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“This is a serious, well-thought-through and thoroughly documented book. Tian Dayton is a clinician with a broad view, and the book reflects this great sweep in which she is able to place a number of approaches in the context of healing.”

—Zerka T. Moreno, T.E.P. cocreator of the field of psychodrama

“In Trauma and Addiction: Ending the Cycle of Pain Through Emotional Literacy, Tian Dayton does a masterful job of weaving solid scientific findings with her professional and personal experience into a thoughtful analysis of traumatic experience, secrecy and addictive behaviors. Her book should be read by anyone who suffers from an abusive past or is seeking a way to deal with ongoing trauma or substance abuse. Dayton is a superb writer who understands the intricacies of emotional turmoil and the roads to healing.”

—James W. Pennebaker, Ph.D. professor of psychology, The University of Texas at Austin author of Opening Up: The Healing Power of Confiding in Others

“With great skill, insight and compassion, Tian Dayton’s new book builds a much-needed bridge connecting addictions to trauma theory. It is a major contribution to addictions, mental-health and psychodrama literature. All helping professionals, especially psychotherapists and addictions counselors, will find new ways of thinking and practical approaches valuable to their work. Tian Dayton is an experienced therapist who has written an immensely readable and compassionate book, whether the reader is a consumer, practitioner or student.”

—Jane Middelton-Moz licensed psychologist and author of Children of Trauma
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To Mom with love and gratitude for “keeping the show on the road.”

To Brandt, Alex and Marina for healing my heart. And to my beloved father sober somewhere in heaven.






If you don’t heal the wounds of your childhood, you bleed into the future.

Oprah Winfrey
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Introduction


This is a book about people. About relationships. About self-medicating—with drugs, alcohol, food, sex, gambling or any excessive behavior—the emotional pain that is the result of trauma. It is also about the subsequent trauma created by addictions to these substances. This is a book about relationship trauma, about the internal earthquake or loss of solid psychological and emotional ground that happens when people you love and need in order to feel secure in the world are lost in their own addictions, psychological illnesses or addictive behaviors, when the relationships you depend upon for survival are ruptured.

The Chinese say that “The deepest pain has no words.” I observe that, often, trauma has no words and does not evidence itself as we might imagine. The face of trauma might be a small boy staring intently at the floor without movement, trying to be still enough to ward off danger. Or the middle-aged man exploding into road rage at being cut off. It is the college girl who, in a low drone, finds fault with her roommates at every turn—deadening spontaneity, creating subtle distance in relationships. It is unmetabolized pain that sits within the self, leaking out in all the wrong places. It is not necessarily the woman biting her nails and seeming like an anxious mess. In fact, “The ‘agitation’ in anxiety serves an expressive function”; it is when we feel that the situation is hopeless that “a placid, tense, immobile, catatonic, inhibited reaction develops” (Krystal 1998). Two basic types of trauma are situational, resulting from circumstances such as war, death, natural disasters or family breakups; and cumulative, which can result from an accumulation of experiences such as abuse (emotional, physical or sexual), or persistent school or family problems. All too often, when we are traumatized (by either type of trauma), we become the proverbial “deer in the headlights,” frozen and immobilized.

Giving words to trauma begins to heal it. Hiding it or pretending it isn’t there creates a cauldron of pain that eventually boils over. That’s where addiction comes in: In the absence of sharing and receiving support, pain feels overwhelming. The person in pain reaches not toward people, whom he or she has learned to distrust, but toward a substance that he or she has learned can be counted on to kill the pain, to numb the hurt. Such actions are attempts to self-medicate, to manage emotional pain, but the relief is temporary and had at a huge price. Addicts may initially feel they have found a solution, but the solution becomes a primary problem: addiction. The longer traumatized people rely on external substances to regulate their internal worlds, the weaker those inner worlds become and, consequently, the fewer their available personal resources. Addicts become out of practice for living. Emotional muscles atrophy from lack of healthy exercise. Personality development is truncated or goes off track. Thinking becomes increasingly distorted and secretive as addicts strive daily to justify to themselves and others a clandestine life. Authentic, honest connection slowly erodes as relationships turn from sources of support to targets of deception and means of enabling. Thus, more trauma accumulates on top of the original pain. The supposed solution becomes the source of new problems, followed by a now ever-expanding reservoir of pain that begs for more medication to assuage it.

Trauma and addiction go hand-in-hand. The traumatized person who experiences deep and intolerable emotional and psychological pain or suffers from such states of physiological arousal as rapid breathing, racing heart or anxiety, may discover the dangerous lesson that a little bit of alcohol, some heroin, cocaine, a joint, sugar or sex brings quick and reliable relief. Initially, pain goes away and a sense of equilibrium is restored. “Ahh, that’s better, I feel okay again.” Eventually, however, the brain and body become addicted, and larger and larger amounts of the addictive substance are needed to produce the same effect. Then feeling great is no longer possible, because the body and mind have been damaged by years of addiction, and the addict has to use just to feel normal. What starts out as an attempt to manage pain evolves into a new source of it.

