

























Praise for The Love Trauma Syndrome





“The Love Trauma Syndrome reaches out to the many who have suffered the heart-wrenching pain that accompanies the loss (or potential loss) of a significant relationship. Dr. Rosse’s conceptualization of the aftermath of a broken heart and the road to recovery will be thought-provoking to both mental health practitioners and the lay reading public.”


—Jane Vogt Buongionto, Ph.D., Licensed Clinical Psychologist, Virginia and North Carolina







“I cannot imagine the book not being helpful to clients or professionals interested in learning about Love Trauma Syndrome. Dr. Rosse’s wit, knowledge, and desire to help those in distress—characteristics well known to those close to him—come through in the text.”


—John Mastropaolo, Ph.D., Psychologist, Silver Spring, Maryland







“By the end of this book, you will not only become an expert in recognizing Love Trauma Syndrome but also you will understand what to do and why you’re doing it.”


— Eeglna Ottaviani, Ph.D., Cognitive Therapist, Chevy Chase, Maryland; Co-Author, Cognitive Therapy of Personality Disorders







“A masterpiece of self-help and psychoeducational literature! This book should certainly be added to the list of good self-help books that contribute to the overall effectiveness of any psychological or psychiatric therapy.”


—Paul Buongiorno, M.D., Psychiatrist, Private Practice, Wilmington, North Carolina
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Foreword


I have spent much of my academic and professional life studying the effects of stress and trauma on the mammalian brain. The more severe the stress, the more an animal is overwhelmed and unable to “cope,” or adapt. An emotional trauma is a type of severe stress that causes serious and long-lasting unwanted emotional changes. When stress severity reaches the level of being a trauma, brain changes occur that are persistent (if not permanent). For instance, the structure, activity, and distribution of brain neurotransmitter receptors are altered by trauma events. Associated with these brain alterations are corresponding behavioral changes (e.g., increased arousal and vigilance for future threats).


Research has shown that there are differences in the way different animals of the same species respond to the same stress. Whereas some animals respond to a particular stress with evidence of profound neurophysiological and behavioral alteration, other animals of the same species might demonstrate trivial changes. Because of the wide range of genetic variation that exists in nature for a given population, and the probable large number of genes involved in conferring trauma “resistance” versus vulnerability, there is a wide spectrum of responses to a trauma. How a particular animal, or person, will respond to a trauma is not only dependent on the genes they happened to inherit from their parents, but also on the environmental support and protection they received during their early life experience. So an animal’s responses to similar stresses is a function of both complex genetic and environmental influences (e.g., a nurturing versus harsh upbringing).


We also know that although there are predictable brain responses to stress and to trauma in general, the specific nature of a traumatic event seems to influence the exact pattern of receptor, neurotransmitter, and behavioral changes evoked by a particular type of stress. The book that Dr. Rosse has written concerns a specific type of stress; one that involves a threat to a person’s mating—or love—interests. Dr. Rosse calls this specific stress (when sufficiently severe) a “love trauma.” Whether the threat to a relationship is “traumatic” (i.e., a love trauma) is based on a person’s reaction to the threat event. One person’s love trauma can be another person’s liberation from an unhappy relationship. Additionally, one person’s love trauma can result in years of misery; another’s can dissipate after a night on the town.


The specific brain changes associated with such stress have recently begun to be studied by Thomas Inset’s group at the Department of Psychiatry and Behavioral Sciences at the Emory University School of Medicine. Their “animal model” of this stress involves the study of the monogamous prairie vole (Microtus ochrogaster).1 For instance, the Insel group has compared the behavior and brain changes of males of this species who mated with a female in their cage (and were hence more “attached” males) to males who did not (i.e., less attached males). When the males who did mate were exposed to a male intruder, the males exhibited more aggression toward the intruder (i.e., more vigorous “mate guarding”), and demonstrated more evidence of activity in their medial amygdala—a limbic system brain structure involved in mediating aggression. The amygdala is also a brain structure involved in generating brain arousal. Dr. Rosse describes brain hyperarousal as important for the development of Love Trauma Syndrome.


Hence, the work of Thomas Inset’s group has begun to elucidate the cascade of brain changes associated with emerging and established mating relationships, as well as the profound brain changes associated with exposure to threats to that relationship. Of course, it is premature to suggest that what goes on in the brains of prairie voles is similar to the brain events in humans, but the work raises important questions as to whether analogous events occur in us. Additionally, there is no doubt there are gender-based differences.


The constellation of behavioral changes associated with a threat to a love interest is labeled by Dr. Rosse as the Love Trauma Syndrome. I am convinced that other more traditional psychiatric diagnoses that have been used to classify such people, such as grief reaction, adjustment disorder, depressive disorder not otherwise specified or obsessional or pathologic jealousy, are inadequate for fully describing the nature of their suffering. None of these separate diagnoses adequately captures the full range of emotional reactions to a love trauma. Love Trauma Syndrome seems to share features of posttraumatic stress disorder, grief reactions, and anxiety, depressive, obsessional and dissociative disorders. The designation of Love Trauma Syndrome helps advance the description, understanding, and treatment of the condition.


The Love Trauma Syndrome so eloquently described in this book by Dr. Rosse is based on his clinical experience with patients over the years. Dr. Rosse, using an intensive case study methodology, has observed a predictable clustering of symptoms in people who have experienced a love trauma. He describes some variability in presentation among sufferers of the condition, as well as a wide range of symptom severity and time courses. Dr. Rosse offers us a vivid and detailed description of the phenomenology of the syndrome that can serve as a more than adequate starting block for further discussion of the idea.


Dr. Rosse is a careful and perceptive student of human behavior. He has published numerous articles in the academic psychiatric literature utilizing an intensive case study approach. One example of his keen abilities as a psychiatric phenomenologist was when he described in the psychiatric literature the syndrome of “geeking” in crack cocaine addicts.2,3


Like the Love Trauma Syndrome story, the story of crack addicts who develop geeking is fascinating, and is worthy of briefly reviewing here. After a crack cocaine binge and the exhaustion of the addict’s crack cocaine supply, Dr. Rosse discovered that many addicts compulsively search for pieces of crack cocaine they obsessionally believe were dropped accidentally in the area where they were using crack (hence the term “compulsive foraging” used by Dr. Rosse and colleagues). The behavior often has a desperate appearance, as if the geeking person is looking for some life-sustaining substance that if not found will result in their demise. Geeking people might spend hours systematically picking through the pilings of a rug in search of even small pieces of crack. Their minds become completely focused on the search for misplaced cocaine. They might inspect tables, chairs, couches, or the path they took to get to the using environment. Anything that resembles crack cocaine, such as food crumbs, plaster, candle wax, small stones, pieces of soap, or drywall, is carefully inspected, sniffed, and often tasted. If it passes these initial tests, an attempt is made to smoke it on the off-chance that it is crack.


Dr. Rosse and colleagues proposed that compulsive foraging might serve as a drug-induced model of obsessive–compulsive disorder. Geeking seemed to be a stereotypic obsessive–compulsive-like phenomenon seen in people addicted to crack cocaine. Keeping with Dr. Rosse’s interests in behavioral evolution, he proposed that geeking might represent the behavioral expression of a primitive brain program where the brain gets the individual to maximize their extraction of “rewarding” resources from the immediate and known environment. This decreases the person’s need to venture into novel environments in search of resources. In this way, the geeking behavior decreases the addict’s chances of encountering danger in alien environments, such as life-threatening competitors and predators. Only after the person is absolutely certain that resources cannot be found in the immediate environment does his or her brain “turn off” the geeking and let the individual move out into novel but potentially dangerous environments in search of replenishing depleted resources.


