eventually gross stress reaction was replaced by an equally vague diagnosis, adjustment reaction to adult life. Not much had changed. The new diagnosis still lacked a formal criterion for trauma reactions, and it retained the lingering assumption that the problem was only a transient disturbance.


The 1960s and 1970s brought sweeping political and cultural change. Probably the two most significant factors influencing how trauma was perceived were the Vietnam War and the rapid evolution of television. The seemingly endless Vietnam War was exceedingly unpopular, and as it dragged on the country found itself embroiled in protest and political tension. Against this backdrop, war casualties became part of the national discourse. And this time, those casualties, and the horror of war, were televised, brought directly into American homes on the nightly news. Soon those nightly images were given flesh by the many returning soldiers who found themselves unable to function or rejoin society. Treatment providers found themselves at a loss. They clamored for a solution, or at least a diagnosis that would help them identify those most in need.


Then, finally, in 1980, several years after the war’s end, the DSM-III was published, and with it, for the first time, a set of formal diagnostic criteria for enduring psychological trauma reactions. This was post-traumatic stress disorder, PTSD. It was unlike any of its predecessors. The PTSD diagnosis did not assume that the disorder was transient and reversible, or that it was due to cowardice or to inner weakness. Rather, PTSD was viewed as a disease that developed in response to horrific events that almost anyone would find distressing.


The symptoms of PTSD were organized into several different subcategories. One of the most prominent sets of features revolved around intrusive memories—sudden, involuntary, and highly unpleasant memories that repeatedly force their way into consciousness as painful reminders of the details of the traumatic event. Like Pepys’s haunting recollections of the London fire, these intrusive memories often appear as vivid dreams or nightmares. But they are most troublesome when they invade normal waking life. They can come on so suddenly and so intensely that they create the sensation, at least temporarily, that the trauma is happening all over again. Colloquially, we call these experiences flashbacks, because when they occur, they seem as real as the event itself, and just as disconcerting.


Intrusive memories can be triggered out of the blue by an otherwise harmless word, or a sound or an image that somehow serves as a reminder of a traumatic event. But once activated, they can be extremely difficult to manage. In the language of neuroscience, this problem is a “globally diminished capacity to use contextual information to modulate fear expression.”15 More plainly, even though it might be perfectly obvious that someone is in a safe environment, far removed from the original trauma—say, sitting in a chair at home or in a restaurant, or perhaps strolling on a quiet street—the rush of intrusive memories may seem all too real. The memories override the “contextual information” of the person’s surroundings, and the past becomes the present. PTSD sufferers attempt to control these unbidden memories by avoiding people or places they know will remind them of the incident. More often than not, it doesn’t do much good.


The randomness of the intrusions causes a heightened state of arousal, the feeling of being keyed up and constantly “on guard,” as if danger might lurk just around the corner. As the desire to avoid the eliciting effects intensifies, the experience spirals into an increasingly debilitating cycle of intrusions and avoidance, intrusions and avoidance, intrusions and avoidance.


It is exhausting. Not surprisingly, people with PTSD are often irritable. They find it increasingly difficult to concentrate. Sleep has long ago failed to serve its restorative function. There is no respite, only a continual sense of foreboding and fear, sometimes guilt or anger, the feeling of being detached, alienated, and empty.


An Arbitrary and Expanding Diagnosis


The creation of the PTSD diagnosis unleashed a whirlwind of activity. Mental health professionals working on the front lines had for years argued that psychological trauma was real. The PTSD diagnosis meant they could finally say so, formally and officially. They wasted little time. New treatment programs began to appear almost overnight. Researchers dug in, too, quickly creating assessment instruments to better identify the disorder and to track its course and vicissitudes.


But right from the beginning, there were serious problems. For starters, the PTSD diagnosis is based on a medical disease model. A physical disease stems from a biological problem, usually an infectious pathogen or genetic abnormality, that can be verified by a physical test, such as a brain scan or blood assay. The symptoms of the disease are caused by that biological problem, and thus the symptoms help explain the disease. Psychological problems don’t lend themselves well to a disease model. There is no clear pathogen or biological event that causes most mental disorders, including PTSD, and there is no physical test that can confirm its existence. To the contrary, severe trauma is a psychological reaction to the experience of an external and potentially traumatic event. There may be physical vulnerabilities that leave people susceptible to developing PTSD, but there is no clear physical cause that explains how or why the disorder comes about.16


A disease model of PTSD carries a rigid essentialist assumption that people either have the disorder or they don’t. There is no in-between. The problem here is that psychological problems, including the reactions people have to potentially traumatic events, tend not to fall into neat categories. We can invent categories. That’s easy. But inventing a category doesn’t mean it actually exists in nature. For example, we commonly think of people as young, middle-aged, old, and so on. But there are no inherent categories in aging. Age is simply a continually increasing number. The same is true for PTSD symptoms. People exposed to potentially traumatic events can experience a wide range of symptoms. Some have only a few of these symptoms, some have many of them, and some have most or all of them. The symptoms make the most sense as a continuum. Statistical analyses show that there is no coherent point, no latent or emergent category, that clearly marks when the disorder is present or absent. This turns out to be the case, actually, for most mental disorders.17


