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Preface

People who go through terrible life-threatening events, whether they relate to war, sexual abuse or rape, car accidents or natural disasters, can have serious psychological problems, ranging from nightmares and flashbacks, through physical responses and illness, to problems with experiencing emotions and being unable to have loving relationships. Traumatic events are shattering events, where everything you hold dear can break down. An experience of rape can mean that you are unable to trust anyone; war shows that people can behave in awful ways, and natural disasters such as earthquakes or tsunami show that even the natural world can be dangerous. If you have been through a life-threatening experience, you may well have changed your outlook on life fundamentally. For some, this change can be very damaging, and have long-lasting effects on both yourself and your family and friends.

This book is based on our research and experience over the last couple of decades working with people who have been through such experiences. Research shows that while everyone responds differently, there are some common responses. Traumatic events can lead to cognitive, emotional and behavioural effects. Cognitive effects are concerned with memories of the event and how your beliefs about the world and about people can be changed; emotional effects are to do with the fear, horror or helplessness that you feel after an event; and behavioural effects might include feeling nervous and jumpy, or being aggressive because of the traumatic event.

There are many ways to help someone who is traumatized. In many cases, people help themselves, by talking about what has happened to others, or by thinking it through or by writing about it. Often though, people need professional help from psychologists, therapists or counsellors. However this help is provided, whether by yourself or by a professional, it always involves trying to make sense of the traumatic event, trying to understand why someone acted as they did, or why you acted as you did.

This book aims to help both people who are traumatized and their friends and family to understand the symptoms associated with traumatic stress. For the people who are traumatized, the first stage of getting better is to understand their thoughts and memories. For family members or friends, it is just as critical to know why people act the way they do and say what they are saying, as the most important help that anyone can get is from his or her family and friends.

We hope the book will help you deal with traumatic experiences, whether these are your own or those of someone you love; but if the problems are very serious, it is important that help is sought from an appropriate professional, such as a clinical psychologist.

We would like to thank everyone who has helped out with this book. As we said above, social support is the most important kind of help anyone can get, so we would like to thank our family and friends; and also the people at Sheldon Press who have helped us through the process of preparing the book for publication.
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Note to the reader

This is not a medical book and is not intended to replace advice from your doctor. Consult your pharmacist or doctor if you believe you have any of the symptoms described, and if you think you might need medical help.
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Introduction

Jason

Jason returns home from the fighting in Afghanistan. In previous wars, he would have been greeted with flags and banners proclaiming his heroism, a true welcome home to the hero who had protected his country against the enemy that endangered its survival, but in this war there is no such welcome, only the depressing normality of civilian life. Jason is debriefed and is then given leave. He returns to his wife and there is happiness in being reunited. Jason decides to leave the army and get civilian work. This decision is made partly because he wants to spend more time with his wife and children, and they want to spend more time with him, and partly because he was not happy with his experiences in Afghanistan. He had seen things that bothered him – not too much, but they sometimes kept him awake at night.

For the first few months Jason is happy. He has a loving family and he has a job – not necessarily the job he wanted, but it brings in the money. Over time, however, he starts drinking more. He seeks out his old mates from the army, and starts spending more time with them and less time with his wife and children. His wife begins to get upset about this. When she confronts him, they start arguing. This makes him go out drinking even more. Eventually, he starts being late for work. When he does get there he causes trouble, and in the end he is sacked. Once unemployed, he feels he has no one to turn to but his mates in the pub. In the end his wife can’t take any more and leaves him. He has no family and no job, and the pressures become too much. Up to this point the ex-soldier has not thought too much about the war; now his memories return with a vengeance. He gets depressed, he has nightmares, he has flashbacks and thinks he is back in Afghanistan.

Traumatic stress is not a simple disorder. It is not like the common cold or simple depression; it is not a straightforward set of symptoms that are the same in everyone who is traumatized. There are many different ways a person can respond to a traumatic event. Post-traumatic stress disorder (PTSD) does not just appear and then, with treatment, hopefully disappear. In many cases it comes on gradually and, as in the case of Jason described above, it may not be noticed for a long time. Other factors play a large part. For Jason, there were issues about civilian life, his family, drinking and other factors that came into play as part of the build-up to the PTSD. It may not be until many months, sometimes years, have passed that a person develops PTSD. It may be difficult for people to recognize at first, as a person’s behaviour may appear to be the result of other things. This is one of the difficulties of the disorder. 

