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The recovery program outlined in this book is based on the ideas of Aaron T. Beck but, over the last ten years or so, the comments of colleagues and clients have helped to reshape the program so that it better meets the needs of survivors of childhood trauma. I am grateful to each for their feedback.


I feel that the comments from clients have been most valuable. Without them, the program might well have been no more than a theory-based protocol, rather than an approach that is really meaningful for the reader. Professionally, my colleagues Rachel Norris, Gillian Butler, Linette Whitehead and Joan Kirk have also contributed to the ‘fine tuning’ of the ideas in this book, and Claire Middle helped in proof-reading.


At home, Udo Kischka generously read through drafts of the book and, I think, helped make the text much more user-friendly.


Many ‘case examples’ are used in this book in order to make the text more accessible. Although all of the descriptions are based on my clinical experiences, none of them reflects an actual person, with the exception of ‘Lucy’. Rather, descriptions are compilations of real experiences which are used to illustrate a point.
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Why cognitive behavior therapy?


Over the past two or three decades, there has been something of a revolution in the field of psychological treatment. Freud and his followers had a major impact on the way in which psychological therapy was conceptualized, and psychoanalysis and psychodynamic psychotherapy dominated the field for the first half of this century. So, longterm treatments were offered which were designed to uncover the childhood roots of personal problems – offered, that is, to those who could afford it. There was some attempt by a few health service practitioners with a public conscience to modify this form of treatment (by, for example, offering short-term treatment or group therapy), but the demand for help was so great that this had little impact. Also, whilst numerous case histories can be found of people who are convinced that psychotherapy did help them, practitioners of this form of therapy showed remarkably little interest in demonstrating that what they were offering their patients was, in fact, helpful.


As a reaction to the exclusivity of psychodynamic therapies and the slender evidence for their usefulness, in the 1950s and 1960s a set of techniques was developed, broadly collectively termed ‘behavior therapy’. These techniques shared two basic features. First, they aimed to remove symptoms (such as anxiety) by dealing with those symptoms themselves, rather than their deep-seated underlying historical causes. Second, they were techniques, loosely related to what laboratory psychologists were finding out about the mechanisms of learning, which were formulated in testable terms. Indeed, practitioners of behavior therapy were committed to using techniques of proven value or, at worst, of a form which could potentially be put to the test. The area where these techniques proved of most value was in the treatment of anxiety disorders, especially specific phobias (such as fear of animals or of heights) and agoraphobia, both notoriously difficult to treat using conventional psychotherapies.


After an initial flush of enthusiasm, discontent with behavior therapy grew. There were a number of reasons for this, an important one of which was the fact that behavior therapy did not deal with the internal thoughts which were so obviously central to the distress that patients were experiencing. In this context, the fact that behavior therapy proved so inadequate when it came to the treatment of depression highlighted the need for major revision. In the late 1960s and early 1970s a treatment was developed specifically for depression called ‘cognitive therapy’. The pioneer in this enterprise was an American psychiatrist, Professor Aaron T. Beck, who developed a theory of depression which emphasized the importance of people’s depressed styles of thinking. He also specified a new form of therapy. It would not be an exaggeration to say that Beck’s work has changed the nature of psychotherapy, not just for depressions but for a range of psychological problems.


In recent years the cognitive techniques introduced by Beck have been merged with the techniques developed earlier by the behavior therapists to produce a body of theory and practice which has come to be known as ‘cognitive behavior therapy’. There are two reasons why this form of treatment has come to be so important within the field of psychotherapy. First, cognitive therapy for depression, as originally described by Beck and developed by his successors, has been subjected to the strictest scientific testing; and it has been found to be a highly successful treatment for a significant proportion of cases of depression. Not only has it proved to be as effective as the best alternative treatments (except in the most severe cases, where medication is required), but some studies suggest that people treated successfully with cognitive behavior therapy are less likely to experience a later recurrence of their depression than people treated successfully with other forms of therapy (such as antidepressant medication). Second, it has become clear that specific patterns of thinking are associated with a range of psychological problems and that treatments which deal with these styles of thinking are highly effective. So, specific cognitive behavioral treatments have been developed for anxiety disorders, like panic disorder, generalized anxiety disorder, specific phobias and social phobia, obsessive compulsive disorders, and hypochondriasis (health anxiety), as well as for other conditions such as compulsive gambling, alcohol and drug addiction, and eating disorders like bulimia nervosa and binge-eating disorder. Indeed, cognitive behavorial techniques have a wide application beyond the narrow categories of psychological disorders: they have been applied effectively, for example, to helping people with low self-esteem and those with marital difficulties.