When Dr. Rosse and his colleagues found that up to 80% of crack addicts experienced “geeking,” and often for more than one hour at a time, they were amazed to discover that the phenomenon had not been well described in the available psychiatric, addiction, or medical literature. Every crack addict seemed to know the phenomenon well—but clinicians were pretty much in the dark about it, Geeking was right under every clinician’s and researcher’s nose—yet it was Dr. Rosse and colleagues who first brought it to our medical attention. So it does not surprise me that another condition that was right under our noses—the Love Trauma Syndrome—is being more fully brought to our attention by Dr. Rosse.


Interestingly, geeking and Love Trauma Syndrome are similar in that they both involve an inability to “shift” focus, or redirect mental activity away from something ‘lost.” In the case of geeking, the person has lost all of his or her cocaine; in the case of Love Trauma Syndrome, the person has lost someone with whom they were in love. Both cocaine and feelings of love are capable of providing a person with substantial psychological “rewards”—that is, feelings of pleasure and euphoria. As Dr. Rosse points out in the book, love is one of the most rewarding and pleasurable experiences there is. In both geeking and Love Trauma Syndrome, there is the dysphoric anticipation of the loss of future rewards. Geeking addicts anticipate no longer being able to remain “high”; Love Trauma Syndrome victims anticipate the loss of future rewards from the desired relationship.


In both geeking and Love Trauma Syndrome, people are looking for something that is usually no longer there. If they find something, it is typically not in its desired form. The crack cocaine that the geeker finds is not really crack; if it is, it is of insufficient quantity to get him or her high. The love the Love Trauma Syndrome sufferer finds is tainted—it is not the love they desired.


As important as the geeking phenomenon is to improving our understanding of cocaine addiction (and perhaps obsessive-compulsive disorders as well), geeking has never been a target of treatment. In this regard Love Trauma Syndrome is different—it is a treatment target. It is important that Love Trauma Syndrome be adequately described, as effective treatments are available, and they are exhaustively outlined in this book.


When Dr. Rosse first proposed the concept of Love Trauma Syndrome, I was inclined to listen carefully. Similar to his experience with geeking, he was dismayed by the lack of medical literature on Love-Trauma-Syndrome-like reactions, and found that the literature that was available did not fully describe what he was seeing in his clinical practice. He was amazed at how frequently he encountered vivid descriptions of Love Trauma Syndrome in music, in cinema, and in the fiction literature. Indeed, what he found in the arts related to people’s reactions to love trauma events helped inform some of his conceptualization of the Love Trauma Syndrome. Additionally, I also have seen patients in my clinical practice who seemed to suffer from the syndrome described by Dr. Rosse, and agreed that medical literature describing their “broken heart disease” was lacking.


Influenced by his interests in behavioral evolution, Dr. Rosse makes a credible proposal that threats to ‘love interests” represent a threat to our genetic material being “propelled into future generations.” This threat, argues Dr. Rosse, is experienced by our brains as “tantamount to death.” Hence, “brain alarms” (e.g., limbic system structures such as the amygdala) are activated, and a cascade of other brain events ensue. In vulnerable individuals, Love Trauma Syndrome is born.


The syndrome is especially interesting in light of some recent notorious, violent episodes well publicized in the news media where individuals committed murder and mayhem after a love trauma event. Some of the people who committed these atrocities were teenagers and children. As a trained child psychiatrist who has done considerable research in child psychiatry, and who published one of the first textbooks of pediatric psychopharmacology in the early 1980s, I feel obligated to suggest that preventive education about Love Trauma Syndrome in our schools might be needed to preclude such tragedies from occurring in the future. The syndrome is not being proposed as an excuse for sufferers who commit repulsive and outrageous acts against others, but rather as a way for us to increase our understanding of such people (and to develop strategies to prevent future occurrences). Thankfully, most people with the syndrome do not act violently against others.


As mental health workers know, love trauma events are reported all too commonly by our patients and clients—the young and the old alike. They complicate many of the psychological and psychiatric conditions we treat. I am convinced that by increasing our awareness of the condition, and ways to treat its sufferers, we will improve the quality of our patients’ lives.


Again, as the case of “geeking syndrome” taught me, I do not underestimate Dr. Rosse’s ability to detect novel clinical conditions that have been right under clinicians’ noses for decades. Clinicians and patients alike will have to read this book to determine the usefulness of the Love Trauma Syndrome concept for themselves. However, I am convinced that they will find the reading an enlightening and productive use of their time. I know I did.


I want to emphasize how honored I am to write the Foreword to this important book. I regard Dr. Rosse as a stellar clinician and academician at our medical school and medical center. He has published over 100 original contributions to the scholarly literature, and his publications have concerned themselves with a wide range of clinical and basic science issues. His wide-ranging skills are evidenced by his ability to lecture and supervise medical students, physicians, and mental health trainees on issues from the recognition and resolution of psychodynamic conflicts to novel nondopaminergic mechanisms in the pathophysiology of psychotic disorders.


Finally, on a very personal level, in addition to Dr. Rosse’s many outstanding accomplishments, I would like to emphasize his extraordinary sensitivity and considerateness, and his often anonymous efforts on the behalf of others. He is someone whom I admire personally and who serves as my role model for interpersonal behavior and for standards of conduct. This book reflects his fine qualities, and it offers the reader an opportunity to be instructed by one of the best teachers—and healers—I know.


Stephen I. Deutsch, M.D., PhD.










Preface


During the height of the O.J. Simpson trial, one patient asked me why someone like O.J, Simpson might be driven to murder. This was a sophisticated patient who was an active member of a number of psychology book clubs. He had been a fan of O.J. Simpson throughout his football and acting careers. “He always seemed like such a nice a guy,” he said to me. The patient was retired and followed the Simpson trial closely on a daily basis. “There is no book out there that helps me understand why this man might have done what others say he did,” he complained. My patient suspected that O.J. was guilty.


This patient, knowing that I was a psychiatrist who had written extensively in the academic psychiatric literature, asked me half-jokingly, “Why don’t you write a book that answers this question for us laypeople? We just want to better understand what makes us tick. We need a book by a psychiatrist that helps people understand why someone like O.J. Simpson could commit such a heinous crime.”


My patient went on to describe another instance in his life that reminded him of the O.J. Simpson case. He related the case of an office colleague in Germany who had married a beautiful German woman. They seemed to have a good relationship, and when he saw them together at parties they appeared happy. He was even envious of his acquaintance’s successful marriage. Then one day he went to work and was told that this acquaintance had murdered his wife, and later hanged himself. It seemed that the colleague discovered his wife was having an affair. My patient reminded me that O.J. Simpson had written a suicide note and was contemplating killing himself in the week following the murder of his wife. My patient speculated that O.J. wanted to kill himself to punish himself for what he did to his wife. And my patient rightly speculated that what appeared to have occurred in the O.J. Simpson case was not an isolated occurrence. Intimates in problematic relationships sometimes kill each other.


I listened to my patient and wondered how I would answer his question. I had already suspected-—based on the information from the media I had about O.J. Simpson and his relationship with his wife—that O.J. suffered from a Love Trauma Syndrome. I had loosely formulated the concept years earlier, based on my clinical experience with men and women experiencing intensely dysphoric (i.e., unpleasant) reactions to the breakup of desired romantic relationships. I had been particularly impressed with some lines from the opening statement of O.J.’s suicide note written on June 15, 1994, where he wrote, “I loved her [Nicole Brown Simpson], always have and always will. If we had a problem it’s because I loved her so much.” I believe it. People have Love Trauma Syndrome only when they are in love. There is no Love Trauma Syndrome if the person is not in love.


I later found myself beginning to think about how someone would write a book about how a person so much in love could murder the object of their affection—a book about Love Trauma Syndrome. The desire to commit murder represented one of the most serious complications of the condition. Although the syndrome is quite common, fortunately only a few individuals go on to commit violent acts because of it.