Kate

Kate is returning home from a night out when she is attacked and raped. It is a particularly vicious attack and she ends up hospitalized. When she is released from hospital and returns home to her parents’ house, she immediately goes to her room and locks herself in, refusing to talk to anyone. With great difficulty her parents get her to eat something; she will rarely talk to them, and she will say nothing about the attack. She doesn’t go out with her friends, and generally refuses to see them when they visit her. She will not see boys at all. This behaviour goes on for some months before her parents persuade her to go for treatment. During this period Kate has had constant nightmares, repeated nightly showings of all the details of the attack. During her waking hours she thinks constantly about what happened, running the details through her mind, blaming herself for the attack, thinking that she should have avoided it. She is ashamed of herself. At first she constantly washes herself to try and become clean again. She will not look into a mirror because she cannot look into her own eyes. She does not work and she is fearful of any social relationships. She is at the same time anxious and depressed.

This is classic PTSD, the symptoms resulting from a single traumatic episode that has fundamentally damaged Kate’s view of herself, other people and the world. It is said that people generally think well of themselves and others, regarding the world as by and large a good place, but that traumatic incidents such as rape fundamentally damage that belief system. The person who is raped sees that people can be bad, that the world is a bad place, and believes, ‘I do not know how to behave properly if I allow such things to happen to me.’ Kate cannot trust anyone any more, and feels guilty for not being able to personally stop the attack. Treatment is often at least partly about being able to restore one’s faith in self, others and the world.

Post-traumatic stress disorder

Post-traumatic stress disorder (PTSD) has a traumatic history. The construct itself was not introduced into the psychiatric manuals until 1980, but the history of the subject goes back long before then. Famous figures such as Sigmund Freud, Marcel Breuer, Pierre Janet and Jean-Martin Charcot were discussing the subject in the late nineteenth century, but even before that it had been recognized that traumatic events such as war, fire or train crashes could cause serious psychological problems in people. We can explore diaries, journals and literature and find that throughout history there are accounts of such problems – though we often need to beware of how we interpret what people wrote many years ago, because the meaning of words does change, and terms such as ‘traumatic stress’ were unknown before the late nineteenth century.

One of the first well-known accounts that describe the psychological consequences of war is Homer’s Iliad. Here, around 800 bc, Homer describes the experiences of Achilles, a general who is part of the besieging forces at Troy as the Greeks try to defeat the Trojans and return the beautiful Helen to Greece. Jonathan Shay, a psychiatrist from the USA with extensive experience of treating US veterans of the Vietnam War, noted that many of the symptoms described by Homer were similar to those experienced by the Vietnam veterans returning home to the USA after fighting. Indeed, Shay suggested – and we strongly support this idea – that our understanding of traumatic stress would be improved by the reading of Homer and other literary material, as it also describes aspects of the psychological and behavioural responses to war that are not covered by PTSD. At the end of the book, we provide a reading list if you are interested in following this further.

If we move forward a few hundred years to the battle of Marathon between the Persians and the Greeks, Herodotus describes how an Athenian soldier collapsed in battle. When he was found afterwards there was no trace of a wound, but his legs would not work and he was blind. We could suggest that this was an hysterical reaction to the terrors of war. He could not bear to see what was happening in the midst of battle so he shut his mind to it, and he could not bear to take part so his legs failed him. Herodotus states that the soldier never again learned to see. While Herodotus is not to be trusted as an historian, this sort of account is likely to have an element of truth, as similar accounts of reactions to war were reported by psychiatrists in the late nineteenth century and during the First World War. 

We can trace similar descriptions of trauma throughout history, showing that it is not just a recent phenomenon. Instead, it is more helpful to look at how psychologists and psychiatrists have described these reactions. Most examples we have are war-related. We have always known that some troops – understandably – cannot cope with the horror of battle. 

Up until the end of the nineteenth century – and well into the twentieth century – most people thought that psychological symptoms of traumatic events had physiological causes. In the US Civil War in the 1860s, it was thought that the cause of breakdown in battle was a weak heart. In the First World War it was thought that such breakdown was caused by microscopic injuries caused by shell fragments or shrapnel – hence the term ‘shellshock’. This period from the US Civil War to the First World War saw some profound changes in the way we think about traumatic stress. And here we return to European psychiatrists such as Charcot, Freud and Janet.