The person in an intimate relationship with an addict also becomes traumatized. Life is a constant struggle. Will the addict be drunk or sober, cruel or effusively affectionate? For children, life with an addict is an endless game of trying to adjust to ever-changing circumstances and rules. Such family members live in two different worlds—the sober one and the using one—and the worlds pull in different directions. Children’s development wraps itself around both like a vine climbing up a tree that has been split by lightning. There is significant undermining of “emotional literacy,” or the ability to put feelings into meaningful words, that occurs as a result of trauma. When we are traumatized, we lose contact with our real and authentic emotions. They become covered by psychological defenses and emotional armoring. When we cannot access our true emotions, we cannot put them into words and create meaningful scenarios out of the events in our lives. We become, instead, emotionally illiterate, unable to describe our inner world to ourselves or another person.

SURVIVAL BONDS


Nature has designed it so that in order to survive, we need to have close, bonded relationships with our primary caregivers. I call these survival bonds. Nature rewards these close bonds, which contain the secret of the survival of the species. When mother and infant are in close, intimate contact, the brain of each releases spurts of beta endorphins, similar to morphine, which is known as a “reward chemical.” This forms an invisible “chemical glue” that is part of the survival bond. When these bonds are threatened, the results can be terror or rage. In the animal kingdom, mothers may engage in selfless acts of heroism if their young are threatened, attracting danger to themselves in order to preserve the lives that nature assigned them to protect.

Emotions are a vital part of the survival bond and travel through us in the form of pleasure chemicals which, when released, produce feelings of closeness and equilibrium inside of us. Nature has encoded this physiological and emotional survival bond into all higher species. Parents are designed to protect these bonds, to sustain life and to train, through their own behavior, future generations of parents. When these bonds are ruptured, it feels as if our inner and outer worlds are falling apart. We feel as if our very survival is threatened because that is the way nature meant it to feel. This is why a rupture in a relationship bond is traumatic. Ruptures in early parent/child bonds are some of the most traumatic because our dependency and risk for survival are at their highest in infancy and childhood. Bonds with partners are also traumatic when ruptured because we are encoded to respond powerfully to them; the mating game is a survival game. If someone has experienced a rupture in a “survival bond,” subsequent bonds may be harder to form and subsequent ruptures may be more devastating because they return us to the pain of the original one.

Our need for closeness rivals even our need for food. Witness the famous monkey studies of the 1960s. In an attempt to further understand the need of an infant for its mother, researchers at the University of Wisconsin set up two “wire monkey mothers.” These were pieces of wire shaped into the form of a monkey to act as a substitute for a real primate mother. One wire mother had food strapped to her in the form of a bottle, the other had soft padding covered with cloth. The infant monkey chose to spend more than seventeen hours per day with the cloth mother and less than one hour with the wire mother who had the food. A sense of closeness and comfort was more consuming than physical nourishment to the infant primate. We need intimacy in our primary relationships more regularly than we need food. Researchers who observe primate groups find that over 90 percent of their time is spent in social interaction. This interaction may take the form of grooming, reassurance, discipline, play or comfort. Again, we see that nature has a purpose behind seemingly random activity. Intimate and playful interaction releases opiates that act as “brain fertilizers.” Without these molecules, brain cells cannot connect effectively. These “chemicals of emotion” contribute to pleasurable bonds that, when ruptured, can leave us desolate.

When survival bonds are ruptured either by single traumatic events such as abandonment or death or chronic experiences such as prolonged abuse or neglect, people are at risk for developing post-traumatic stress disorder (PTSD), which can interfere with a person’s ability to form healthy relationships and live a comfortable life.

People who have experienced the rupture of survival bonds and the resulting lack of naturally stimulated reward chemicals often use other ways of activating pleasure centers in the brain. Exercise produces endorphins—this can be a good thing. High-risk behaviors do, too—this is not such a good thing. And heroin literally floods the brain with dopamine, creating a state of ecstasy that “cannot be described—better than the best sex.” It also creates a life-threatening addiction and destroys a person’s health, life and relationships. In addition, when addicts finally sober up, they may have used up significant supplies of dopamine for a few great highs, and they are forced to face life without sufficient natural tranquilizers. This is a bad thing. The cycle of trauma and addiction is endless. Emotional and psychological pain lead to self-medicating substances and behavior, which lead to more emotional and psychological pain, which lead to more self-medicating, and so on.

Research on infant/mother relationships reveals that each tiny interaction between the child and primary caretaker becomes a part of the hardwiring of the child’s brain (Schore 1994). Lessons on love are communicated through the tactile and auditory world of mother and infant. Is a plaintive cry met with soothing touch or rejection? Is the gnawing feeling of hunger fed with a tender breast and enveloping embrace, a propped bottle, or denied altogether? Is the child fed on demand when hunger calls or on schedule when the clock strikes the hour? Is the child being taught to self-regulate or to be regulated by another?