At any one time almost 10 per cent of the general population is suffering from depression, and more than 10 per cent has one or other of the anxiety disorders. Many others have a range of psychological problems and personal difficulties. It is of the greatest importance that treatments of proven effectiveness are developed. However, even when the armoury of therapies is, as it were, full, there remains a very great problem – namely that the delivery of treatment is expensive and the resources are not going to be available evermore. Whilst this shortfall could be met by lots of people helping themselves, commonly the natural inclination to make oneself feel better in the present is to do precisely those things which perpetuate or even exacerbate one’s problems. For example, the person with agoraphobia will stay at home to prevent the possibility of an anxiety attack; and the person with bulimia nervosa will avoid eating all potentially fattening foods. Whilst such strategies might resolve some immediate crisis, they leave the underlying problem intact and provide no real help in dealing with future difficulties.


So, there is a twin problem here: although effective treatments have been developed, they are not widely available; and when people try to help themselves they often make matters worse. In recent years the community of cognitive behavior therapists has responded to this situation. What they have done is to take the principles and techniques of specific cognitive behavior therapies for particular problems and represent them in self-help manuals. These manuals specify a systematic program of treatment which the individual sufferer is advised to work through to overcome their difficulties. In this way, the cognitive behavioral therapeutic techniques of proven value are being made available on the widest possible basis.


Self-help manuals are never going to replace therapists. Many people will need individual treatment from a qualified therapist. It is also the case that, despite the widespread success of cognitive behavioral therapy, some people will not respond to it and will need one of the other treatments available. Nevertheless, although research on the use of cognitive behavioral self-help manuals is at an early stage, the work done to date indicates that for a very great many people such a manual will prove sufficient for them to overcome their problems without professional help.


Many people suffer silently and secretly for years. Sometimes appropriate help is not forthcoming despite their efforts to find it. Sometimes they feel too ashamed or guilty to reveal their problems to anyone. For many of these people the cognitive behavioral self-help manuals will provide a lifeline to recovery and a better future.


Not everyone who has suffered childhood trauma will experience significant problems in adulthood, but many men and women do struggle to come to terms with histories of hurt and abuse. Some actively seek advice to help them deal with the psychological consequences of being abused as children, while others cope alone.


This book introduces a recovery plan which has already helped many who struggle with emotional and relationship problems. It is based on the principles of cognitive behavioral therapy, which are described in Part One of the text. In our clinic, throughout the 1980s and 1990s, an increasing number of men and women asked for help in dealing with the painful aftermath of an abusive childhood.


For some their trauma had been emotional, in the form of verbal cruelty and neglect; for others the hurt had been physical or sexual. The difficulties our clients faced varied from person to person: some experienced mood problems, some relationship difficulties, while others struggled with low self-esteem or a persistent eating disorder. Some found their day-to-day lives were affected to a large degree, while others seemed to be handicapped only some of the time. With colleagues, I offered cognitive behavioral therapy to survivors of childhood abuse and, over the years, clients commented on the approach we adopted. We listened to these comments and used the feedback to improve our treatment program. In this way, we developed an approach to overcoming childhood trauma which is based on the principles of cognitive therapy and which has been guided by those who have had to come to terms with their traumatic past. Initially, this approach was only offered in the clinic as a therapist-supervised treatment; but now its principles and structure have been adapted for this self-help manual.


We know that some survivors will need professional support to help them overcome childhood trauma, but many will be able to move forward by using this text. Those of you who do decide to seek professional help will have benefited from learning more about the psychology of childhood abuse and from developing some basic coping skills. Survivors of trauma can suffer from a range of difficulties in adulthood, but whatever the problems you face, this book aims to help you deal with the unpleasant consequences of being abused as a child. Both men and women do recover from the legacies of a traumatic childhood, some faster than others, some with setbacks along the way, but the struggle to overcome the difficulties from the past is worth the effort.


