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Introduction


The Children Belong to All of Us

Lush brown bodies shaking with laughter, the grandmothers slowly nodded their collective heads while looking at me as if I were a naive child questioning the obvious. They struggled to explain to me a Micronesian custom that was so inherent, so natural, so right, that none of them had ever considered why it was done that way. I had asked this circle of Micronesian women what to me seemed a simple question: Why is it that the grandmothers, and not the mothers, care for the babies all the time?

These women gathered together daily, sitting on their mats under the trees to “talk story” while holding, cuddling, nuzzling, and talking to their grandbabies. They enjoyed the novelty of my being there with them, and I felt honored to be invited. I was thinking that this intimate circle, this woman-bonding, could be taking place anywhere in the world. With just a change of hats, dress, and skin tone, I could have been in India, Peru, Thailand, or Swaziland. Or even some communities in the United States.

The island grandmothers, not the mothers, are traditionally the children’s primary caregivers from the time of birth. Some of the mothers were my students in high school. Some had left the island to attend college, leaving behind several young children. These mothers did not seem to yearn for their babies even when separated from them for a long time. I could not, as a parent myself, imagine being at ease leaving my young children for months or years, even with the best of caregivers. What happened to maternal instinct? What about attachment? I wanted to understand this different way of being in the world.

The women, amused and patient, gave me their collective answer through Auntie Nani. “The mothers are too … too …” She searched for the right words and, passionately pressing the center of her large body with both hands, said, “They are too full of Life to sit and be with babies all day. And the mothers are too stupid. They don’t know what to do with babies yet. They will care for their babies’ babies.” The aunties sighed in unison, “Yes, that’s it.” Then they had a question for me.

“Why is it that in your country you sell babies?”

“Oh God,” I thought, “what 1940s movie has come to the islands now that I have to explain?” They waited eagerly for my response. Clearly Americans selling babies had been discussed before, and this was not a spontaneous question.

“Can you tell me what you know about this so I can understand?” I asked in my best English-as-a-Second-Language voice.

Subtle body adjustments on the woven mats suggested the women were settling in for a long juicy talk. There was a chorus of excited voices between them. Auntie Farita, whose voice overpowered all the others’, said, “Yes, yes, we know. In your country no one takes care of the babies if they have no mother.” Heads nodded around the circle. “If parents die in one car crash, you sell the baby. In your country the relatives do not want to take care of them.”

“Adoption,” I thought. “How do I explain adoption to these women who live in a world where children are cherished and cared for by the clan? Where children naturally expect all the adults in their large extended families to enjoy providing them with affection, food, limits, and playful attention?”

“We do not sell children,” I began explaining in my storytelling-cum-teaching mode. I spoke of nuclear family life and the process of adoption. I talked about how some people wanted to care for children who didn’t have homes.

“Ah, so you give one baby or some children to someone who does not have one.”

“Yes.”

“And they give money for this child?”

I sighed. I could see where this was going, and I didn’t know how I’d get out of it. “The money is to pay for the lawyer’s work and the doctor’s work.” I couldn’t bring myself to mention the paperwork.

“You pay money, you get one child. This is selling,” Auntie said firmly. “We could not do this.”

No, they could not do this. An unwanted child was beyond their comprehension.

And that is where my interest in attachment began.

I spent the early 1970s in Micronesia. Since then, I have studied, taught at various universities, and performed clinical work for governmental agencies; at times I have maintained a clinical private practice, lectured, and consulted. My work has concentrated on the treatment of trauma and abuse and their impact on present and future attachment relationships. Throughout this professional life, I have passionately focused on empowering children and their families.

My work takes me to other countries where I train mental health practitioners, and I always learn from those I teach. Cross-cultural and multidisciplinary experiences influence my theoretical approach and clinical interventions, as do a feminist perspective, training and practice as a clinical social worker and family therapist, and, finally, the multidisciplinary and collegial nurturance and challenges I’ve experienced working in the arenas of trauma and attachment.

I’ve observed firsthand and wondered at the remarkable resiliency of children who survive war, poverty, and disaster. They may not come through completely unscathed, but with good, consistent family care they are often able to cope, and their scars can be few. Their deeper wounds, the ones that sometimes do not heal, are those related to attachment relationships—actual or threatened loss of family, significant disruptions to family contact, or the profound betrayal a child experiences when abused or not protected from abuse by a caregiver.

Professional wisdom related to attachment, trauma, and children’s emotional development has grown significantly in the past twenty years. The good news is that specialized multidisciplinary organizations have been established in each of these interest areas to study the issues in depth and to share experiences via professional networks and journals. The bad news is that the knowledge gained within these specialties has not been readily integrated between the groups.

While reviewing the many contributions for this book, I was again moved by the grit of the young survivors, the tenacity and skill of their caregivers, and the wisdom and creativity of their therapists. Heroes all. The work is difficult, heartrending, often thankless, and usually accomplished in the face of insufficient resources.