Self-regulation is one of the earliest tasks of childhood. Self-soothing is one of the primary tasks of development that needs to be mastered (Greenspan 1999). Addicts are characterized in part by poor impulse control, or a lack of ability to self-regulate. Surely one of the things an overeater or a drinker or a drug addict is attempting to do is to self-soothe, to bring calm to an anxious inner world. Those with unresolved childhood trauma are considerably more likely to develop PTSD symptoms in adulthood, which can and often do lead to addiction.

We might imagine, then, that the ability of the child to self-regulate and self-soothe—as learned from the mother or primary care-giver—is part of what allows for a sensory integration that acts as a buffer to the harsh realities of the world. It may follow that an inability to self-regulate and self-soothe opens the door to the need for soothing substitutes.

For the past decade-and-a-half, I have been researching the relationship between trauma and addiction, and how psychodrama, sociometry and group psychotherapy can be used in their treatment. Since trauma responses are stored in the body, a method of therapy that engages the body through role-play proves to be extremely effective in accessing the full complement of trauma-related memories. For this reason, it has become the therapy of choice for survivors of trauma and addiction.

Psychodrama works not only with emotions and cognition, “the feeler” and “the thinker,” but with the body as well. Somatic roles such as “the mover,” “the eater” and “the sensual being” enter the therapeutic space as well, so that they can be healed and integrated on a sensory level. Through psychodrama, clients who do not know what comfort feels like or how to take it into their self-system can have that experience simulated for them in a therapeutic environment. This experience enters their soma, where it can be imprinted as a building block for other similar experiences.

In this book, I use a combination of case studies from my own clients and psychodrama trainees, as well as excerpts, with their permission, from my New York University psychodrama students’ journals and papers. Into explanations of my own use of psychodrama and experiential techniques, such as journaling and working with photographs to treat PTSD and addiction, I have woven the trauma theories of Bessel Van der Kolk, Judith Herman, Jonathan Bowlby, Henry Krystal and others. PTSD is the cluster of symptoms first identified in soldiers returning from war. It is now recognized that those same symptoms appear in those who have grown up in addicted homes or in homes where emotional, psychological or physical abuse are prevalent. A dual diagnosis of PTSD and addiction is common for adult children from such homes. Recent trauma research is providing for more effective treatment of these clients, as well as uniting the addiction field and the broader mental health field by opening up a common ground between them.

In my own practice, I witness this approach working most effectively in resolving issues of PTSD, reducing relapse and allowing addicts, adult children of alcoholics (ACOAs) and spouses an arena in which to confront their issues and work through them toward successful healing. The combination of trauma theory and psychodramatic method is ideal. In this day of managed care, it offers cost-effective, group-oriented therapeutic alternatives that are effective.

This is the approach we use at the Caron Foundation/ Chit Chat Farms, where I work as Director of Program Development and Staff Training. Staff at Caron have accumulated decades of clinical research regarding the efficacy of this and other approaches in treating addiction, relapse and the debilitating life complications of children and spouses of addicts, and are devoted to restoring persons and families negatively affected by addiction to satisfying lives. We have found addiction and trauma-related symptoms to be highly treatable. Since positive treatment outcomes with addicts, ACOAs and dependents of addicts are more frequent than negative ones, all of us feel optimistic about the long-range implications of our successes.

This book is designed to be accessible to all readers and useful to therapists. The end-of-book glossary provides definitions of terms readers may wish to check, and the appendix specifically outlines uses of psychodrama in the treatment of trauma and addiction. I present psychological stories that will draw you toward them and allow you to identify with them, and then I decode their meaning with theoretical narrative. It is my hope that by this book’s end you will have taken a journey of your own. Like all journeys, it will be exciting and scary, mysterious and illuminating, joyous and painful. At the close you may feel what I do—great hope and optimism.

It is so often through pain that we crack through our own reserve and defense system into what is real and authentic about us. Nothing is better, no reward greater than our true connection with ourselves, and through that we can reach out and really touch another. Working through trauma pulls us from the surface of life into the wellspring from which we learn who we really are. It is this holy and good work that purifies our spirits and deepens our souls. It is in this way that we spin straw into gold and turn our wounds into wisdom.
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ONE The Connection Between Trauma and Addiction



Bacchus hath drowned more men than Neptune.

Thomas Fuller, M.D.

Gromologia, 1932




O God! that men should put an enemy in their mouths to steal away their brains; that we should, with joy, pleasance, revel, and applause, transform ourselves into beasts.

William Shakespeare

Othello, II, iii, 293







THE ORIGINS OF TRAUMA



He that conceals his grief finds no remedy for it.