Professor Peter Cooper
The University of Reading
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This book and getting the most out of it


This book was written to help survivors of childhood trauma prepare for, and make, those changes which will then help them gain control over the sorts of problems which are common among survivors. The approach is very much a step-by-step plan which encourages you to be systematic in developing the skills you need for recovery. You can put your progress ‘on hold’ at any time.


The steps in recovering are outlined in the contents list of the book. Although this might look like a school curriculum, don’t be put off. The content and the order of issues in the self-help plan have been thought through so that they follow a natural pattern and so you can gradually build on your progress. In some ways, the experience will be like becoming a student. First, you will be introduced to the theory (Part One) and to the basic coping skills (Part Two). Once you are familiar with the ‘basics’, you can work through key issues (Part Three). Throughout, you will be encouraged to practice what you learn, just as the language student practices conversation or the music student practices playing an instrument.


Like a student, you will find it helpful if you keep written records of your aims, your progress and the exercises that are suggested in this book. So get a notebook or a file where you can keep your notes and observations together. In this way, you will forget less and you will be able to review your progress more easily.


Part One of the book will give you the background information which you need in order to understand more about childhood trauma. It addresses what we mean by ‘childhood trauma’, how common it is, what difficulties can arise because of it and, most importantly, how you can start to overcome problems. In order to use this book, you will need to know something about the way in which problems develop and how cognitive behavioral techniques can help, so this is also discussed in Part One. Thus, you will be able to understand how your particular difficulties arose and how you can use cognitive behavioral techniques to help yourself.


In some ways, Part One (and aspects of Part Two) are like the manual that comes with your television set. The manual contains background information and details about the different options for getting the most out of your TV, in the same way that the earlier parts of this book will help you understand and get the most out of this recovery program. It can be tempting to ignore a manual and, instead, to try to get by through trial and error. Such an approach will get you so far, but you can be unaware of the full potential of your TV – and, if something goes wrong, you can find that you don’t have the knowledge to put it right. Also, if you haven’t read the manual, you can make very serious mistakes. So, do read through the early sections of this book as they will stand you in good stead.


Part Two presents more of a ‘what to do’ guide, focusing on preparing for change. You will learn essential mood and stress management skills and you will begin to build your self-esteem and learn to look after yourself, at the same time developing a better understanding of your difficulties. You will also learn ways of remembering the past without being overwhelmed by it. This is a very important section. It is not only the foundation for the rest of the work; it is also your ‘safety net’ – a set of coping strategies which will buffer you against setbacks. I would encourage you to work on this section before moving on to Part Three. Part Three looks at the issues that we know are relevant to survivors of abuse, issues such as: dealing with selfblame and feelings of guilt; managing anger; sorting out relationship problems and sexual difficulties. A final chapter in this section emphasizes how you can continue self-help in the long term.


The entire plan is very ‘active’. In effect, you will be asked to take on a project, and that project is your recovery. You will be asked to read sections, complete exercises and carry on work between reading parts of the book. There are diaries to complete, practical suggestions for facing difficult situations and exercises to help you relax. We know from research that the ‘active’ part of cognitive behavioral therapy contributes to its effectiveness, so it is important to put effort into the practical side of recovery. Having said this, it is also important that you feel free to decide what particular exercises in the book will be helpful for you, and how long you want to spend on them. If an exercise is distressing, you may choose to leave it and come back to it at a later time when you feel stronger. Don’t pressure yourself unnecessarily.


Some readers might use only the early parts of the book: that’s OK. Part One will increase your understanding of the patterns and impact of childhood trauma and this can be therapeutic in itself. It can also be very thought-provoking and you might decide to set the book aside at this point while you reflect on what you’ve learnt. Parts One and Two on their own might offer sufficient guidance for some readers to be able to cope with many day-to-day problems, and these people might choose not to move on to Part Three immediately, or at all. Some readers will find that they work through part of the recovery plan, put it on hold for a while and return to it some weeks or months later. The most useful thing you can do for yourself is use this plan compassionately – don’t push yourself faster than is helpful to you, take breaks when you need them and recognize that the stresses and strains in your own life will influence the rate at which you can recover.