Mental health resources for children, which were already shamefully scarce, are now being reduced even further. I am frequently asked how to help children in ten clinical sessions, or in six, or without seeing the parents, because this is all the time that is available. The help needed by these children and their families cannot be provided in brief therapy or, usually, in therapy alone—the problem is too great.

One child psychiatrist who works in an inner-city children’s mental health clinic likened her work to that of a photographer in a war zone: documenting the damage and unable to offer help.

The work needed to help the future generations of our global village is everyone’s problem and must be addressed on all levels. We must recognize that children’s mental health issues are a priority for their survival and for ours.

This book provides an overview of important concepts from the attachment, trauma, and child development arenas. It offers an integrated theoretical blueprint for working with trauma-related attachment disturbances, which may include such situations as a child’s frightening loss of or separation from a parent; maladaptive parenting; chaotic, arbitrary changes of caregivers; and persistent patterns of intimacy avoidance by parent or child. Practical guidelines for assessment and treatment that can be adapted to meet the unique needs of the children and their caregivers are included.

Several chapters are devoted to contributions from many people—professionals, parents, other caregivers, and the children themselves. Contributions come from colleagues working in various countries, thus reinforcing the universality of the problem; one chapter addresses the issues of attachment disturbances affecting thousands of children who are victims of war and government policy.

Three chapters are written by professionals whose unique healing approaches have much to offer for those of us who struggle with issues of traumatic attachment disturbance. Two chapters were generously provided by the Jasper Mountain’s Residential Treatment Program, a program specifically designed to meet the long-term treatment needs of children with severe attachment disorders and to provide clinical support and guidance for the adoptive families who eventually care for these children. These contributions add spice, richness, hope, and proof that work with severe attachment disturbances in children and families is viable. This chorus of voices speaks for those children who have no voice.

The last chapter indulges some of my fantasies and wishes—to which readers are invited to add their wishes and suggestions—for creative and interesting ways we can support and nurture the well-being of children and families. The problems of children’s severe attachment disturbances and trauma-related disorders are too big and too important to be relegated to the care of the mental health community alone. We need help from everyone. The children need to belong, and they do—to all of us.




1 Human Attachments and Trauma


Bowlby, 1980 Intimate attachments to other human beings are the hub around which a person’s life revolves, not only when he is an infant or a toddler or a schoolchild but throughout his adolescence and his years of maturity as well, and on to old age. From these intimate attachments a person draws his strength and enjoyment of life and, through what he contributes, he gives strength and enjoyment to others.

As the fetus must be in the womb to survive, so must a child have a human attachment relationship in which to develop, feel protected, be nurtured, and become that which is human.

The attachment relationship is typically established within the context of a family, be it single-parented, adoptive, foster, tribal, or nuclear. But it is a family—it is the matrix that provides the child with the necessary feelings of safety and a place in which to grow. It is every child’s birthright (Fraiberg, et. al. 1975).

Serious attachment disturbances and trauma coexist in the lives of many children and families; each may be the originating event giving rise to the other. Loss of a primary attachment relationship can be traumatizing to any age child. Traumatizing events in a family can result in serious attachment disturbances between parent and child. Clinicians and caregivers charged with helping children and families deal with severe attachment problems or traumatizing events venture into an arena that is complex, highly specialized and replete with uncharted territory. This chapter presents basic concepts in attachment and trauma on which is built an integrated treatment framework presented in subsequent chapters. The concepts are gleaned from the professional literature and from the clinical and caregiver experiences of those who work intimately and intensively with child and family attachment-trauma problems.

What Is Attachment?

An attachment relationship, hereafter referred to as attachment, has various definitions. The most useful to me as a clinician is that an attachment is a reciprocal, enduring, emotional, and physical affiliation between a child and a caregiver. The child receives what she needs to live and grow through this relationship, and the caregiver meets her need to provide sustenance and guidance.

Infants and very young children usually develop a preferred, or primary, attachment. This is the person selectively sought by the child when there is need for comforting and reassurance. Although other attachments are formed as the child matures, the primary attachment typically remains with the parents, usually the mother. The primary attachment figure may call on others to assist in meeting the child’s parenting needs but maintains his role as primary provider of the child’s comfort and security through consistency and quality of relationship.

The caregiver, or parenting person, is the one who provides ongoing care. The caregiver may be the youngster’s biological parents, an older sibling, a grandparent, a foster or adoptive parent, a childcare worker, or someone else.

The mission of the primary attachment person is threefold, and each mission bears its own message:

As protector: “Everything will be OK. I’ll take care of you, set limits, and keep you safe.”

As provider: “I’m the source of food, love, shelter, excitement, soothing, and play.”

As guide: “This is who you are and who I am. This is how the world works.”