Turkish Proverb



Trauma, by its very nature, renders us emotionally illiterate. Life events that we experience as traumatic can feel senseless, out of the norm, hard to pin down, elusive and strange, so we don’t integrate them into our normal context of living. The brain, like any good computer, categorizes information by type. Traumas such as the school shootings in Littleton, Colorado, or a devastating hurricane or being raped are not part of our daily routines; consequently, we don’t have well-developed mental categories for organizing our impressions of them. They seem unreal, out of the ordinary. They need to be talked through in order for us to make sense of them. Talking about trauma, going over what happened, helps us to understand and integrate events and our reactions to them. If we do not process trauma, ongoing life complications such as depression, anxiety, sleep disturbances, anger, feelings of betrayal, and trouble trusting and connecting in relationships can persist for years after the traumatic experience occurred. Such are the symptoms that, when unresolved, lead people to seek pleasure or self-medicate with alcohol, drugs, food, sex, spending and other addictions.

Because of the unpredictable, uncontrollable and inherently traumatic nature of substance abuse and addiction, people who are chemically dependent, or those in an addict’s family system such as spouses, children and siblings, usually experience some form of psychological damage. Family members as well as many addicts present disorders that extend across a range of clinical syndromes, such as anxiety disorders, reactive and endogenous depression, psychosomatic symptoms, psychotic episodes, eating disorders and substance abuse, as well as developmental deficits, distortions in self-image, confused inner worlds with disorganized internal dynamics, and codependence.

Chronic tension, confusion and unpredictable behavior, as well as physical and sexual abuse, are typical of addictive environments and create trauma symptoms. Individuals in addictive systems behave in ways consistent with the behaviors of victims of other psychological traumas. For example, trauma victims often develop “learned helplessness”—a condition in which they lose the capacity to appreciate the connection between their actions and their ability to influence their lives (Seligman 1975) as do individuals in addictive systems.

“Persons are traumatized when they face uncontrollable life events and are helpless to affect the outcome of those events” (Lindemann 1944). Living with a person suffering from addiction or other forms of mental illness can be traumatic. After repeated failures and disappointments while trying to gain some semblance of control, feelings of fear, frustration, shame, inadequacy, guilt, resentment, self-pity and anger mount, as do rigid defense systems. A person who is abused or traumatized may develop dysfunctional defensive strategies or behaviors designed to ward off emotional and psychological pain. These might include self-medicating with chemicals (drugs or alcohol), as well as behavioral addictions that affect their brain chemistry (bingeing, purging or withholding food), or engaging in high-risk or high-intensity activities such as excessive work behaviors, risky sex or gambling). These behaviors affect the pleasure centers of the brain, enhancing “feel-good” chemicals, thus minimizing pain. This means of handling trauma can lead to the disease of addiction.

Scientific research, mainly in neurobiology, has produced significant studies of PTSD. The findings through brain imaging demonstrate that trauma can affect the body and brain much more than had previously been understood (Van der Kolk et al. 1996). Traumatic memories are stored not only in the mind but throughout the body as what scientists call cellular memory. Psychodrama, because it is a role-playing method that includes the use of normal movement, provides a natural and immediate access to those memories. Long before the scientific research had yielded these conclusions, J. L. Moreno was developing his psychodramatic method, one of the earliest methods of body psychotherapy. Moreno taught that “the body remembers what the mind forgets” (Moreno 1964).

Based on observations of role-play, Moreno saw the importance of involving the body in remembering. He hypothesized two types of memory: content (mind) and action (body). Content memory is stored as thoughts, recollections, feelings and facts. Action memory is stored in the brain but also in the musculature as tension, holding, tingling, warmth, incipient movement and the like. The best route to recapturing action memory, according to Zerka Moreno, his wife and cocreator of the field of psychodrama, is through expressive methods that use the whole person (mind and body) in action and in space; that is, our lives occur in a context, in situ. When we act out rather than talk out situations from our lives, the recollection of memories occurs more completely. The action itself stimulates memory, much in the same way an old song or a familiar smell is followed by a flood of associations.

“People have been aware of a close association between trauma and somatization since the dawn of contemporary psychiatry” (Van der Kolk et al. 1996). The link between mind and body (psyche and soma) is again supported by the current research of neuroscientist Candace Pert (Pert et al. 1998): “Intelligence is located not only in the brain, but in cells that are distributed throughout the body…. The memory of the trauma is stored by changes at the level of the neuropeptide receptor…. This is taking place bodywide.”


THE HIGH PRICE OF SUBSTANCE ABUSE


At any given time, 10 percent of the drinkers in the United States will become alcoholics, those addicted to the drug of alcohol (Johnson Institute 1986). It is estimated that seven out of ten people in the United States are in some way affected by addiction. Children of alcoholic parents are conservatively estimated at twenty-two million people (Deutsch 1982). The significant characteristics of the diseases of alcoholism or chemical addiction are that it is primary (one of the most serious types of disorders a person can have), progressive (it gets worse over time), chronic (it doesn’t go away by itself) and fatal (it leads to death). The Johnson Institute describes four stages from alcohol and drug use to alcohol and drug dependence:


	1. The Initial drug experience (presymptomatic phase) may be experimental, socially motivated and provide relief from tension. A person learns that using the substance can change a mood and through experience develops a relationship with the substance.