I did not flunk that I would have the time to write a book about Love Trauma Syndrome. However, about a year later my life situation changed. My father was rapidly consumed by a very aggressive cancer. As he lay on his deathbed, I sat by his side and felt helpless and sickened. I knew that I was losing the strongest ally I ever had, and probably the strongest ally I would ever have. I knew nobody would support my hopes and dreams more than my father. Nobody was more committed to me, or would sacrifice as much for me. I loved my father. At times it felt difficult for me to move, and I experienced what psychiatrists call “leaden paralysis.” My ambitions and desires left me, and I sat weakened and afraid.


In the aftermath of his death my bereavement and depression included a problem that involved waking up around two or three in the morning and being unable to again fall asleep. Rather than tossing and taming in my bed, I decided to keep myself distracted and occupied during these early morning hours by beginning to write the book that my patient requested.


Indeed, over the years I had been impressed by how broken hearts had figured so prominently in my patients’ life courses. I found that ’love trauma events” associated with failed romances was a major life issue for over 10% of the men and women I saw, be they straight, gay, or lesbian. I have been shocked by the profound negative impact love trauma events have had on my patients’ quality of life. Using my skills as a psychiatric phenomenologist, I formulated the description of Love Trauma Syndrome outlined in this book. The presence of the syndrome can make the rich and powerful feel like paupers; the absence of the syndrome can make the poor and powerless feel like kings and queens.


I have not only recognized many cases of Love Trauma Syndrome, but I have also developed treatments for people afflicted with the condition. The treatments include education about the syndrome, the use of self-help techniques, and a variety of standard strategies used by mental health professionals. These treatments are discussed in this book. Many people have suffered from Love Trauma Syndrome without knowing its name, and many have successfully treated themselves by engaging in a full range of healthful activities.


When I began to speak with friends and colleagues about my concept of Love Trauma Syndrome, I was amazed by how many of them immediately knew what I was talking about, and I found that the concept of such a syndrome rang true. Person after person told me of their experiences with the syndrome, of patients they were treating with serious cases of the condition, or of friends or relatives who were afflicted. On more than one occasion I was told of people who had committed suicide in the throes of a severe Love Trauma Syndrome. I too had observed this tragic consequence of the syndrome. With my impressions about the importance of Love Trauma Syndrome confirmed by others, my enthusiasm for writing the book was enhanced.


Love Trauma Syndrome is a distinct clinical entity fully described in this book. It is a common condition, and exists in various forms and along a continuum of severity and duration. The long duration of some cases of Love Trauma Syndrome demonstrates that time does not heal all wounds. It is not a trivial condition, as it can be associated with intense emotional distress and social and occupational impairment.


The syndrome can be complicated by other psychiatric disorders, such as depression, anxiety, and substance or alcohol abuse. When severe, Love Trauma Syndrome can markedly diminish the sufferer’s quality of life and ability to perform socially, academically, and occupationally. Some people with Love Trauma Syndrome end up committing suicide, whereas others might stalk or even murder the people they love the most (and many then kill themselves—“homicide-suicide” or “dyadic death”).


Another motivation for me to write this book was the lack of literature on the subject. This deficiency of reading material on Love Trauma Syndrome left many of my patients feeling isolated and alone in their suffering. Many feel ashamed that they are not able to adequately get over the loss of love on their own. This book is written for the millions of people with Love Trauma Syndrome—most of whom are aware of their suffering, but not aware of the syndrome from which they suffer. The book is designed to help people understand the condition and to help them understand what they can do to break the cycle of their misery.


Richard Rosse, M.D.
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Chapter One 
Introduction


Love hurts—sometimes intensely, and sometimes for a long time. This book is about the profound emotional pain that can be associated with damaged or failed love relationships. When the loss of love is very distressing, the experience is a love trauma. A love trauma is a form of psychological stress that produces an emotional disturbance that is both severe and prolonged. It interferes with the sufferer’s social and occupational functioning and diminishes their quality of life. This more profound reaction to the loss of love—or to the threat of such a loss—I call, the Love Trauma Syndrome.


A syndrome is a group of symptoms that appear together in a predictable fashion. In Love Trauma Syndrome, these symptoms include sleep disturbance, nervousness, intrusive painful love-trauma-related memories and thoughts, anger, and avoidance of reminders of the love trauma. When a Love Trauma Syndrome develops in response to the loss of love, the syndrome that appears will not be identical in all people. In some people, problems with sleep and intrusive memories might predominate. In others, anger or avoidance of love trauma reminders dominate the clinical picture.


The intense emotional reaction seen in Love Trauma Syndrome is in contrast to the milder degrees of emotional distress that can be associated with romantic failure. I classify these lesser emotional reactions to the loss of love as the “relationship blues.” Relationship blues are a less severe and less prolonged psychological response to romantic failure. With relationship blues, the intense emotional distress and significant negative impact on social and occupational functioning is absent. The spectrum of emotional pain that can be experienced after the loss of love is illustrated below in Figure 1.1.


To get a better sense of just how pervasive intense pain associated with broken hearts is, turn on any radio station where popular songs are played and carefully listen to the lyrics. Although you sometimes hear songs relating the joys of love, you will probably hear more songs depicting love’s pain. The songs portray different nuances of this pain, including expressions of sadness, disappointment, fear, surprise, anger, and hurt.


I began to appreciate the potential severe and long-lasting impact of romantic failures on people after years of listening to the life stories of some of my older patients. As a geriatric psychiatrist, I have treated many older men and women. I have had the opportunity to examine the major life events and issues for these people over the course of their whole lives and I have been impressed with how broken hearts have so prominently affected many patients.




[image: image1]

Figure 1.1 The spectrum of emotional reactions in response to a loss—or threat—of a love relationship.





Many of my patients were combat veterans with some degree of post-traumatic stress disorder (PTSD) related to military combat. Combat-related PTSD can be a severe, chronic, and disabling condition that affects every aspect of a patient’s life. They can become nervous, become unable to sleep, have nightmares related to their combat experiences, and withdraw from the people around them that they love. Combat-related PTSD can ruin a person’s life.


With this in mind, I was amazed at how often these patients—decades after combat—would plop themselves into the easychair in my office and tell me stories of their failed romantic relationships before describing to me the horrors of war. Some of these patients had actually joined the service after romantic failures and hoped that they would be killed in combat so they could be liberated from their heartache. They performed heroic deeds in the throes of a Love Trauma Syndrome, not caring whether they lived or died. And long after their unhappy combat and romance experiences, it was often their love-trauma-related distress that weighed heavier on their minds than the pain of their traumatic combat-related memories and feelings. The intensity of some of these patients’ misery related to their defeats in love was astounding to me, especially in light of the horrific combat traumas they had endured.


For instance, one patient described returning from combat after World War II to discover that his wife was living and sleeping with his older brother. My patient had loved both his wife and his brother, and he had dreamed of being reunited with them after the war. However, his homecoming was anything but welcome. My stunned patient quickly moved to a city in another state. He never saw his wife or anyone in his family again.


This veteran had seen considerable combat in the Pacific, and for years after his return from the war he reported that he slept poorly and had nightmares related to combat. However, he said that for decades after his return, his main preoccupation was his ex-wife and her adultery with his brother. In his old age, this was the major source of distress in his life. When he initially spoke to me about his love trauma, it was as if it had happened yesterday. His mind seemed stuck in the events of 50 years ago. When describing his life story, he described the events of his 50 years after the love trauma in broad brush strokes. However, the more distant past love trauma events, and the period immediately surrounding the love trauma, were described in excruciating detail. Additionally, he never remarried. “I had enough,” he told me.


In classic PTSD, the traumatic event to which the patient is exposed needs to involve life-threatening situations, where the person witnesses the actual or threatened serious injury or death of others or personally experiences serious injury or the threat of death. Such traumas occur in the context of robberies, muggings, sexual assaults, automobile accidents, and natural (e.g., earthquakes, floodings, tornadoes, hurricanes) or manmade disasters (e.g., plane crashes, explosions).