Attachment provides the building blocks of children’s development. Youngsters learn to modulate affect, soothe themselves, and relate to others through these relationships. Attachment is the base from which children explore their physical and social environments; their early attachment experiences form their concepts of self, others, and the world.

Formation of Attachments

Primary attachments are most optimally formed when baby and caregiver are ready, willing, and able to do so. The caregiver and child each bring to the relationship varying abilities, forms of expression, needs, and temperament. The connection is formed and reinforced through sensorial contact—gazing, smelling, tasting, hearing, touching, rocking, feeding, playing, vocalizing. A secure attachment grows for caregiver and baby when both experience their relationship as emotionally and physically gratifying. The child comes to perceive the caregiver as the source of joy, surprise, loving warmth, and relief from pain. The caregiver experiences the child’s unfolding development as a source of satisfaction.

Attachment-seeking behaviors start when the infant cries for the parent and become more complex as the child develops. The cry of alarm or discomfort of an infant or young child cues a caregiving response in the adult. The parenting response can provide relief for the child in distress as well as provide a sense of competency and well-being for the parenting person. Other attachment behaviors include proximity-seeking and attention-getting on the part of the child. A child experiencing stress increases her attachment behaviors. We see this when children are frightened or injured. The primary attachment person becomes a conditioned, instant source of comfort over time and is perhaps best exemplified by the mother whose healing kiss on a minor injury makes the pain disappear and allows the child to resume play. This attachment, once formed, persists even though the primary attachment person may be absent.

Barriers to Attachment

Barriers to early attachment formation include the physical or emotional unavailability of the parent or baby and can be partial or complete. Unavailability can result from a child’s or caregiver’s physical pain, illness, drug addiction, or developmental disability, among other things. Chronic emotional disturbances, such as depression, dissociation, extreme shame, and distorted perceptions, can interfere with attachment formation.

In our clinical practices we often see barriers to later attachment formation among people who have suffered loss and disruption of earlier primary attachments. Forming a new relationship can represent an act of disloyalty, loss of hope, lack of love, or the sealing of one’s fate if the act is perceived as guaranteeing that the person with whom one has an attachment will no longer love them. The child or adult who lives apart from an attachment figure may be unable or unwilling to form an intimate relationship with another person because doing so may represent a threat to the existing but unavailable attachment. For example, some divorced parents who no longer live with their birth children resist forming attachments with stepchildren because doing so would make them feel disloyal. A child living apart from a birth parent may resist forming a new attachment because she believes that any positive relationship with another adult will ensure the estranged parent will not return.

Someone who has experienced parental maltreatment may have considerable difficulty forming later attachment relationships because the child, the parent, or both do not know how to relate to another person in an intimate, reciprocal relationship. This is sometimes seen in parents who have histories of attachment disturbances and in abused children who have been placed in out-of-home care. Trust, a needed ingredient for attachment formation, may not be possible or come easily to these parents and children. Or the experience of intimacy in an attachment relationship may be intolerable because it leads to feelings of vulnerability and danger. Clinicians often find such dynamics in newly formed adoptive, foster, and stepparent relationships.

Dance of Development

Attunement, or harmony, in attachment relationships will naturally fluctuate—it is affected by changes in mood, availability, awareness, and interest of child and caregiver, among other things. A serious, chronic lack of attunement between child and parent can negatively affect a child’s development. While there are other important developmental lines—motor, cognitive, and linguistic, for example—attachment is most central and essential for the survival of the infant.

As with most love relationships, both child and caregiver experience stimulation, interest, pleasure, delight, and satisfaction when they are emotionally and physically attuned to each other and the needs of both are being met. The attachment dance between parent and child is always in motion. The dance may be graceful, with each person responsive to his or her own and to the other’s varying rhythms over time. Constricted or jarring choreography may reflect confusion over who is leading and who should follow, with attachment partners continually stepping on each other’s toes or becoming preoccupied in doing their own solo and thus being unresponsive to the other.

The needs and abilities of both caregiver and child are in a continuous state of change, constantly influenced by the growth of child and parent and the surrounding world. The general tendency toward independence exhibited by the youngster as she develops toward adulthood needs to be matched by the caregiver’s willingness to let go. The child needs to learn to cope with emotional tension, make decisions, protect, and care for herself as her parents let go of their caregiving functions. Clinical experience with interdependent extended families and tribal and clan systems suggests that children’s attachment needs may be met through consistent, quality care provided by multiple attachment relationships.

The toddler’s biological development and the security provided by attachment facilitate exploration and learning in a larger social world. The child will often have attachments with extended family members or other adults who augment the functions of the primary attachment. These relationships can provide support for the parent-child attachment and mitigate possible relationship problems.

The youngster’s entrance into an expanded environment during the school years provides more challenges and opportunities whereby she can compare herself with others. The functions of the attachment are gradually internalized by the child as she develops autonomy and views herself both as a part of the family and as a member of the community.