	2. The Onset phase comes when the drug use switches from recreational to medicinal with a beginning preoccupation with a drug of choice. The individual seeks a mood shift. This stage may be accompanied by “blackouts,” or periods of time where the addict has no memory of what he or she said or did.

	3. The next phase, Harmful Dependence, is characterized by excessive use and loss of control when engaged in the use of drugs or alcohol. It is accompanied by a progressive deterioration of self-image, acute phases of self-destructive behavior, and distorted emotional and psychological attitudes.

	4. In the Chronic phase that follows, a person needs to use just to feel normal. Because the illness is progressive, this phase often results in death.



Addictions have been subject to multiple understandings over the last hundred years, moving from being seen as a moral failure to being diagnosed as a disease to pharmacologically mediated brain dysfunctions (Gray 1999). The National Institute on Drug Abuse recently cited between fifty and seventy risk factors for drug abuse that are found in the addict’s community, that is, within the individual’s peer cluster, within the individual’s family and within the individual. The largest risk factor for drug abuse is an untreated childhood mental disorder (Gray 1999) (including PTSD). Two other major reasons people take drugs are to awaken a “feel good” sensation (sensation-seeking) or to feel better (self-medication) (Leshner 1998).

Years of brain studies on addiction by the National Institute on Drug Abuse suggest a common and worrisome biological thread to all addictions: Drug use changes the brain. “Most recently the action of all drugs of abuse has been traced to the action of dopaminergic neurons in the mid-brain” (Gray 1999). Recent knowledge that many areas of the brain other than the base are affected by drug use has caused researchers to explore those other areas and has also inspired new behavioral studies to determine why those areas of the brain might be triggered (Schultz et al. 1997).

In addition to the interpersonal and intrapersonal costs of addiction, addicts also place a high financial burden on society. As of 1995, the cost of substance abuse to society was about $276 billion, and the cost of drug abuse and addiction itself was about $110 billion (Leshner 1998). These costs include lost productivity, crime leading to incarceration, and mental illness. Actually, it is cheaper to treat addiction than to let it go.

The cost to public support systems, productivity in the workplace, and family cohesion from addiction is such that it tears at the infrastructure of society itself. It is one of the most serious health problems in America today.

THE ROVING “ISMs”


All too often, one addiction leads to another; that is, when an addict sobers up from alcohol and/or drugs he or she picks up another medicator such as food, nicotine, sex or gambling. When the anesthetizing effect of drugs or alcohol is removed, we are left in raw pain. Food, sex, spending, cigarettes or combinations of these become addiction number two. In my office recently, I saw a young woman who very successfully sobered up several years ago. Today, she weighs over two hundred pounds. Her weight fluctuates according to her emotional state. She is the one at the office who everyone relies on. The one who takes on extra work, gets it done without complaining and feeds her frustration with her favorite comfort foods. Though she is well paid, she is generally unable to pay her bills on time and she juggles a complicated schedule of late payments. I suspected after a few visits that she was hiding a painful secret. Sure enough, over time, she revealed that a close uncle had sexually abused her for a period of several years. She was lovely as a teenager, it attracted his attention and ever since she has been medicating, with one thing or another, her profound loss of personal safety and the terror that created. Her boundaries were violated, she couldn’t say “no” then and now she cannot say “no” to herself: She cannot tolerate her own neediness, intrusive thoughts and body sensations without somehow getting rid of them. First alcohol, then drugs, then when those were removed, food and spending. The roving “isms.” The pain remains the same but the medicator changes.

THE COST OF SILENCE


We have a human need to confess and to share our feelings. There are examples throughout cultures of the various types of confession—ranging from dream sharing in African tribes to confession rituals in North and South American tribal cultures, as well as confession in the church and a sharing of stories in support groups in our culture.

According to James Pennebaker, author of Opening Up and researcher on the physical effects of withholding versus expression of emotion, inhibition has three serious effects on us physically. Inhibition is physical work: When people actively inhibit their thoughts, feelings and behavior, they have to exert significant effort to restrain and hold back feeling. In the case of emotional inhibition, the work is constant. Inhibition affects short-term biological changes and long-term health. In the short term, inhibiting feelings results in immediate physical changes such as increased perspiration, which can be measured through methods such as lie detector tests. “Over time, the work of inhibition serves as a cumulative stressor on the body, increasing the probability of illness and other stress-related physical and psychological problems. Active inhibition can be viewed as one of many general stressors that affect the mind and body. Obviously, the harder one must work at inhibiting, the greater the stress on the body” (Pennebaker 1990).