However, I have also seen intense and sometimes prolonged PTSD-like psychological reactions to love traumas in people who never had PTSD, either related to combat or to other life-threatening events. These love traumas did not involve any threat of death or of serious injury. Nevertheless, the problematic romantic situations were experienced as traumatic—with severe and durable psychological distress.


With these patients, I started using the label Love Trauma Syndrome, Similar to PTSD, Love Trauma Syndrome appeared to be a disorder of “too much memory.” In both conditions, conscious and unconscious memories of the past intrude upon the present and influence thoughts, feelings, and behaviors to a much greater extent than, would be expected. And after experiencing seemingly similar love traumas, it is often difficult to predict who will develop a Love Trauma Syndrome and who will be spared. However, a prior history of Love Trauma Syndrome does seem to predict future similar reactions to love trauma events.


I have worked with men and women with Love Trauma Syndrome, including gay males, lesbians, and straights. Some of the most severe and persistent cases of Love Trauma Syndrome I have seen have been in gays. The young and the old, the gay and the straight, the married and the single, and the rich and the poor—anyone with the capacity to fall in love— all seem vulnerable to Love Trauma Syndrome, Only those unable to fall in love seem to be spared. Love is the critical ingredient for the development of the syndrome.




Why a Book on Love Trauma Syndrome?


Over 10% of the people I see in my clinical practice suffer from some degree of Love Trauma Syndrome. Yet there was no book to which I could refer my patients that adequately captured the full character of the way they felt. They needed a book. The lack of available literature on the subject left many of my patients feeling isolated and alone in their suffering. Some of my patients described themselves as feeling weak, inadequate, and ashamed for not being able to get over their distress quickly and on their own. The condition is a major source of unhappiness and shame. I have found that many patients—especially men—will not talk about their love trauma because of the shame and humiliation involved.


This book is written to help those afflicted with Love Trauma Syndrome. It is an affliction that when severe, has the capacity to markedly diminish the sufferer’s quality of life and their ability to perform socially, academically, or occupationally. More important, Love Trauma Syndrome often precipitates or exacerbates other psychiatric conditions such as depression, anxiety, and alcohol or substance abuse.


At the extremes of possible reactions to a love trauma, the syndrome can result in tragic and horrible outcomes. Some patients end up committing suicide. Others might murder the person they love the most, then kill themselves (homicide-suicide or dyadic death). It is reported that “jealous love” is the motive in about two-thirds of homicide-suicides.


People need to become aware of this potentially devastating and serious psychological condition. This book is designed to educate people about the condition and to help sufferers of the syndrome understand what they can do to break their cycle of misery. I also wanted to provide a healing environment whereby people can maximize their recovery from their Love Trauma Syndrome.


Not only is the syndrome mistakenly trivialized by the sufferer and the layperson, its importance is also minimized by practiced mental health clinicians. The book is designed to help clinicians better detect and treat syndrome sufferers. Clinicians need to become more aware of the condition so they can ask the right questions of patients when a Love Trauma Syndrome is suspected. Some psychological treatments become stuck at an impasse because clinicians fail to recognize the importance of a Love Trauma Syndrome in a patient’s life. Indeed, Love Trauma Syndrome sufferers, their families and friends, and the clinicians who care for them all need to be educated about the syndrome, its different manifestations and continuum of severity, and the treatments available to relieve suffering.


Because of the potential for violence associated with extremely severe (and thankfully rare) cases, law enforcement officers and judicial officers need to be made aware of the syndrome. For instance, in March 1998, two junior high school boys—ages 13 and 11—opened fire on a crowd of their fellow students and killed three girls and a teacher. The motivation for the shooting spree was supposedly the breakup of the 13-year-old boy and his girlfriend a year earlier. She was one of girls killed.


There are many other, less notorious, crimes committed in the throes of a Love Trauma Syndrome. However, violence against others should never be considered an appropriate response to a love trauma. Similarly, the impulse to commit such violence in the context of the syndrome should not be considered irresistible. All temptations and all impulses are resistible.


Fortunately, the consequences of the syndrome are almost always less tragic. People with a Love Trauma Syndrome tend to suffer quietly and privately experience a compromised quality of life along with some social and occupational impairment of variable duration. However, after reading this book, readers should develop a better appreciation of the condition and its variable presentations, and should be able to understand the many ways there are to break free of the severe and persistent pain of a broken heart.










Chapter Two 
The Love Trauma Syndrome


Love is one of the most wonderful emotions we can experience. Unfortunately, it can also be one of the most painful. The emotional pain of a broken heart can become manifest as a Love Trauma Syndrome, The syndrome exists as a discrete clinical entity with its own unique constellation of symptoms, which are described in this chapter.


Previously, love traumas were thought simply to precipitate other common psychiatric conditions, such as depression or “adjustment disorders.” However, these generic psychiatric disorders are not adequate for capturing the unique character of the condition that occurs following a love trauma event. It is quite common that Love Trauma Syndrome is complicated by a variety of other psychiatric conditions, such as depression and substance or alcohol abuse.




An Example of Someone with Love Trauma Syndrome


One day I was asked to see a 30-year-old man in the emergency room. He was an alcoholic who had resumed drinking alcohol after 7 years of sobriety. When I met him he was staring at the floor. He was sobbing quietly. When I asked him what had happened, he just shook his head. “I feel terrible,” he said through tears. “I started drinking again to see if it would make the pain go away, but it only made it worse.”


He told me about his relationship with his girlfriend of 9 months, and how she was the “love of his life.” “But obviously she doesn’t feel that way about me, because she’s dating other guys now,” he said. I sighed and asked him to tell me more. He related to me how he thought everything was going well in the relationship, and how he had even planned to asked her to marry him. He had held off asking her now because he did not want to seem to be “rushing things.” “I can’t stop thinking about her,” he cried. “I can’t stop thinking about her and the other guy, you know, sleeping together.” I handed him a box of tissues and he wiped the tears from his eyes. “I can’t sleep at night anymore, and when I do I have nightmares of her with other men.”


After letting him tell his story, I decided to educate him about Love Trauma Syndrome. I told him that the syndrome occurred when someone experienced a threat to a relationship with someone they loved very much. The person’s response when first learning about the love trauma involves intense emotional distress. This distress includes feelings of sadness, fear, anxiety and hopelessness, and might involve physical reactions, such as feeling nauseated, shaky, dizzy, tired, even feverish. The emotional response might also include feeling “numb,” “in a daze,” or “spacey,” He endorsed many of these symptoms. I then explained that people with Love Trauma Syndrome also had recurrent and intrusive thoughts about the love trauma, and maybe even had dreams about the situation. The syndrome commonly included difficulty with falling or staying asleep, at times feeling on the verge on tears, and difficulty concentrating. Again, the patient endorsed most of these symptoms. I spoke to him about treatment and follow-up for the condition, and the patient seemed less demoralized and upset. He was looking forward to starting treatment.


As I was writing up the case in the patient’s chart at the nursing station, a nurse came up to me. “I heard you talking to that guy about Love Trauma Syndrome,” she said, “You told him it shared many of the features of posttraumatic stress disorder.” I nodded and said “Yes.” “Is it the same in women?” she asked. “Yes,” I replied. “Where can I read more about that?” she asked me, “‘cause I’ve got a bad case of it too.”




Love and Pain


John was a 65-year-old, recently retired man who came into my office with his head hanging down. He said he was very much in love with his wife and he was ashamed of the problem he was having with her. He could not believe that he was actually seeing a psychiatrist for the first time in his life but he said he had a problem he was unable to lick on his own. He was afraid that his problem would ruin his marriage and his happiness in retirement.