The functions of the primary attachment—protection, limit-setting, nurturance, and guidance—recede in primacy during adolescence as they shift to the youngster herself, to peers, and to other adults in the community. The adolescent practices adult functioning, while the attachment relationship provides a safety net. Adolescent attachment with peers and adults outside the family is interdependent and characterized by shared attachment functions.

Adulthood brings attachment functioning full cycle with the development of mature attachment relationships with family, marriage partner, and one’s own children.

Adaptations to the Attachment Relationship

Children of all ages—infants to adolescents—alter their behavior in service of preserving attachment relationships when their parenting needs are not met. Such alterations are necessary for their survival and are often wise and creative but not necessarily healthy. Thus we see children suppressing spontaneous thoughts, feelings, and wishes and instead playing adaptive roles in order to stimulate caregiving behavior in their parents. All children do this from time to time; however, it becomes a serious problem when the child must assume a role in order to obtain basic care. It then becomes an attachment dance of disturbed patterned behavior. Children’s adaptive roles include being overly compliant with abusive parents, being entertainers with distracted parents, being minicaregivers with needy parents, being demanding bullies with nonresponsive parents, or being manipulators with neglectful, withholding parents.

The children’s adaptive behavior is reinforced by the parent’s eventual response to their needs. The youngster’s sense of worth becomes wedded to the role that elicits adult caring. A child who must ignore her authentic thoughts and feelings in exchange for parental care and attention will identify with the role she must play and not have a real sense of self, or she can develop a sense of self that she believes is unacceptable to society and perhaps to herself, since her selfhood was not acceptable to her own parents.

Categories of Attachment Problems

Problems within the parent-child attachment relationship can seriously disrupt a youngster’s development. These problems can generally be placed into three categories:

Disturbed attachment

Attachment trauma

Trauma-related attachment problems

Disturbed Attachment

Attachment security is related to the quality and consistency of the parent’s response to the child’s expressions of physiological, emotional, and social needs. In the absence of problems that interfere with the process, parents have compelling desires to respond positively to children’s basic needs. Children too are neurologically “wired” from birth to be responsive; the child is very much attuned to the manner, timing, and frequency of the caregiver’s response to her signals. Attachment disturbances develop when there is an ongoing lack of attunement, or mismatch, between parent and child. This disharmony can have several causes, including impairment of child or parent functioning that interferes with the sending of, recognition of, or response to attachment signals; difficulties adapting to temperament differences; inadequate parenting skills; or inconsistent, disruptive parenting.

Greenspan and Lieberman’s (1988) review includes studies of physiological and neurochemical reactions to disturbances in attachment that reveal the interactive nature of biological and behavioral systems. They cite examples showing that it is possible for caregivers to alter early constitutional patterns of infants in a favorable manner.

Attachment Trauma

Loss of the primary attachment figure represents a loss of everything to a child—loss of love, safety, protection, even life itself, and prolonged unavailability of the primary attachment is the same as total loss for a young child. This was graphically brought to the attention of the public by Spitz’s (1947) haunting pictures of children in orphanages and by Robertson’s (1957) film of a child’s traumatizing separation from her parent during an eight-day hospitalization. These candid portrayals of children’s suffering resulted in both professional awareness and changes in social policy regarding children’s attachment needs.

Children experience their primary attachment figure as necessary for survival—he or she is the person whose presence provides protection and whose actions reduce the child’s terror to manageable size and enable the youngster to cope with changing situations (Spitz, 1945). Other adults can provide some comfort when the child’s worries are minor, but a child’s deep fears can be alleviated only by the presence of an attachment relationship. The loss of the attachment figure evokes a fear that cannot be assuaged, depression and despair that are inconsolable, because the source of safety and love is gone.

The child abused by a primary attachment figure suffers in multiple and complex ways. There is the pain, confusion, and fear of the abuse itself; there is the mind-boggling experience of having the source of danger and the source of protection residing in one person. Most terrifying of all is the fear of loss of the attachment relationship, a loss children often believe is likely to happen if they try to protect themselves from being abused by a parent.

Children adapt to these situations by engaging in protective practices, such as dissociating, anesthetizing themselves physically, and muting sensory awareness. They commonly deal with the need to maintain a relationship with an abusive parent by blaming themselves for the abuse. This directs rage away from the abuser and frees the child to seek love and protection from that person, thus preserving the essential attachment relationship.