These problems arise in part because mental health disorders are not created empirically. They are essentially invented by committee: by groups of experts who debate and argue, sometimes for months or even years, until they finally come to an agreement about what a disorder should look like. The process can be quite convoluted, more a compromise between warring factions than a consensus, and can produce some pretty complicated and heterogeneous diagnoses. The PTSD diagnosis, with its various subcategories, is one of the most complicated and heterogeneous diagnoses out there. Several years ago, my colleagues Isaac Galatzer-Levy and Richard Bryant examined all the possible symptom combinations a person could have and still qualify for PTSD. For an earlier version of the diagnosis, they found close to 80,000 different symptom combinations. But for the most recent version, the PTSD diagnosis currently in use today, the number of possible symptom combinations soared to a whopping 636,120. This means, literally, that 636,120 people could each have a unique set of symptoms and still qualify for the same PTSD diagnosis.18


Even if we put these worrisome conceptual problems aside, there was still another difficulty uniquely tied to PTSD. As use of the diagnosis spread, it turned out that determining who had—or who might develop—the disorder was surprisingly difficult to pin down. This problem had to do with the fact that the PTSD diagnosis requires exposure to a prior traumatic event. In the original 1980 diagnosis, the definition of a trauma was intentionally narrow, encompassing only those events that could be considered “outside the range of usual human experience and that would be markedly distressing to almost anyone.” But over the years, as the diagnosis spread to common use, mental health professionals began to feel that they were missing cases. They argued that the criteria were too narrow, and that more people suffered from PTSD than the definition captured. Trauma reactions, they concluded, were not the same for everyone. What was merely difficult and unpleasant for some people might be traumatic for others, and those people deserved the diagnosis and the option for treatment too.


These arguments eventually won the day. In subsequent versions of the DSM, the definition of a traumatic event was broadened to include a much wider array of potentially distressing experiences. This newly expanded definition was unquestionably effective in allowing more people to receive the diagnosis. But unfortunately, the revised phrasing initiated a maddening problem, one that remains unsolved to this day. By introducing subjectivity into the definition, the criteria became so ambiguous that practically anything extremely unpleasant could qualify as a trauma.19


PTSD Everywhere


Not everyone was thrilled with the newly expanded version of PTSD. In a review of the trauma field published in the prestigious Annual Review of Psychology, Harvard psychologist Richard McNally disparaged the expansion as “conceptual bracket creep.”20 Trauma specialist Gerald Rosen complained that the wider criteria opened up the possibility that even the expectation of future trauma could lead to PTSD, thus creating the “conceptual equivalent of ‘pretraumatic’ stress disorder” and moving the PTSD diagnosis a step closer to becoming meaningless.21


But the ever-expanding diagnosis was more than an academic or clinical question, and it has sent ripples out of the clinic and into our daily lives. For the first time in recorded history, the world began to talk about PTSD openly. Media and news reports regularly featured the all-too-real stories of soldiers who were not quite able to get their minds to let go of the war; of assault victims frozen by memories of their assailant; of hurricane survivors helplessly reliving the same dreadful moments when they were caught in the height of the storm; of survivors of motor vehicle accidents who were still riveted to attention by the sound of screeching tires or a blaring siren.


These stories are almost impossible to ignore. We are wired to detect and respond to threat—it’s part of our biological inheritance—and when we hear these stories, we have to listen. Although we no longer run around naked like our ancient ancestor in the Museum of Natural History, in many ways we are still very much like him: pausing for a drink of water, unawares, with a pack of aggressive predators lurking in the distance. True, daily life seems much safer now. But we are not invulnerable and we know it. Dreadful things can and still do happen: violent injuries, assaults, disasters. By even the most conservative estimates, most people experience at least one such event during the course of their lifetime. Often more.22 Stories of PTSD shout this to us. They warn us of the dangers out there, and of the consequences that await us should we let down our guard.


With so much attention on PTSD, it seems we have dramatically overcorrected. What was in the days of Samuel Pepys a hidden malady, shameful and confusing, to be admitted only in the coded text of a private diary, has now become the siren song of the twenty-first century. Trauma is no longer unspoken. It now boldly asserts itself in the name of a television series and in an online video game.23 It is the subject of web pages and blogs.24 It’s in the names of professional organizations and scholarly journals. “Trauma” has become a part of the fabric of our daily lives, and its presence only seems to be growing. As journalist David Morris put it, trauma behaves “almost as if it were a virus, a pathogen content to do nothing besides replicate itself in the world over and over until only it remains,” until it seems as if “PTSD is everywhere.”25 A provocative statement, to be sure, but where does the truth lie? And with all this PTSD, where or what is resilience?
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