He told me that in 1968, while fighting in the jungles of Vietnam, his wife had a 3-month affair with a fellow math teacher at a local high school. John did not learn of the affair until 2 years later, when he stumbled across a love letter written by the man to his wife. The letter described some of the intimate details of their affair, and was signed Robert. John remembered one time when his wife accidently called him “Robert” while he was home on leave. John had met Robert a few years earlier at parties given by his wife’s co-workers. He was ashamed to admit that he would have been better able to handle teaming that his wife had been in a car accident and died than learning that she had the affair.


After learning of the affair, the relationship between John and his wife became quite rocky, but he stayed with her “for the sake of the kids.” Through tears, John added that he still loved her, even after his discovery. His wife repeatedly asked him for forgiveness. “I remember those first couple of months after I discovered her affair. I was walking around in daze all the time. I was like a zombie. I was numb, and people used to ask me all the time if something was wrong. I used to He and tell people it was Vietnam. But it was really what was going on between my wife and I.”


Over the ensuing years, John said he seldom thought about her affair, and “things got better.” They even had another child. “I thought I had gotten over it,” John said. “I would tell other people who were in similar situations that they would get over it, and I truly believed that. But now something has happened that I can’t explain. I can’t stop thinking about it, and it happened almost 30 years ago! And I don’t know what happened to suddenly bring it back on after all these years. Until a few months ago, I used to love ‘oldies but goodies’ songs on the radio. I had all these stations preset on my radio. But now I’ve changed all the presets, and listen to music I don’t enjoy as much, or just listen to talk shows or the news. I avoid the ‘oldies’ stations because it makes me think more about my wife and Robert. I think about them sleeping in my bed together. I don’t like looking at pictures of my wife from the sixties, even though she was beautiful. I avoid driving by the local high school where my wife worked. In fact, I don’t like going by any school now.”


After almost 30 years, John was once again increasingly thinking about his wife and her affair. He had intrusive thoughts and fantasies about his wife and her lover. “I am just looking for some peace,” he said to me with his eyes beginning to tear up. “I was so looking forward to retiring, and now this. I just can’t shake it, doc. I never thought I would come to see a psychiatrist. But here I am. I need help. I am miserable almost continuously. And I know it’s absurd, because all this happened so long ago. But I feel like I did the day I found out about it. I feel like I’m going crazy.”


John also described becoming “nervous all the time,” and having difficulty falling asleep. “This is as bad as when I first got back from Vietnam,” John said, before I knew anything about the affair. “Back then I used to have nightmares about ‘Nam, and dream I was in combat, and that awful things were happening that I couldn’t control. Now I dream of my wife when she was young. I dream about her and Robert. These dreams are as upsetting to me as my nightmares about Vietnam,”


Upon hearing John’s story, some people might be prone to advocate what mental health workers euphemistically call the “managed care solution for mental health problems”—that is, slapping the patient across the face while telling him “To get over it!”1 However, such an attitude reflects a lack of appreciation for the potential severity and persistence of some cases of Love Trauma Syndrome. And it would be as effective as slapping someone with high blood pressure and telling them to lower it. It would not work.


People with the syndrome are often ashamed that they cannot recover on their own, which compounds their feelings of despair. Although most cases of Love Trauma Syndrome are short-lived, some can be quite persistent. Unfortunately, many people are quick to trivialize the notion of Love Trauma Syndrome. Additionally, John had repeatedly berated himself and tried to “get over it” on his own, but he could not shake his anguish.


Love Trauma Syndrome can be a complex and serious condition whose importance should not be minimized by laypersons, health care administrators, or mental health professionals. A slap across the face while telling them “to get over it” simply would not work for most people. It just intensifies the sufferer’s distress and contributes to their feeling inadequate because they are bothered by something “they should be able to get over.”


I noted mat John had just retired from a job that occupied him for over 50 hours per week. Additionally, the last of his three children had just moved out of the house. I asked him if he thought, with his retirement, and with the kids out of the house, that maybe he was less distracted and was now able to think more about what happened 30 years ago. He nodded in agreement. However, this notion frightened him, as he loved his wife and was looking forward to enjoying his retirement with her. “I know she has been faithful to me since,” John said. “When she had the affair she was young and it was difficult for her with my being in Vietnam, She didn’t know for sure if I’d be coming back alive or dead in a pine box. She has been a wonderful mother to my children, and since then she has been a wonderful wife. I want to enjoy my retirement with her. I still love her. It would be ridiculous for me to leave her after 30 years. And I know I would be miserable without her,”


Interestingly, John had experienced considerable emotional trauma during his combat in Vietnam. He had once been injured by a rocket powered grenade (RPG), and just barely escaped death. During combat he had witnessed the death of comrades. However, the patient said that the trauma of learning of his wife’s affair was “worse than anything I went through in Vietnam.” This was not the only time I had heard this sort of comment. John was in the throes of a relapsed Love Trauma Syndrome, Although the syndrome had been quiescent for decades, in its reemergence it was severe.




THE NATURE OF THE BEAST


The essential feature of Love Trauma Syndrome is the development of symptoms after experiencing a love trauma. Patients initially experience the love trauma as a “shock.” What contributes to the sense of shock is that the love trauma event violates the person’s desired expectations for the relationship, and assumptions of safety in the relationship. The shocked feeling is often associated with a sense of dread, fear, and helplessness similar to that described by people who have witnessed traumas where death (or the threat of death) occurred.


In Love Trauma Syndrome, the love trauma event is experienced as a severe stress and is traumatic in some way. By “traumatic” I mean that the person experiences significant emotional, psychological, or physical distress (e.g., racing heart, trembling, stomach upset, abdominal pain, nausea, diarrhea, “hot flashes” or chills) when first learning about the love trauma. The trauma involves someone the victim loves, typically very much.


Again, the trauma must be regarded as stressful. A stressful event is an event that overwhelms the person’s ability to mentally process the event and to neutralize its ability to trigger anxiety, distress, and despair. Love trauma events evoke stress, and the person feels unable to control and prevent the events from happening.


The events which precipitate a Love Trauma Syndrome can be divided into Type I or Type II traumas. In Type I traumas, the events are unexpected and sudden, and the person feels completely overwhelmed by the incident. In Type II traumas, the traumas are chronic or repetitive in nature, There have been, or are, a number of ongoing violations of the person’s expectations for the relationship. For instance, in Type II love traumas, there have been repeated discovered infidelities by a marital partner, but the cuckolded husband or wife remains in the relationship. Love Trauma Syndrome occurs in the context of either Type I or II love trauma events.


The love trauma event (or events) induces fear, anxiety, and distress that generalizes to other triggers and cues not directly associated with the love trauma. The brain no longer accurately discriminates which environmental or internal mental triggers (reminders, cues) legitimately are associated with the love trauma memory and which cues are really innocuous and have no substantial connection to the love trauma. The innocuous cues become linked to the emotional distress and the dysphoric arousal related to the love trauma event through classical conditioning. Love Trauma Syndrome is also characterized by the subjective and internal experience of repeatedly “reexperiencing” the love trauma event.


In Love Trauma Syndrome, outside observers might not always understand why certain love trauma events are experienced as traumatic. The experience is personal and idiosyncratic. It is vitally important when assessing a person for Love Trauma Syndrome to assess the person’s subjective meaning of the love trauma event and what the subjective (e.g., psychological and emotional) and objective (e.g., effect on social and academic/occupational) consequences have been. Some people do not experience any degree of Love Trauma Syndrome when a relationship dissolves. Some people are even glad when certain romantic relationships break up.


A love trauma is the result of a perceived threat to a desired love relationship. The greater the desire for the relationship to continue, the more severe the love trauma. The more “in love” someone is, the greater the risk of a resulting Love Trauma Syndrome if the relationship dissolves. The trauma usually involves relationships between lovers (straight or gay), but sometimes involves certain family members who were never lovers (e.g., between parents and children, or between siblings) or close friends.