Trauma-Related Attachment Problems

The urgent and life-threatening aspects of traumatic events and family difficulties arising in the wake of trauma can obscure the serious attachment problems between parent and child that are generated by the traumatizing event. Single-incident traumatic events, such as injuries, severe illness, or catastrophes, can result in impaired functioning, prolonged separation, fear, anxiety, and misinterpretation of behavior. Any of these happenings can lead to patterns of child or parent behavior that seriously interferes with the attachment relationship. The parent might not be able to recognize or respond adequately to the child’s needs; the child might not be able to adequately express needs or respond to the adult. A family member who avoids contact with a child because contact stimulates painful memories for either the child or the parent exhibits trauma-related impaired functioning. Parents who emotionally smother a child because they fear the consequences of not doing so also exhibit impaired functioning. Should such behaviors continue past an initial crisis stage, significant attachment problems may develop.

Chronic and repeated traumatizing events likewise impact attachment relationships. A child traumatized by an abusive parent, for example, can develop a severe disturbance in her attachment relationship with the nonabusive parent—she may believe she was not protected because she was unworthy or unlovable. An abusive parent may deliberately drive a wedge between the child and the other parent with lies and threats to both. A child’s attachment relationship can be seriously compromised by a nonprotective or coercive parent or by a parent who has an investment in the child forgiving the abusive parent.

Life in a violent home or in a violent community can create attachment disturbances because children believe their parents cannot protect them. Youngsters might look for power and strength in peer groups rather than in parent relationships. Their parents then become restrictive and punitive, and the children perceive that behavior as unloving.

Integration of Attachment and Trauma Dynamics

Serious attachment disturbances and traumatizing experiences often coexist in children’s lives. Both can be perceived as threats to survival. Both the attachment process and traumatizing experiences affect children biologically, psychologically, and behaviorally; both influence a child’s self-concept and how future relationships and events are experienced. Treating attachment problems and treating child trauma require an understanding of the interrelatedness of both, respect for the inherent complexities associated with children’s development, knowledge and skills in both fields, and the ability to weave together treatment aspects of both when they coexist in the life of a child and his caregivers. And treating these problems requires a robust and playful way of being in the world.

What Is Trauma?

Psychological trauma occurs when an actual or perceived threat of danger overwhelms a person’s usual coping ability. Many situations that are generally highly stressful to children might not be traumatizing to a particular child; some are able to cope and, even if the situation is repeated or chronic, are not developmentally challenged. The diagnosis of traumatization should be based on the context and meaning of the child’s experience, not just on the event alone. What may appear to be a relatively benign experience from an adult perspective—such as a child getting “lost” for several hours during a family outing—can be traumatizing to a youngster. Conversely, a child held hostage with her family at gunpoint might not comprehend the danger and feel relatively safe.

We can hypothesize that certain events may or may not be traumatizing to a child, but to accurately evaluate a child’s experience the clinician or caregiver must take into account the meaning of the event to the child. The meaning is influenced by the child’s biopsychosocial history, temperament, level of development, and preparation, and by the context in which the event occurred and the support that was available from attachment figures. A child who screams for help when frightened by a situation, for instance, is soothed and protected by her parents. For one child, this means that she is powerful, her parents love her and will protect her, and the attachment relationship is reinforced as available, loving, and necessary. Another child may feel responsible for the event, ashamed of needing her parents’ help, and unworthy of protection, and this evidence of neediness weakens the attachment relationship.

A simple and common example of meaning being the marker, not the event, is parental divorce: The meanings for children can include safety, relief, vulnerability, shame, or terror, to name just a few.

A disastrous traumatic experience for the entire family might not have any negative impact on attachment. Children take their cues from significant adults as to what is dangerous. A family that can look at the destruction of their home as a chance to begin anew and can express gratefulness at not having been injured are unlikely to have attachment problems related to that event.

Unique Issues of Childhood Trauma

Children’s responses to trauma are complex and are different from those of adults because of the vulnerabilities and the needs of childhood. Children’s traumatizing experiences, particularly when chronic, can compromise all areas of childhood development, including identity formation, cognitive processing, experience of body integrity, ability to manage behavior, affect tolerance, spiritual and moral development, and ability to trust self and others.

Children’s coping skills are determined by age, verbal abilities, strength, mobility, freedom, experience, and availability of attachment figures. The child’s primary source of safety and ability to cope is the attachment figure, whose absence or presence can influence the child’s experience of danger.

Regressive behavior is a common reaction to trauma; children return to a more helpless state, which can then restimulate the traumatizing experience of helplessness and terror. Such adaptive responses as needing to be in control, avoidance of intimacy, and provocative behaviors are significant barriers to forming or rehabilitating attachment relationships. Symptoms of trauma, such as flashbacks, hyperreactivity, and dissociation, not only interfere with children’s learning but are often not recognized as such; they can be mislabeled as conduct disorder, oppositional and defiant behavior, lying, and disrespect for or not loving the parent.

Consequences of Trauma

Childhood traumatizing experiences, particularly from repeated and chronic experiences, have a neurodevelopmental, physiological, emotional, social, and behavioral impact.