We know Freud as the father of psychoanalysis. While he did not invent the unconscious, he certainly popularized it and with it created a sophisticated model of personality and the mind that appealed to people in Europe before and after the turn of the twentieth century. During the 1880s and 1890s Freud worked with Charcot, Breuer and others on understanding the reactions people have to traumatic events, and developed a theory relating to the relationship between the mind and behaviour which dominated much of psychology for decades. At the same time, Pierre Janet was working on a theory of traumatic stress that was more concerned with consciousness than with the unconscious. Janet suggested that after a traumatic event people develop traumatic memories (see Chapter 4) that need to be resolved into narrative memories, either through treatment or through some other means. As we shall see in Chapters 4 and 6, Janet was thinking ahead of his time. It can be argued that the development of abnormal psychology was delayed because the world decided that Freud’s approach was more valid than that of Janet. We focused on the unconscious, rather than addressing consciousness.

During the First World War there were significant advances in our understanding of traumatic stress. In Austria, Freud worked with Austrian patients, and various teams worked with British and Allied psychiatric casualties. As mentioned above, the term ‘shellshock’ was derived from the view then held that physiological damage underlies psychological trauma, but it was during the First World War that people began to recognize that the cause was psychological: that something can be so horrific, terrifying and life-threatening that it can cause profound mental changes – in other words, traumatize someone. It was also during the First World War that the first treatment principles were applied. These were known as PIE: proximity, immediacy and expectancy. Traumatized soldiers were to be treated as close to the front line as possible (proximity), as soon as they displayed symptoms (immediacy), and always knowing that they would be sent back to their front line unit (expectancy). This last was important: they were never to think of themselves as casualties, injured victims, but just as people who were tired of fighting and needed a rest. 

In the Second World War the USA forgot these rules and initially sent their psychiatric casualties back with the physically wounded. This led to a severe depletion of combat units, so the policy was quickly changed. The British started with a very small psychiatric unit in the Second World War, but William Sargent, a psychiatrist, saw the troops returning from Dunkirk and realized that they needed psychiatric help, not just rest and recuperation. He helped develop sophisticated psychiatric services for the British armed forces.

The attitude towards traumatized troops changed between the First and Second World Wars. In the First World War, many countries, including the United Kingdom, executed soldiers who demonstrated cowardice or deserted; by the Second World War, countries such as the UK and the USA recognized that these behaviours were not necessarily cowardice but traumatic stress – battle shock or combat fatigue had taken over from shellshock – and that troops needed to be treated rather than court-martialled. In Germany and Russia, they were still shot.

A lot of research into traumatic stress was carried out during and after the war, but this was quickly forgotten until the USA became involved in the Vietnam War in the 1960s. Many troops returned home from Vietnam with serious psychological problems, and it was research into these problems that led directly to the introduction of the construct of PTSD in 1980: PTSD was originally concerned with war trauma. Since then, the construct has developed and changed, and it is now used for a range of symptoms, which are discussed in later chapters.

It is important to note at this stage that most people do not develop problems after experiencing a traumatic event. It is only a minority who develop significant clinical symptoms. Many people do have temporary distress, which is not surprising considering that a traumatic event is by definition life-threatening, and therefore frightening.

Defining PTSD

It is not easy to classify traumatic stress. PTSD is only part of the array of reactions experienced by people who go through traumatic experiences. Most people with PTSD are also classified with accompanying – or ‘comorbid’ – disorders such as depression, generalized anxiety, substance abuse or social disorders. This does create difficulties for terminology, so here, unless otherwise specified, we will use ‘traumatic stress’ and ‘PTSD’ interchangeably as both describe what happens to people who are traumatized. 

The structure of the book

The book covers the range of problems and issues relating to PTSD and trauma. It does not provide an alternative to therapy for those with PTSD, but it will help develop an understanding of the disorder, and hopefully provide a few tips for helping you come to terms with your problems. The book is also designed to be helpful for relatives and friends trying to understand what a traumatized loved one is going through.

The next chapter focuses on what we mean by a traumatic event. It is important to differentiate between a traumatic event and a stressful event – the term ‘stress’ is somewhat overused and can be confusing. Although we often use the same coping strategies for general everyday stress as well as traumatic stress, it is important to understand the differences, so we will explore these differences and provide examples of different kinds of stressful and traumatic events.