PART ONE


Understanding Childhood Trauma and Recovery






 


 


 


The first part of this book aims to explain things. This is because overcoming childhood trauma begins with understanding more about it and the ways in which people come to terms with traumatic histories.


This part of the book begins by exploring what we mean when we use the term ‘childhood trauma’. It also describes the sort of problems that have been linked with past trauma and it looks at the different pathways that recovery can take.


Part One also explains just how any of us develops problems. This will help you to understand why you struggle with certain difficulties. Finally, the last chapter in this section looks at how you can use cognitive behavioral therapy to deal with these difficulties.


Try to resist reading this part of the book too quickly or superficially; time spent working through Part One is well-invested time. This section will help you to put your difficulties in context and will help you to see a way forward. You can then decide whether or not you feel ready to move on to Part Two.
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What do we mean by childhood trauma?


Both survivors and helpers frequently ask this question, yet the answer remains unclear. Fortunately, recovery is about overcoming the difficulties of today and not about defining past experiences, so our lack of clarity about the meaning of ‘childhood trauma’ shouldn’t hold you back. None the less it will be useful to know the current situation with regard to defining childhood trauma and the abuse that causes it.


Defining trauma and abuse


There is much debate and disagreement concerning the definition of childhood trauma and abuse, and just how common it is. However, something that researchers and clinicians generally agree upon is that childhood abuse falls into three categories:


1   emotional abuse


2   physical abuse


3   sexual abuse


 


In the past, sexual abuse was considered to be the most damaging of the three, but more recent research has shown us that all types of childhood trauma can result in difficulties for the survivor. Emotional and physical abuse do contribute to psychological problems in adulthood, and these forms of abuse should not necessarily be considered less serious or damaging than sexual abuse. Of course, many survivors will have suffered a combination of physical, emotional and/or sexual trauma and all of these need to be taken into consideration when you are trying to understand your current difficulties.


Disagreement arises when researchers try to define the types of childhood abuse more precisely, and at present there is no general agreement on a definition. If we consider just the research literature on child sexual abuse, this is defined in many ways. Some researchers use broad definitions, such as ‘any unwanted sexual experience during child or teen years,’ which would include kissing or seeing someone expose him- or herself sexually. Other researchers use very strict criteria, for example stating that sexual abuse only occurs if the victim is within a certain age range, if the act involved penetration and if the abuser was sexually motivated. You can appreciate that the experiences of many survivors of sexual abuse would not be recognized by the second definition, while some non-damaging acts could be assumed under the first. Needless to say, there are definitions which lie between these extremes. Similar problems and confusions also exist when we try to define physical and emotional abuse.


To add to the confusion, few of the definitions take into account neglect. Those of you who have suffered physical, emotional or sexual neglect, such that your childhood needs to be protected and nourished and loved have not been met, will realize that neglect, too, can be hurtful and harmful. The sorts of experiences which could be described as ‘neglect’ would include a parent carelessly turning to a son as an emotional or sexual confidant before the boy is old enough to cope with this pressure; a parent turning a ‘blind eye’ to the abuse of a child; a mother so caught up in her own problems that she is never there for her own child. For some children these experiences might be bearable, but for others the experience could be overwhelming and deeply distressing.


A carer might neglect a child knowingly or without realizing it; but, either way, there is a risk of the child suffering. Studies of children show that neglect, as well as active abuse, causes distress in children which can persist into adulthood, and which is sometimes linked with emotional problems.


How can you spot abuse?


There is no typical picture of an abusive situation: boys and girls are both at risk; the victim can be any age, and the abuser male or female. Abusive acts are as various as the abuser’s imagination and range from those which involve contact (e.g. physical beatings and shaking, masturbation and sexual penetration) to those which do not involve contact (e.g. starvation, isolation, humiliation and verbal cruelty, forced witnessing of sex acts, being photographed for pornographic purposes). Abuse can be intended or careless; the abuser may be close to the child (a parent or friend) or be a stranger; the episodes of abuse may be single or repeated over years; the number of perpetrators can be several; the motives of the abuser vary – some will have sexual motives, while others might seek control and power, or be driven by curiosity.