Children’s interrelated and complex symptoms arising from the impact of trauma fall into four major categories and range from mild to severe:

Persistent fear state

Disorder of memory

Dysregulation of affect

Avoidance of intimacy

Persistent Fear State

Perry (1993) describes emerging medical research concerning the neurological effects of repeated and chronic traumatic life experiences on children. A key principle in developmental neurobiology is that the brain develops and organizes as a reflection of experience. The neurophysiological activation seen during acute stress in a child is usually rapid and reversible. According to Perry, “When the stressful event is of a sufficient duration, intensity, or frequency, however, the brain is altered…. The experience of the traumatized child is fear, threat, unpredictability, frustration, chaos, hunger, and pain…. The traumatized child’s template for brain organization is the stress response (p. 14).”

Fight, flight, and freeze are immediate and automatic survival responses to acute trauma that serve to protect the organism from harm. They are total body responses to fear, mediated in large part by the primitive brain. Perry correlates adult fight-flight-freeze behaviors with equivalent behaviors in children as follows:

The fight response of the young is to cry and thus alert a caregiver who will defend and protect them. Regressive tantrums and aggressive behaviors may also be fight equivalents for a terrorized child.

Physical flight is often not possible for children. The most common equivalent is dissociation.

Freezing occurs when a dangerous event is perceived as inevitable. Freezing provides camouflage and time to process and evaluate a situation. Adults often respond to a child’s psychological and physiological freezing with threats and demands that result in the child experiencing increased fear. The child’s freezing behavior is commonly perceived as oppositional-defiant.

These automatic, primitive brain responses to fear can be restimulated when children are exposed to reminders of the traumatizing event, leading to a persistent fear state. Responsive behaviors include hypervigilance, heightened startle response, increased irritability, anxiety, physical hyperactivity, and extreme regressive behaviors.

Disorder of Memory

Severe traumatizing experiences are not processed and stored in memory in the same manner as other events. Instead of being integrated with past experiences, they appear to remain separate and are partly or fully out of conscious awareness. Intense recollections can intrude unbidden into awareness and be experienced as if occurring in present time. The intrusion into awareness can occur during a waking state or as a vivid nightmare that awakens the sleeping person.

A sudden, spontaneous reexperiencing of all or part of a traumatizing event is commonly called a flashback. Flashbacks can be physiological sensations, affective experiences, behavioral reenactments, or horrific images that intrude into a person’s awareness. They are stimulated by associative cues—similar affective states, such as fear combined with helplessness; sensory experiences, such as a smell or a loud voice; behavioral interactions, such as a whispered threat or a spanking; or specific objects in the environment, such as a knife or a beer can.

Flashbacks in infants are most often seen as somatic reactions to a stimulus—an infant who suddenly vomits when held by an abusive mother, or a medically traumatized infant who becomes wildly agitated or dissociative in response to a hospital smell.

Flashbacks in young children are reported by parents as sudden, out-of-context, intense affective-behavioral episodes that the child does not remember having. The driven, repetitive behavioral reenactments of trauma observed in child treatment (Terr, 1981; van der Kolk, 1989) might be flashback experiences.

Protective dissociation is another disturbance of memory. Dissociation is a sudden, temporary alteration in the integrative function of consciousness wherein one’s experience is separated from one’s conscious awareness. This involuntary, natural mechanism is present in infancy and continues throughout adulthood. Everyday dissociative responses occur when a person is absorbed in play, listening to a story, or driving a car and, for a time, is not consciously aware of self or aspects of the environment. Dissociation protects trauma survivors from overwhelming emotions, thoughts, and sensations and allows them to function in their environment. Children’s chronic use of protective dissociation can become an automatic, habitual response to any and all stressors that can interfere with functioning and development. A dissociative disorder may seriously impede a child’s development by fostering fragmentation of personality and problems with self-identity.

Symptoms of trauma-related memory disorganization can be easily misinterpreted when seen in children as lying, unexplained aggression, withdrawal, or weird or spacey behavior.

Dysregulation of Affect

Trauma survivors experience significant problems with modulation of affect. They often have intrusive, spontaneous, affective recollections of trauma that they attempt to control or prevent by numbing and affect avoidance. Affect dysregulation is commonly described as an all-or-nothing emotional style. Adult survivors say they feel as if they are about to burst with emotion and would lose control and overwhelm themselves and others with uncontrollable expressions of emotion if allowed to experience or express even a small amount of what they feel. The child version of this experience is seen in the play of traumatized children, which is severely constricted in affect (verbalizations, movement, and fantasy productions) and interspersed with out-of-control affective storms unrelated to play. The developmental tragedy is the disruption of a child’s ability to learn to regulate affect and the interference with the freedom and creativity of play that helps children learn about themselves and the world.