The threat to the relationship might be in the form of a successful rival (as in the case of a romantic relationship), or might involve some other reason that the loved person withdraws from, or rejects the patient. The withdrawal of the loved person could be because of sickness, death, suicide, or the need to travel or move to a distant geographic location.


The love trauma can represent a threat or damage to the image or representation that the patient has of their “loved person” (e.g., as available, loyal, devoted, loving, supportive). Such an, image or representation might be destroyed after the discovery of an infidelity. I have also seen dramatic examples of Love Trauma Syndrome in men after the discovery of false paternity. In such cases, the images these men had of their relationships with their wives (e.g., that their wives had been faithful), children (e.g., that the children they loved were their biologic offspring), and of themselves are shattered. With about one third of all commercial paternity testing revealing that the man who thought he was the father is not that is a lot of potential cases of Love Trauma Syndrome. If the images the man had of the relationship with his wife were already bad, the discovery of false paternity confirms or worsens the view. In most cases where commercial paternity testing takes place, the couple’s relationship is already in crisis, and the confirmation of false paternity merely exacerbates an already problematic relationship. Commercial paternity testing centers should offer appropriate posttest emotional counseling to those who might need it. In such counseling, people should be asked questions to determine whether a Love Trauma Syndrome is present, and should be referred for more intensive therapy if necessary. With the current boom in commercial paternity testing, such counseling might be able to avert tragedies that could occur (e.g., assaults, murder, suicide) when the ensuing Love Trauma Syndrome is particularly severe and complicated.


Similarly, the acquisition of a sexually transmitted disease (STD; e.g., gonorrhea, genital herpes, crabs, syphilis, chlamydia, human papilloma virus, HIV, hepatitis B) leading to the discovery of an infidelity can be associated with the development of a Love Trauma Syndrome. Health care workers treating people with a STD need to be attentive to an emerging Love Trauma Syndrome in cases where sexual infidelity is involved. Such persons might need to be refered for appropriate counseling. At this time it is anyone’s guess as to how many of the over 7 million newly diagnozed STD cases each year in the United States is complicated by a Love Trauma Syndrome. I have had numerous patients who discovered that their partners had been unfaithful after the patients were diagnosed with an STD. Many of these patients developed Love Trauma Syndrome, sometimes severe. Some even attempted suicide after the discovery.


The symptoms of Love Trauma Syndrome are outlined in the following list. Sometimes only some of the symptoms are manifest.


1. The person’s response at the time of first experiencing or learning about the love trauma includes intense emotional distress. The distress could include fear, anxiety, hopelessness, tearfulness, shame, diminished feelings of self-esteem and self-efficacy, anger, or sadness. The emotional response might also involve feeling confused, distracted, shocked, numb, dazed, or spacey. There might be dysphoric physical reactions, such as nausea, shakiness, dizziness, severe malaise, or even low-grade fever or feelings of feverishness or chills. Some people contain the distress by refusing to accept mat the relationship is over and by denying that they are being cut off from the object of their affection. Others suffer a love trauma, but for some reason they do not initially experience significant distress. In these cases of delayed-onset Love Trauma Syndrome, the emotional and physical distress related to experiencing a love trauma might not be felt until sometime after the event has occurred.


2. The love trauma can be reexperienced in any of the following forms:
 



	Recurrent and intrusive recollections of events surrounding the love trauma,


	Recurrent distressing dreams related to the love trauma.


	Recurrent distressing fantasies and thoughts related to the trauma. These can be experienced as obsessions.


	Recurrent distressing emotions related to the trauma (e.g., jealousy, envy, anger, rage, yearning for revenge, anxiety, fear, apprehension, emotional “pangs,” depression, emotional lability).


	Intense emotional distress when exposed to cues (e.g., reminders, such as music) associated with the love trauma. The cue can be the remembered anniversary (e.g., month, date, year) of a love trauma event.


	Physiological reactivity on exposure to cues (either external or internally generated) or reminders of the love trauma. The heart might race, the person might get butterflies in their stomach, or they might feel nauseated or dizzy.


	A sense that the love trauma event is being relived (a “flashback”).





3. There is avoidance of things associated with the love trauma, such as efforts to avoid thoughts, feelings, or conversations related to the trauma or efforts to avoid activities, places, or people that arouse recollections of the trauma. The development of avoidance of social situations should be clearly linked to the love trauma event(s).


4. There is an expectation that future romantic relationships will end in betrayal, disappointment, emotional pain or unhappiness. There might be pessimism, about future relationships.


5. There is a diminished ability to experience loving feelings, fall in love; or a fear, apprehension, revulsion at the thought of falling in love (e.g., “the thought of falling in love makes me sick”). If they do enter a relationship, they might want to remain somewhat detached from their partner (e.g., they do not want to “get too involved”). Once in a relationship, they might continually look for faults in their partner. Upon finding such faults, the partner’s value is diminished, and the person can regard future loss of the partner as less important.


6. There is persistent or intermittent symptoms (not present or as severe as before the love trauma) of increased emotional arousal or aggression (the later can be directed “inward” or “outward”), including any of the following symptoms;




	Difficulty falling or staying asleep.


	Emotional lability, feeling on the verge on tears.


	Increased possessiveness and “mate guarding” activities, and hyper-vigilance for potential rivals.


	Anxiety, restlessness, or inner or outer trembling.


	Difficulty concentrating.


	Irritability and anger. The anger can be intense and erupt into rageful episodes and violence. The target can be the person they love who is snubbing them, the threat to their relationship (i.e., their rival), or accidental targets (i.e., people who happen to be around them when their rage erupts; or inanimate objects and acts of random vandalism).


	A sense of “unreality” surrounding the love trauma event (e.g., feeling dazed, spacey, confused, “out of it,” “out to lunch,” “tranced out,” distractable, or having memory problems).


	A compulsion to pursue and “recapture” their love object by stalking, verbal intimidation, unwelcome phone calls, or violence. These compulsions can also be directed at real or imagined rivals for the person they love.


	Preoccupation, agitation and guilt about not having done certain things to prevent the loss of the loved object, or about having done something to cause the loved object’s loss. There is a preoccupation with somehow being responsible for the loss, and a sense of anxious regret for past actions (or lack of action).





Although the criteria for Love Trauma Syndrome described above have not been formally validated by rigorous research, the above list provide a guideline for the assessment of someone with suspected Love Trauma Syndrom. Again, not all of the symptoms listed need be present for someone to be considered to have a Love Trauma Syndrome. Individual symptom severity, and the number of symptoms demonstrated, can be variable from, person to person. Love Trauma Syndrome can appear in low- and in high-grade varieties. In medical parlance, “low grade” refers to a condition of lesser severity. For instance, when physicians speak of a low-grade fever, they are referring to a body temperature elevation only slightly above normal (but it is still a fever). People with lower grades of Love Trauma Syndrome are less distressed and impaired by their condition.


The listed symptoms apply to both men and women (both straight and gay). In all of the different forms of Love Trauma Syndrome, the nature, duration, and severity of the symptoms can vary from person to person. Some patients might be primarily hyperaroused (e.g., angry, irritable, and unable to sleep at night). Others might demonstrate predominately intrusive thoughts, memories, feelings, and fantasies, whereas still others experience more of an avoidance syndrome.


For instance, one patient of mine whose beloved 5-year-old son died of leukemia years earlier avoided anything that had to do with small children. When he saw a toy store he had sudden pangs of distress. He avoided going near playgrounds. He once began sobbing when he saw a picture of my 4-year-old son on my desk. He thanked me when I placed the picture of my son in a drawer. The practice of such avoidance limits the quality of life for many patients with Love Trauma Syndrome. (Note that some of the most profound cases of Love Trauma Syndrome involve parents whose children have died or left [e.g., run away] for some reason.)