It’s important to remember that childhood typically involves lots of touching and tickling and teasing which is purely affectionate, safe and loving. Very many children bathe with family members and climb into their parents’ bed to find that they simply feel comforted and cherished. At a time when we are learning more about the horrors of abuse, we have to be careful not to grow paranoid about natural interactions with our children.


Of course, there are ‘grey’ areas where it is difficult to be sure if the touching and teasing is cruel or caring, playful or exploitative. Some of you might never be sure if you were abused or not, but that doesn’t mean that the possibility or the uncertainty must undermine you in some way. If you are unsure, this book is as relevant to you as it is to those who are certain of their abuse.


So what can we say about the definition of ‘abuse’ and ‘trauma’ in childhood? Given the many forms of abuse committed against children and young adults, it is important not to hold too narrow a view of childhood trauma. We should appreciate that recognizing and dealing with the actual difficulties that a person suffers is more important than classifying early experiences.


The personal meaning of the traumatic experience is very important as it is closely related to the problems a person has in adulthood. So, it is more important to think what this meaning might be rather than focusing too closely on the description of an abusive act. Consider the personal meaning of abuse and neglect for the two youngsters described below:


Simon was an eight-year-old at boarding school. A gifted mathematician, he was awarded extra lessons with a widely respected teacher from a nearby college. This teacher sexually abused Simon on several occasions and threatened to hurt him if he told anyone. Simon trusted his parents and was able to tell them. They immediately informed his school and the police. They supported Simon throughout the police inquiry and then took a family holiday so that he might recover from his ordeal. His experience of abuse was never a taboo subject, but the family didn’t dwell on it either. As a young adult, Simon remembers the specific trauma but without shame or guilt. He also recalls a great sense of being cared for and protected by his parents. As an adult, he was able to put the experience behind him.


Suzy, at twenty, had great difficulty in trusting others – particularly men. She had not had a single close relationship and the thought of sex frightened her and left her feeling vulnerable. She related this to her step-father’s constant sexual comments throughout her late childhood and adolescence. Whenever her mother was absent, he had made sexual suggestions to her, had wandered into her bedroom when she dressed and undressed, refused to put a lock on the bathroom door and then took the opportunity to watch her bathing. She turned to her mother who dismissed this as fantasy and nonsense. As an adult, Suzy was very depressed and isolated. She felt that she was to blame for the distress that she had undergone as a youngster; she felt threatened around men and untrusting of women. She felt unprotected and confused about sexual boundaries and avoided getting into relationships.


As an adult, Simon did not experience problems related to his terrible childhood ordeal. For him it had been a specific time of trauma which deeply upset him, but it was also a time when he realized how precious he was to his family and that he could trust those who were there to care for him. The personal meaning for Simon was that bad things can happen but he also felt safe, worthy of being cared for and protected. In contrast, Suzy really struggled as an adult. Her stepfather had never touched her, but his constant sexual infringement left her feeling vulnerable and confused, while her mother’s refusal to help her convinced Suzy that she was unloved and of no importance. Furthermore, she felt afraid to trust.


In each of these instances, an objective description of events, without reference to Simon’s or Suzy’s interpretation and the reactions of their parents, would fail to convey the personal meaning of the traumatic experience.


EXERCISE


Rather than wondering whether or not your experiences fit a definition of ‘abuse’, remember that abusive experiences vary widely and, instead, try to piece together an understanding of how your experiences affect you today. If it helps, make notes of your thoughts.


How common is childhood abuse?


Again, we are very uncertain about this: we really don’t know how common it is. Surveys have been carried out in clinics and in the community, but the disagreements over definitions, the successful covering up of abuse and the reluctance of many individuals to report it all contribute to a poor appreciation of the extent of childhood abuse.


In the UK, the National Society for the Prevention of Cruelty to Children (NSPCC) surveyed adults and found that, in childhood, 12 per cent had suffered physical abuse, while 11 per cent had suffered sexual abuse. To give you some idea of what we know about the current likelihood of child abuse, in the UK 35,000 children are on the national child protection register because they are at risk of cruelty, 9,000 are registered as at risk of physical abuse, while 6,000 are registered as at risk of sexual abuse. Given the understandable caution of authorities in putting children on the register and given the likelihood that some abuse will go unrecorded, these figures must give us a very conservative picture.