Alexithymia is a disturbance in which one is aware only of the physiological aspects of affect, such as increased heart rate, perspiration, and dry mouth, and is unable to name or give symbolic representation to an emotional experience. The capacity to understand and identify emotions is present, as evidenced by an ability to describe, for example, how another child might feel if she were unjustly punished, but the alexithymic child cannot describe or predict her own affective experience except for the physiological aspects. Alexithymia inhibits learning from one’s emotional experiences.

Krystal (1988) considers alexithymia to be related to early childhood trauma. Clinicians and caregivers sometimes fail to recognize the presence of alexithymia in young trauma survivors who exhibit constricted behavior and flat affect.

Intense affect related to trauma inhibits and blocks the ability to verbally communicate one’s experience. Traumatizing experiences appear to be encoded in the primitive, nonverbal part of the brain, thus explaining the inhibition or inability to verbalize the experience. Our language reflects this phenomenon when we refer to “unspeakable acts,” being “struck dumb,” and being “mute with terror.”

Children’s behaviors related to dysregulation of affect include oppositional, defiant, uncooperative, anxious, depressed, impulse-ridden, and unpredictable behavior. These youngsters can be learning disabled and often misinterpret verbal or nonverbal cues.

Avoidance of Intimacy

Intimacy is commonly avoided by adult and child trauma survivors because the inherent emotional closeness leads to feelings of vulnerability and feelings of loss of control, and both of these feelings are intolerable to victims of violent abuse and other trauma. Intimacy represents a threat, not safety. It is extremely difficult to parent children who engage in behaviors related to a persistent fear response, disordered memory, and affect dysregulation; it feels impossible to parent children who actively avoid intimacy and who mightily resist dependency, both of which are inherent parts of primary attachment relationships.

Intimacy avoidance is an adaptive response in children who have been hurt by adults or who have witnessed adult violence. A single-incident trauma may not result in this behavior, or the behavior may be of such short duration that it does not interfere with the attachment relationship. Clingy behavior, hyperactivity, avoidance of eye contact, withdrawal, oppositional behavior, and disgusting personal habits can all be in service of avoiding intimacy.

Clinicians and caregivers often see simultaneous approach and avoidant behaviors when traumatized children relate to caregivers; this is a potent example of conflicting developmental needs. Examples of getting their needs met include a toddler walking backward to approach the parent, a child screaming to be held but allowing it only if facing away from the parent, a little one who can be fed only if he does not look at the caregiver, and children who get their affectional needs met through their fantasy-embellished relationship with their pet dog. Intimacy avoidance is not usually limited to those who are the source of the trauma; the behavior often extends to other adults as well.

Other behaviors of children avoiding intimacy include an inability to trust adults and an aversion to physical or emotional closeness. These children can be guarded, hyperactive, or controlling and often exhibit pseudomaturity.

Summary

An attachment relationship is a reciprocal, enduring emotional and physical affiliation between a child and caregivers, typically the parents. Attachment provides the base from which a child learns to explore her world, and the intensity and elements of the attachment change as the youngster develops. Various traumatic experiences interfere with attachment and create problems that can generally be categorized as disturbed attachment, attachment trauma, and trauma-related attachment problems. Traumatic events and attachment disorders often coexist in the lives of children and their caregivers. Clinicians and caregivers need to be able to understand and integrate the concepts from both of these specialized arenas to develop a coherent treatment and healing experience.


2 The Alarm/Numbing Response


Herman, 1992 In situations of terror, people spontaneously seek their first source of comfort and protection.

T he Alarm/Numbing Response Model proposed in this chapter integrates the arousal/numbing cycle cited in the trauma literature with the provocative behaviors commonly seen in children with attachment problems. In this model, the child appears to seek out negative and dangerous situations and responds to positive and neutral events with provocative, destructive behavior. These behaviors in turn provide relief from the unbearable, escalating anxiety associated with trauma that the child cannot otherwise attain because the child has no available, viable attachment relationship. Background information is presented, followed by the description of three primary components—the alarm response, the numbing response, and provocative behavior. These are then brought together in the model and followed by a summary of treatment implications.

Background

A key symptom arising from psychologically traumatizing experiences is biphasic oscillation from extreme arousal to numbing—extreme arousal in response to intrusive reminders of the trauma and numbing as an attempt to manage the overwhelming arousal experiences (Horowitz, 1976; Lindemann, 1944; van der Kolk, 1987).

Children’s arousal and numbing patterns related to trauma are obscured by adults’ focus on children’s behavior and adults’ resistance to knowing the suffering children experience. These youngsters are often incorrectly diagnosed as conduct-disordered, with the goal of treatment identified as behavior change.

Management of emotional and physical arousal is limited by children’s development and may be compromised by their attachment relationships. Children gradually learn to modulate arousal through the experience of being physically and emotionally cared for by the primary attachment figure(s). The experience enables the child to internalize how to self-soothe and self-protect, as well as the right to be cared for and safe.