The 4 A’s of Love Trauma Syndrome


Instead of trying to remember all of the symptoms listed previously, it is sometimes easier to remember the major symptoms of Love Trauma Syndrome by becoming familiar with the “four A’s” mnemonic. The four “A’s” are arousal, avoidance, automatic remembering, and emotional anaesthesia.


As discussed previously, Love Trauma Syndrome typically includes a lot of emotional arousal This arousal is associated with symptoms of anxiety, including feeling “on edge,” apprehensive, hyperalert and hypervigilant, irritable, and always expecting the worst. Problems with sleeping (difficulty either with falling asleep or with staying asleep) is also evidence of hyperarousal (i.e., too much brain and body arousal).


The avoidance includes attempts to avoid exposure to any cues that remind the person of their love trauma. As the cues typically generalize to a whole host of innocuous and often everpresent cues (e.g., certain types of music, other couples or persons that remind them of their lost love), patients can become avoidant of social situations in general. As a consequence they can become less successful in their Jobs and in other social relationships (e.g., they let friendships wither, especially when they are somehow linked to the lost object of their affection), and end up with less of everything that life has to offer. They might also have less interest in—or even avoid—sex. The “A” can also stand for alone, as these people often end up feeling alone and isolated. Because of their avoidance, their lifestyles can become restricted. These people who have suffered a Love Trauma Syndrome and avoid future romantic involvement often rationalize their avoidance by believing that future relationships would only end in emotional pain.


Some people actually become frightened at the idea of falling in love. One severe Love Trauma Syndrome sufferer told me that he “broke out in hives” every time he thought about having a loving relationship. “Love is for stronger people than me,” this patient said. He later said that “even the thought of falling in love literally makes me sick.”


Automatic remembering involves the intrusive thoughts and memories so common in Love Trauma Syndrome. Typically the brain activates memories that serve some need for the person. If you need to take a test, you need to access the memories associated with the material, that you have learned. If you are going to ride a bike, you need to be able to activate your memory of how to ride a bicycle. However, sometimes memories seem to come out of nowhere, and the cues for the memories are not apparent. Although occasional automatic memories are not uncommon, in Love Trauma Syndrome the person becomes “flooded” with such automatic and intrusive memories and with thoughts associated with the memories. The memories generate unpleasant feelings and distress. They even intrude into sleep in the form of nightmares.




The Three “P’s” of Love Trauma Syndrome


Emotional anaesthesia refers to the decreased ability of some people with Love Trauma Syndrome to be able to experience loving feelings in the future. They might report not knowing what love is, or a decreased capacity to fall in love.


The significance of someone’s Love Trauma Syndrome is determined by considering the “three P’s” of Love Trauma Syndrome: pervasive, persistent and impairment. When you suspect that someone has the syndrome, you need to ask how pervasive and persistent the symptoms are and how much impairment the symptoms cause.


Problems with pervasiveness relate to the thoughts, feelings, and memories of the love trauma increasingly intruding into different aspects of both the conscious (i.e., while awake) and unconscious (i.e., while asleep, as in dreams) lives of people afflicted with the syndrome. Thoughts related to the love trauma become uncontained and increasingly pervade the victim’s thinking.


Problems with persistence of the disorder relate to the fact that the distressing symptoms can last for days or weeks (in the case of “acute” Love Trauma Syndrome) to months, years, or decades (in cases of more “chronic” Love Trauma Syndrome). Persistence relates to the fact that the love-trauma-associated thoughts continually plague the person and are a source of continual worry, concern, and unhappiness. Some patients complain that they feel they will never get over the condition. Because the condition can be so persistent, they develop a sense of hopelessness about the prospect of recovery, and they feel helpless to do anything about it.


The symptoms often wax and wane over time, and patients are often disheartened when—after a period of feeling better—their symptoms return with full force. (The different possible courses of Love Trauma Syndrome are outlined in the following section titled “The Different Species of the Beast”)


Impairment refers to the fact that in order to be considered as having the syndrome, one’s distress must be significant enough to cause some impairment in familial, social, academic, or occupational functioning. To borrow from the U.S. Army’s recruitment slogan, the impairment must be severe enough that you are unable to “be all that you can be.” The Love Trauma Syndrome-induced impairment can range from mild to severe. Slight impairment might result in a college student’s falling behind in some of his or her schoolwork while still making passing grades. More severe impairment involves avoiding friends, being unable to complete tasks at work, or wanting to stay in bed for long periods of time during the day. The symptom severity must also be severe enough to diminish the person’s life satisfaction.


Some people with Love Trauma Syndrome look better on the surface than they feel. They are able to “overfunction” even though they are experiencing considerable emotional distress. After a love trauma, some people will even work harder and appear to do a better job than before the trauma occurred. For some people, overfunctioning works to help them recover from a love trauma. For others, their overfunctioning eventually depletes their energy, and they “burn out” and become exhausted. They now have to contend with burnout, chronic fatigue, and a Love Trauma Syndrome.


Immediately prior to medical school, I was planning to marry someone with whom I was in love, but we broke up after she had an affair. I tried to deal with my Love Trauma Syndrome at the time by shifting my focus to my medical student studies. This strategy was at best partially effective, and. probably the biggest mistake I made during my medical school career was not to have sought out counseling then. I would have been much more effective as a student, and much less depressed, had I undergone psychotherapy to help me process the pain of my love trauma. Interestingly, my girlfriend who had the affair also developed a Love Trauma Syndrome after we broke up. People who have affairs with others, which cause the dissolution of a relationship with someone else they love, can also develop Love Trauma Syndromes (sometimes severe ones). Their syndromes can be complicated by severe guilt, regret, and remorse,




THE DIFFERENT SPECIES OF THE BEAST



Acute Love Trauma Syndrome


There are many different varieties of Love Trauma Syndrome. There is an acute form, which occurs soon after the love trauma. This variety of Love Trauma Syndrome might occur soon after the breakup of an important relationship, after the discovery of an affair, or after a loved one’s death or development of a sudden, serious illness. During this stage of the condition, people commonly characterize the way they feel as “shocked.”


In addition to the shock associated with Acute Love Trauma Syndrome, the acute form of the condition is distinguished from the more chronic varieties by the presence of prominent symptoms of anxiety and what are called “dissociative symptoms.” Dissociative symptoms include feeling “numb,” “spacey,” “like I’m in a trance,” “zombielike,” or “out-to-lunch.” Dissociative symptoms also include the feeling that things seem “unreal,” or feeling like you are “living in a dream.” In fact, one of the most common dissociative complaints I hear from people who are suffering from Acute Love Trauma Syndrome is that everything around them seems “dreamlike”—life takes on the quality of a dream. People who experience love-trauma-related dissociative symptoms often use words such as “strange,” “weird,” “unreal,” “shocked,” or “surprised.” They might also say that they “can’t believe that this is happening to me.” Other dissociative sensations that can be reported include a “sense of timelessness,” feeling “distant” from your own emotions, and a sense that things are “slowed down” around you (often accompanied by a sense that your own responses are also slowed, or that you are now “slow to respond”). Patients with dissociative experiences might complain that “things look different” to them than they used to appear, or that they themselves feel different about who they are (e.g., “I have a different sense of who I am,” or “I don’t have the usual sense of who I am”). People with prominent dissociative symptoms might also complain of having problems with their memory, and have only partial recollection of events surrounding the love trauma.


An example of Acute Love Trauma Syndrome is a patient of mine whose wife had just left him for another man. The patient had experience with hallucinogenic drugs when he was younger. After his wife was gone, he said to me, “This feels weird, like I’m tripping. I can’t believe that this is really happening. Things really seem unreal.” He described the feeling as similar to feelings he had after “bad” LSD trips. The feeling lasted for weeks, and was especially prominent at night when he tried to sleep. He was experiencing prominent dissociative symptoms.