What we do know is that children are abused and that some of those children will go on to have problems in adult life as a consequence of this. If you have been abused as a child and now struggle with emotional and relationship problems, you can know that you are not alone.


CHAPTER SUMMARY




•   There are many occasions when touching and teasing are perfectly innocent and safe.


•   However, we can’t ignore the fact that child abuse does occur, even though we don’t yet have precise definitions of abuse.


•   Although a definition may have to be emphasized in some instances – for legal reports, for example – your main concern should be understanding the effects of your experiences. When it come to recovery, this is more important than defining the abusive experience.
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What problems are linked with childhood trauma?


Despite the confusions in defining and identifying childhood trauma, researchers have tried to understand just what sorts of difficulties might be associated with abuse and neglect in childhood.


Early researchers tended to look at particular problems such as eating disorders, marital problems, depression and so on. It soon became clear that no one problem stood out as being associated with childhood trauma, yet many of these specific difficulties were linked to a history of abuse. The conclusion we can draw from this is that the experience of childhood trauma increases the likelihood that a person will develop any one of many problems as an adult. Thus, childhood abuse does not cause a particular problem, or set of problems, but early abuse renders a person more vulnerable to developing difficulties. Something else that became clear from the research was that the more severe and repeated the experience of abuse, the more likely a person is to develop later problems.


It is important to recognize that problems in later life are not inevitable. Research also tells us that good experiences in childhood can build up a person’s resilience. This means that some children might suffer abuse but not develop problems in adulthood because their well-being is influenced by other factors. For example, the worst effects of abuse can be offset if the child has the encouragement of a loving and caring family, or if the child has good self-esteem and does not assume blame for the abuse, or if the child is supported when and if the abuse is disclosed. If you think back to Simon and Suzy, it is clear that Simon had all these ‘protective’ factors and coped well, while Suzy had none of them and was very much harmed by her experience of abuse.


There are some problems which seem to be especially common among survivors of abuse. These include drug and alcohol problems, eating disorders, self-injuring, social difficulties, mood and anger problems and some physical difficulties. These are summarized in Table 2.1. Such problems also occur in people without abusive histories, so do bear in mind that having these difficulties does not necessarily mean that a person has been abused.


Table 2.1 Common problems among survivors of abuse




•   Alcohol and drug misuse


•   Eating disorders


•   Self-harming behaviors, such as cutting or burning oneself or attempting suicide


•   Social withdrawal, shyness, lack of self-confidence


•   Poor anger management, with difficulties either showing anger or controlling it


•   Anxieties and fears


•   Depression, hopelessness and helplessness


•   Guilt and shame


•   Some physical problems in the genital region, including painful sexual intercourse





 


Survivors of abuse can also face problems in relationships, for example, difficulty in trusting others and in developing intimacy. There might be extra strain on relationships because the survivor of abuse struggles with mood problems or withdraws to protect herself from the hurt she fears. A survivor may be a poor judge of character and find himself with another abusive person. And those with histories of sexual abuse can have difficulty in their sexual relationships. In Part Three of this book we look more closely at relationship problems.


Negative belief systems


A particularly important legacy of abuse is the belief system that a child develops and the way in which the child subsequently views its world. We all have a variety of beliefs, some emotionally positive, some negative and others neutral. For example: ‘I am OK’ and ‘The future looks rosy’ are positive beliefs which would leave any of us feeling good; negative beliefs such as ‘I am weak’ and ‘These people are dangerous’ would leave us feeling miserable or afraid; while neutral beliefs like ‘The sun will rise,’ ‘I have brown hair,’ have little emotional impact. These beliefs might be true or false, but if I believe that I am OK, I feel good and if I believe that I am weak, I feel bad.


Survivors of childhood trauma tend to have more than their fair share of negative beliefs, so their view of themselves and their outlook is more likely to be negative, too. Professor Jehu, a British psychologist and one of the first to study the belief systems of women who had been sexually abused, found that their views of themselves, others and the future were distinctly negative. His findings are summarized in Table 2.2; in view of these, it is not surprising that many survivors of abuse struggle with their mood and their relationships.


Table 2.2 Common beliefs among survivors of abuse
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