Inhibition Influences Thinking Abilities

When we inhibit parts of our thinking and feeling, we are not able to think through significant events in our lives. Hence, we are prevented from understanding and then integrating that understanding into the larger context of our life pattern. “By not talking about an inhibited event, for example, we usually do not translate the event into language. This prevents us from understanding and assimilating the event. Consequently, significant experiences that are inhibited are likely to surface in the forms of ruminations, dreams and associated thought disturbances” (Pennebaker 1990).

Pennebaker has also found that, “Confrontation reduces the effects of inhibition,” reversing the detrimental physiological problems that result from inhibition. When we make a lifestyle of openly confronting painful feelings and we “resolve the trauma, there will be a lowering of the overall stress on the body.” Confrontation “forces a rethinking of events. Confronting a trauma helps people understand and, ultimately, assimilate the event. By talking or writing about previously inhibited experiences, people translate the event into language. Once it is language-based, they can better understand the experience and ultimately put it behind them” (Pennebaker 1990). This is a crucial part of developing the emotional literacy necessary for recovery.

The Long-Term Effect of Childhood Trauma

Pennebaker’s research was done with a research team that examined the progress of people who lost spouses by suicide or suddenly through accidental death—that is, recent traumas—as well as childhood trauma such as sexual abuse that occurred early in life. He found that childhood traumas affect overall health more than traumas that occurred within the last three years, because of the cumulative stress on the body through long-term inhibition of feelings. When traumas are not resolved, they are not converted into language, thought about and integrated into our overall pattern of thinking, feeling and behaving.

The obvious result of this, as I have observed over years of clinical experience, is that clients arrive at therapy, say in their mid-thirties, feeling as if their lives are puzzles with significant pieces missing. They may have trouble settling on a life’s direction. They may be experiencing problems in intimate relationships, or the thought of a long-term committed relationship overwhelms them.

Intimate relationships trigger unresolved pain from the past. Early childhood traumas such as sexual abuse, physical abuse, divorce—or seemingly lesser traumas such as being ignored or misunderstood by those whom we most wish to understand us and are dependent upon for our sense of healthy connectedness—lie dormant within us if our coping style has been inhibition rather than confrontation and disclosure. Then the pain gets triggered without the understanding and self-awareness that we would have, had we gradually and over time resolved our feelings related to the trauma. The result of this is often a projection of early pain into the current relationship. That is, we see the trigger event or our current intimacy as the problem in and of itself. All too often it follows that our idea of the solution or way out of the pain is to dump or exit the relationship.

The deep excavating work of therapy is to make conscious these early wounds and convert them into words so that they can be felt and understood—to use the skills of emotional literacy. Only then can we place them in their proper perspective, give them a context (where, when and how), and integrate them back into ourselves with understanding as to what happened and what meaning we made out of it that we currently live by.

Construction of Personal Meaning

In addition to inhibition of emotional expression, we need to understand a broader range of the effects of trauma. The meaning that we make out of traumatic childhood events is affected by several factors. What was our developmental stage at the time of the trauma? Was it a one-time event or a cumulative trauma that occurred over time? What were our sources of support at the time that the trauma occurred? What meaning did we make out of the trauma that got incorporated into our core belief system and affected the way we learned to see ourselves, relationships and the world in which we live?

Kathryn’s situation is a compelling illustration of this. One of a set of identical twins, Kathryn and her sister Karen were sexually abused by a caretaker over a period of five years between the ages of four and nine. Though the abuse was basically the same, their reaction to it was completely different. Kathryn felt actively loathed by her mother and had no recollection of ever being hugged or even talked to by her father. In her mind this meant that she was bad, not a good child. Her profound confusion over being abused by the caretaker, who with his wife gave her more attention than her own parents, caused her to fall completely silent. She fused the experience of care and attention with pain and abuse. She never complained, never acted out, and always saw herself as responsible for the pain she was in. She was, in her mind, not worth paying attention to, and she had no place to go to break her silence and reach out for support. As she saw it, she had no alternative but to bear up to the inner chaos of betrayal, terror and abandonment that arose out of the horror of the repeated incest and the loss of comfortable connection from parents and caretakers. Now, as an adult, she experiences herself as “an outline, a cardboard cutout, the vision of a person with no one inside.” Because she had foreclosed on her inner world and inhibited any expression of what was most primary in her life, she “went away.”

Karen, by contrast, complained, yelled, kicked and rebelled. Although the abuse did not change for either of them, Kathryn split off into fragments inside of herself and became a multiple personality who self-medicated with drugs and alcohol while her twin went on to an integrated life. In fact, Karen has a much clearer recollection of the episodes of abuse than Kathryn does. The simple act of confronting, however primitive and childlike the expression of feeling, allowed one twin to stay within the context of her own life and continue to develop while the other disappeared into the silence of her tormented inner world. Karen’s escape from living, forever locked in unresolved childhood pain, was the expression rather than the inhibition of feeling.