Some people feel physically and emotionally “sickened” after a love trauma event. This sickening is related to the intense stress of the love trauma. They might liken the sickening feelings in response to the breakup as similar to a hangover that you might experience the day after drinking too much alcohol. This physically sickened feeling can last for a long time, and can wax and wane in intensity. After a divorce, people can have what some experts refer to as a “divorce hangover.” This hangover alludes to the emotional and physical sickening experienced after an unhappy divorce.


There are numerous different trajectories for the course of the symptoms of Love Trauma Syndrome. A simple acute form of the syndrome is illustrated in Figure 2.1. Here the symptoms intensify soon after the love trauma, but subside within a 6-month period. There are no long-term sequelae of the syndrome, and these people fully recover from their distress. The intensity of the symptoms over the course of the condition vary from person to person.




Chronic Love Trauma


More chronic forms of the syndrome are illustrated in Figures 2.2 to 2.4. In Figure 2.2, a more severe acute form of Love Trauma Syndrome is portrayed (compared to Figure 2.1), followed by a chronic syndrome of lesser symptom severity. In Figure 2.3, an acute form is followed by a period of almost complete remission of symptoms. This is then followed by a period marked by an exacerbation of symptoms. What triggers these exacerbations in people is often unknown to them, although symptom worsening is often associated with an emerging depression (sometimes subtle), other recent life disappointments (e.g., loss of a job), or the appearance of “reminders” of the love trauma (e.g., anniversary reactions).
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Figure 2.1 The acute Love Trauma Syndrome.





Any stressful life change can also be associated with the reappearance of Love Trauma Syndrome. In the case of John presented earlier, his Love Trauma Syndrome began to reappear within the first 2 weeks of his longed-for retirement In fact, the condition can be a manifestation of “Retirement Syndrome,” where the person who is retiring experiences distress adjusting to their new, less hectic life. For many people, the sudden reappearance of Love Trauma Syndrome is surprising, especially when the love trauma was long ago and the person feels that he or she had already reconciled themselves to the event.
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Figure 2.2 Acute followed by chronic symptoms of Love Trauma Syndrome,
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Figure 2.3 Acute followed by delayed symptoms of Love Trauma Syndrome.





In Figure 2.4, Delayed Love Trauma Syndrome, typically there is little in the way of an acute syndrome. An acute syndrome might have been present, but it was undramatic. There is a delay of months—maybe even years—before more profound and significant symptoms finally emerge. This “delayed onset” subtype of Love Trauma Syndrome can be surprising to people who did not believe they had love-trauma-associated difficulties.
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Figure 2.4 Delayed Love Trauma Syndrome,





In Love Trauma Syndromes with a rekindling of symptoms months to years after the love trauma event, the reactivation of symptoms often represents a “rethinking” of the love trauma. People might be on vacation, or have started retirement, or for some other reason have idle time on their hands. This spare time allows them to mentally pursue some of their love-trauma-related thoughts more than they could when they were busier. While they review the love trauma memory in their mind, the love trauma event becomes easier to remember, and it becomes more associated with dysphoric arousal. The original love trauma memories, now associated with brain hyperarousal, begin to link to other memories and environmental stimuli that previously had no traumatic associations. Formerly innocuous cues become potent triggers of dysphoric arousal and emotional discomfort. When the love trauma memory develops a greater number of associations (e.g., to present stimuli), the love trauma memory is strengthened and it is easier to recall the past trauma.


For instance, in the case of John described earlier in this chapter, when “oldies but goodies” music played on the radio he was reminded of his wife’s affair decades earlier. Eventually, the music stimuli began to generalize, and he began to associate any music on the radio with his wife’s affair. He either didn’t listen to the radio, or he listened in pain. In the letters he read from his wife’s lover, the man had referred to his wife as being “hot.” John began to think of the affair every time he heard the word “hot”—even when he saw the word “hot” on the faucet of the shower.


The spreading of brain neural connections from love trauma memories to other nontrauma memories represents the malignant phase of Love Trauma Syndrome. It is often difficult to stop the spread of these connections and associations during this phase of the illness. There is also increased physiological arousal and anxiety associated with these increasingly intrusive love trauma memories.




DO YOU HAVE LOVE TRAUMA SYNDROME?


If you want to see if you have a Love Trauma Syndrome, take the following test. The Love Trauma Inventory (LTI provides you with a sense of just how emotionally injured you have been by past love trauma events. Think about a love trauma (perhaps the most severe one you have ever experienced) and complete the following questions. When using the LTI, you can score with half-point increments if you’d like. Sometimes the best response is characterized by a response intermediate between two anchors (e.g., between 1 and 2 points, making the best response a 1.5). Choose the best response possible that describes they way you have felt over the past week. You don’t have to choose the perfect answer—simply the choice that best reflects the way you feel or have felt. Then add up all of your responses to get a total LTI score.


1. How much time do you spend thinking about the love trauma while you are awake? (The “thinking” about the trauma can include images, thoughts, feelings, fantasies or perceptions related to the trauma.)




	Not at all. (0 points)


	Sometimes (less than 25 percent of the time). (1 point)


	Quite often (about 50 percent of the time), (less 2 points)


	Most of the time (at least 75 percent of the time). (3 points)





2. How physically sickened do you feel when you contemplate the love trauma?




	Not at all. There are no unpleasant physical sensations associated with my thinking about the love trauma. (0 points)


	Slightly sickened. There are some noticeable (but barely), usually fleeting physically distressing sensations, nervousness, or unpleasant arousal. (1 point)


	Somewhat sickened. There are definite sensations of physical distress, nervousness, and unpleasant arousal. The unpleasant sensations usually taper off in less than a minute or so. (2 points)


	Very sickened. There are profound sensations of physical distress, nervousness, and unpleasant arousal. They can last for minutes to hours. (3 points)





3. How easy is it far you to accept the reality and the emotional pain of the love trauma?




	Very hard to accept. I become very upset and feel like crying. I feel like I can’t stand it. I can’t believe it happened. (3 points)


	Somewhat hard to accept I become upset and sometimes feel like crying. I can usually stand it. (2 points)


	Slightly hard to accept. I become upset only momentarily. I can stand it. (1 point)


	Not at all hard to accept. I do not become upset when I consider accepting the reality of the love trauma event. I have always been able to stand it. (0 points)





4. If you scored at least 2 points on any of the first three questions (i.e., questions 1,2, or 3), how many years ago was the love trauma? (Add a point for each year up to 3 years. If more than 3 years, still score as a 3. If less than 6 months, score as a 0.)


5. How often do you have dreams related to the love trauma? (The dreams must be associated with unpleasant feelings or arousal.)




	At least one a week, (3 points)


	At least one every month or so. (2 points)


	At least one every 6 months. (1 point)


	No love-trauma-related dreams. (0 points)





6. How easy is it for you to resist thoughts, feelings, and memories about the love trauma? (When I say “resist,” I mean how successful are you at getting the thoughts, etc., out of mind once they come on? For instance, can you successfully distract yourself with another activity, or think about something else?)




	I usually cannot resist the thoughts once they come on, and they last for minutes to hours. (3 points)


	I can resist them about half of the time, and they are rarely present for more than 10 to 20 minutes. (2 points)


	I can resist them most of the time, and they are rarely present for more than a few minutes. (1 point)


	I can, resist them all of the time, and they are rarely present for more than a minute. (0 points)





7. Do you think that you will ever get over your unhappy and sick feelings related to the love trauma? (i.e., Are you hopeful about attaining a full recovery?)
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The solid and dotted lines represent differing trajectories .
Note that for all cases of Love Trauma Syndrome, a wide
range of varying severities of the condition are possible.