Chapter 3 focuses on the symptoms of traumatic stress. We have already discussed some of these, and noted how the construct of PTSD does not really cover the range of symptoms people often experience, so Chapter 3 will look at all the key symptoms of PTSD, such as intrusive recollections (the strong emotional memories associated with the traumatic event), avoidance and emotional numbing, and hyperarousal, along with accompanying disorders such as depression and anxiety, substance abuse and social problems, which are common for someone who is traumatized but not necessarily present in everyone diagnosed with PTSD.

Chapter 4 focuses on the key problem associated with traumatic stress, the traumatic memory. All the symptoms of trauma revolve around the traumatic memory, which is a memory that is out of conscious control and that may emerge into consciousness at any time, particularly when the person is reminded of the traumatic event. The traumatic memory may involve cognitive, emotional and even behavioural elements, and the person may not be able to think of the event without the flood of emotions associated with that event. Chapter 4 explores what psychologists know about the traumatic memory, from biological to cognitive and social explanations.

Chapter 5 looks at coping and appraisal. We all cope with problems in different ways, but there are common patterns. When talking about traumatic stress we find that most people tend to be either ‘avoiders’, who do not like to be reminded of the event, or ‘processors’, who try to think through the event and make sense of it. In reality, most of us use both strategies at different times – just as we do for normal stressors. It is not just what happened that is important regarding traumatic stress, but the way we think about it, our appraisal of it. Also, one of the key elements regarding recovery from trauma is social support: this means different things to each of us but, as humans, most of us want some kind of human support to help us through our difficult experiences.

Chapter 6 looks at the various ways we tell stories of the traumatic event. We are all storytellers: we have stories about all aspects of our lives and we tell these to other people. The life story we tell our closest friend may not be the same as that we tell our work colleagues, but each is important. Telling the story of the traumatic event is also important. In some ways, an event is only traumatic because we cannot tell it as a story; and we cannot tell it as a story because it does not make sense to us. The purpose of therapy is to help you make sense of the traumatic event, to help you think of it as a narrative or story. This obviously links to social support, as every story needs an audience. It is also linked to the social world, because the way we tell stories, and their content, depends on the social constructs given to us by the world around us, the media, our friends.

Chapter 7 is concerned with how we treat PTSD. It looks at a range of different treatments, but focuses mainly on cognitive behavioural therapy (CBT) and on narrative techniques while briefly exploring other methods such as eye movement desensitization and reprocessing (EMDR), drug treatments and psychoanalysis. All these methods are linked by the narrative, the story.

Chapter 8 focuses on the issues to be dealt with by those living with or caring for the traumatized person. It can often be very difficult for loved ones, particularly if the person with PTSD is socially and emotionally withdrawn or aggressive, as in the cases of Jason and Kate outlined at the beginning of this chapter. It may be hard to understand why someone gets angry or is not as loving as usual. As we have seen, PTSD may appear slowly over years, so it can be difficult to show that, for example, it is caused by a war that finished years previously. Both the person with PTSD and his or her loved ones need to work together to deal with traumatic stress. Chapter 8 also examines secondary trauma, which is where someone who listens to another person’s story may in turn be affected by it. This may be the person’s family or friends, or therapists or aid workers in war situations. This is not to say that trauma can actually be transmitted, but those who deal a lot with traumatized people may experience problems relating to the stories they hear. This goes back to the narrative or story. Most stories need an audience, so if family members are the audience for a narrative relating to a traumatic event, it can be difficult for them too.

Chapter 9 is concerned with the way many people experience psychological growth because of their traumatic event. It may be that they are initially traumatized but, by working it through, their philosophy of life changes and they realize that they have grown as a person as a result of the traumatic event. They may have learned something about the value of life and death or the meaning of love, or have changed the way they think about how one should live life.

Chapter 10 looks at the professional help that is available for traumatized people, from general practitioners (GPs) and clinical psychologists through to psychiatrists and other therapists. There is a range of mental-health workers and a variety of charities that provide help for individuals suffering from PTSD and related disorders and their families, and at the end of the book we provide details of how to contact such groups. 

Chapter 11 brings together the material in the book and draws conclusions. This book will not provide all the answers. It does not serve as an alternative to therapy for seriously affected people, but we hope that it will help people gain some understanding both of themselves and of the processes that are involved in traumatic stress.
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