Kathryn’s work today is to learn to feel, and the hardest place she has to feel is that place where she shut feeling down in her childhood. Generally, she has no sympathy for herself as a child. Rather, she calls that part of herself “dumb one” or “dead one” and sees herself as stupid and ineffectual. “Both post-traumatic stress disorders and multiple personalities appear to be problems related to the separation of traumatic emotional experience from language” (Pennebaker 1990), which results in emotional illiteracy. One of Kathryn’s breakthroughs was when she began to cry; a second was when she became able to complain in the present. Once, when she felt I was paying too much attention to another group member and ignoring her, she told me how mad she was for several days after that. “I was so jealous, I wasn’t sure I’d come back to the group. I just hated seeing Amanda get what I wanted but couldn’t ask for.” The connection with her inhibited ability to reach out in childhood was only too clear, and this anger and jealousy, along with converting those feelings into words and sharing them, represented a great deal of healing.

Pennebaker has fascinating charts that he generates by connecting clients to a device which measures physical changes as they talk about significant events in their lives. These charts tell with crystal clarity the story of how inhibition affects the body. This is the chart of Warren, who was a very bright student and valedictorian of his high school class. “After performing quite well his first year and a half of college, he suddenly developed test anxiety. Midway in his fourth semester of college, he began to fail every test he took. He was soon placed on academic probation and later forced to withdraw from school. Over the next year, Warren saw a therapist who specialized in behavioral treatments. Several weeks of relaxation training and behavioral modification failed to produce significant improvements.” A year later, Warren visited Pennebaker and agreed to talk about his life while his heart was measured. Though Warren’s words told one story, his body told quite another.



	Topic

	Heart Rate

	Warren’s Comments




	Girlfriend

	77

	Some disagreements about sexuality




	College courses

	71

	Most have been interesting… tests have been another matter.




	Failing exams

	76

	It’s been hard on my ego. I can’t explain it.




	Parents

	84

	We were a close family until the divorce.




	Parents’ divorce

	103

	It was no big deal.




	The future

	79

	It scares me. I can’t bear the thought of failing again.




	From Opening Up by James W. Pennebaker





Warren was amazed to see the results of this measurement. The source of the trauma was evident but repressed. The body held what the mind disowned. The trauma led to a psychological fear of the future but the source of the fear was related to the trauma of the divorce. Warren began to talk about his feelings about his parents’ divorce and to acknowledge both to himself and his parents how deeply upsetting it was to him. Though he still has some of these feelings, his test anxiety completely disappeared.

A VICIOUS CIRCLE


We are biologically set up to meet our needs for dependency and nurturing through our early kinship relationships. When our basic life needs are met inadequately early in life, we can develop an emotional hunger that is never met and is characterized by our seeking to redo the past—to meet our early unmet need with the wrong people at the wrong time and place. When we ask present-day relationships to make up for the failures of past relationships without awareness of how those needs are affecting the relationship, we burden them in a way that impairs healthy functioning.

The basic psychological response to uncontrollable trauma is a two-phase reaction of protest and numbing. “The protest phase may be marked by anger, verbal hostility or acting out. In time the initial reaction is followed by numbing: a state of emotional and interpersonal withdrawal from active participation in one’s environment. The major signs of numbing include difficulties solving problems, withdrawal from social activities and isolation” (Flannery 1986).

Important research by Bessel Van der Kolk establishes the connection between trauma and addiction. The research shows that trauma victims attempt to control their internal state of hyperarousal, social withdrawal, emotional pain and anger through the use of substances that quiet their inner struggle and restore a sense of control over their tumultuous inner world. The substance of choice becomes a reliable source of mood management that temporarily masquerades as a restoration of the trauma victim’s equilibrium. However, this method of mood management actually has the effect of denying trauma victims access to their own internal worlds. The emotional states and signals that would allow them to comprehend and come to terms with their internal struggle are numbed by this method of self-medication. While trauma victims gain the temporary relief they are seeking, they do so at the expense of self-knowledge and the potential for self-mastery.

To complicate matters further, the addictive process comes to have a life of its own. The withdrawal from authentic emotion and alienation from the self that the drug induces leave trauma victims helpless before their own internal worlds, and the “learned helplessness” (Seligman 1975) of the trauma victim is thereby reinforced. When the self-medicating substance wears off, the person is again overwhelmed by the pain, which now has further isolation, shame and unresolved pain added to it. Hence, the need for a substance to assuage a stormy inner world becomes even more pressing. Thus, the trauma victim enters a vicious circle: emotional and psychological pain—self-medication with drugs, alcohol, food, sex, etc.— sobering up—reemerging of unresolved pain—more medication, and so on. If the trauma issues that lie beneath the desire to self-medicate are not resolved, an addict may lay down one addiction only to pick up another. The addictive process takes over and births a life of its own, rendering the trauma victim more and more helpless with each sinister turn of the wheel of addiction.


THE WHEEL OF TRAUMA AND ADDICTION (DAYTON 1999)

[image: images]


Children who have been traumatized will be left with significant deficits in psychological development as well as in the ability to engage in nurturing relationships. They will go through life attempting to fill in these developmental gaps. If there were such a thing as an imaging test that could evaluate the emotional and psychological state of a person, it might evidence gray shadows that portend disease. But there is no such test, and we can only see the extent of damage through symptoms of rupture, abuse or neglect, such as emotional withdrawal, shutdown, hypervigilance, hyperarousal, and loss of trust and faith. People who carry these invisible wounds seek relief. Their locus of identity has not been built slowly within themselves, they have not learned to be self-sustaining, they have not been shown what nurturing feels like and how to bring it into their own self-system. Rather, they seek to meet their unmet needs in what we might call emotionally unintelligent ways. Substances such as food and alcohol and behaviors such as sex provide temporary relief, but the underlying emotional pain from trauma remains unchanged or, even worse, becomes more complicated and intensified because, rather than being processed consciously, it is being self-medicated, which leads to addiction.

According to Bessel Van der Kolk (1996), “A traumatized person does not have access to the left hemisphere of the brain which translates experience into language, therefore, they can’t make meaning out of what is happening to them or put it into any context. The right hemisphere evaluates the emotional significance of incoming information and regulates hormonal responses. Traumatized people have been known to have trouble tolerating intense emotions without feeling overwhelmed and thus continue to rely on disassociation [as is the case with Kathryn]. This interferes with their ability to utilize emotions as guides for action. Such individuals go from stimulus to response without being able to figure out what upsets them. They overreact, shut down, or freeze.”

This renders people emotionally illiterate. They are not able to fully process experiences and put them into context because they have lost access to the part of themselves that tells them how they feel about what goes on around them. They feel confused and overwhelmed, and when that state gets too uncomfortable, they shut down like an overheated computer, and their emotional circuit breakers flip in order to keep them from blowing up.

THE HIDDEN KEY: WHY PAIN IS NOT NECESSARILY AN INDICATOR OF WOUNDEDNESS


One of the confusing things about resolving trauma-related issues is our defensive structure surrounding them. The things that hurt us deeply are those we can be the most out of touch with on an emotional level. Because one of the most common defenses when we are hurt or traumatized is to go numb—or to freeze—we have little or no feeling in those areas of disowned pain. We are anesthetized like when we have Novocain. Therefore, we lose access to the feelings that would serve as indicators of where our wounds are. This, in my opinion, is one of the reasons we reenact them. They are out of consciousness. We remember the dentist’s drill, his or her office, the smells and sounds, and maybe the general unpleasantness and anxiety of being there, but not the pain exactly. Somewhere inside of us we hurt but we don’t know just where and, more often than not, we bump into that place accidentally. A particular behavior from another person presses on an old wound, triggering a response in us that is clearly an overreaction. This is perhaps the site of the original wound. But this is also where we are numb and out of touch. So, instead of seeing our overreaction for what it is, we project our unfelt pain onto the situation or person triggering it and create so many more problems on top of the original ones that we get lost or highly distracted by them. But they are red herrings keeping us away from the spot that, although we cannot feel it, holds the truth.

DIAGNOSTIC CRITERIA FOR POST-TRAUMATIC STRESS DISORDER


According to the Diagnostic Criteria from the DSM-IV put out by the American Psychiatric Association (Washington, D.C., 1994), a person can develop PTSD if,


The person has been exposed to a traumatic event in which both of the following were present:


	(1) the person experienced, witnessed or was confronted with an event or events that involved actual or threatened death or serious injury, or a threat to the physical integrity of self or others;

	(2) the person’s response involves intense fear, helplessness or horror.





Scenes of rage with yelling and throwing objects, physical violence, sexual abuse, or the breakup of families can make children feel overwhelmed and as if their safety is at risk. These circumstances are traumatic for those involved. The effects can remain with the traumatized person and may be re-experienced in one or more of the following ways:


	
1. Recurrent and intrusive recollections of the event(s) in a variety of images, thoughts and perceptions;

	2. Recurrent, distressing dreams;

	3. Acting or feeling as if the traumatic event were recurring (includes a sense of reliving the experience, illusions, hallucinations and dissociative flashback episodes, including those that occur on awakening or when intoxicated);

	4. An experience of intense psychological distress when exposed to situations that symbolize or remind the person of the traumatic event (including the intimacy of subsequent relationships);

	5. Physiological reactions such as rapid heartbeat, sweating, a generalized sense of anxiety, stomach queasiness, head pounding, etc., when exposed to situations that symbolize or remind the person of the traumatic event.



People who have been traumatized tend to change the way that they live their lives after their trauma. They may adopt three or more of the following:


	1. Efforts to avoid thoughts, feelings or conversations associated with the trauma

	2. Efforts to avoid activities, places or people that arouse recollections of the trauma

	3. Inability to recall an important aspect of the trauma

	4. Markedly diminished interest or participation in significant activities

	5. A feeling of detachment or estrangement from others
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—James W. Pennebaker, Ph.D.
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