Let us examine some of the provocative behaviors of children with histories of trauma and attachment problems and the current explanations for them. An exasperating and puzzling behavior often seen in the children placed in out-of-home care is their extreme negative reaction to apparently positive experiences. Veteran professional caregivers can predict with incredible accuracy the length of time before a child damages a new item of clothing or gift he has received. They know that a child who has just had a good time on a family outing will be asking for punishment by the end of the day, or they await with dread the predictable aftermath when the youngster played well on the soccer team. These negative responses to positive happenings are often explained as a feature of the child’s low self-esteem; that is, the child simply does not believe he deserves anything good and needs to ruin things and sabotage positive experiences.

Other puzzling behaviors are those which are dangerous and can result in harm to the child or to others. These behaviors include mutilating self, hurting animals, physically or sexually assaulting children, eating disorders, destroying property and provoking abuse from others. We explain these behaviors as attempts to live out a negative self-image, or to somehow master a past traumatic experience.

The Alarm Response

Feelings of terror and helplessness can be restimulated by cues identified with traumatizing events, including sights, sounds, smells, tastes, or objects. Less recognized but equally potent are the associations a child makes between his present internal state and past traumatizing experiences. The traumatized child may become extremely fearful if, for example, he hears someone yelling at him. His internal state of fear cues and restimulates feelings of terror and helplessness related to a bygone traumatic event.

Along these lines, a child with an alexithymic condition cannot distinguish between positive and negative emotions, since he is aware only of the physiological component of affect. He cannot differentiate between excitement and fear—both feel the same, and he does not have the cognitive labels to discriminate between the two. The physiological manifestations can be similar whether positive, neutral, or negative. Play, for instance, can trigger alarm because the somatic experiences of excitement and terror are the same. The alexithymic child, however, does not know why he experiences alarm and anxiety; alarm cues more alarm, his heart beats faster, his arousal (alarm) increases. He is caught in a cycle of escalating alarm until something breaks it.

The Numbing Response

An event perceived as dangerous and inescapable is mitigated by emotional and physiological numbing. Other forms of relief similar to numbing are provided by dissociation, depression, emotional and kinetic constriction, social withdrawal, intense concentration, and avoidance of tactile-emotional stimulation. The general phrase “numbing response” refers to any of the above. Basically, the person overwhelmed by terror from within sends out the message “Leave me alone!” and needs to sit motionless, holding her breath, praying that what feels like an internal explosive device will not detonate.

The numbing response interrupts the escalation of alarm in the only way available to those who cannot modulate affect arousal. The escalation of their anxiety is too intense, too fast, and too overwhelming. Children have not yet developed the ability to modulate intense affect; those who would help them are often not available; and the usual means of mastering an experience—symbolizing, fantasizing, and desensitizing through play—is an unnatural act when the aspects to be dealt with are horrific and life-threatening.

Numbing responses can be paired or associated with perceived danger or other threats and thereby become automatic. The smell of liquor, a loud voice, violence portrayed on television, or a strange pet may produce fear that escalates and automatically triggers a numbing response in a child who has been traumatized by violence. Another example is a twenty-month-old child’s instant reaction to seeing a jar of Vaseline: She rolled back her eyes and, in a trance state, spread her legs apart, pounded her groin with her fists, and began ritually chanting. Subsequent medical findings identified the child as a rape victim.

A child might automatically respond to experienced danger by an immediate numbing even if the perceived danger is only her own physiological arousal. If the environment is seen as continuously dangerous, the numbing response may be maintained for a prolonged time. At some point, however, the numbing effect ceases and the child is again open to an alarm response.

Provocative Behavior

Children who experience physiological arousal as terror and cannot or do not experience relief through protective numbing may up the ante. Their behaviors are in service of escalating the internal alarm in order to trigger their own numbing response and thus gain relief from their unbearable anxiety. Provocative behaviors will typically include those involving risk of severe punishment, self-harm, and harm to others. Whatever the act, it is so emotionally charged that it triggers a self-numbing response.

Adults commonly use alcohol and drugs in service of numbing anxiety that causes alarm. Children will do the same, if they have access, or will invoke aberrant behaviors to accomplish the same goal.

The Alarm/Numbing Response Model

Affective reactions to a frightening event have emotional, physiological, and cognitive components. A nontraumatized child processes the experience in all three domains and uses coping mechanisms to relieve distress. He will seek help from the primary attachment figure or will rely on his own resources. He has no need to invoke a numbing response when frightened.

The traumatized child responds to any frightening event with an escalating alarm response. The child becomes anxious when cues, including his own internal state, are similar to circumstances experienced during trauma. The child’s fear leads to increased fear, and arousal accelerates. Hypervigilance, a normal consequence of alarm, can alert him to other signs of danger and thus exposes him to even more alarm stimuli. The child interrupts the alarm by invoking a numbing response or engaging in provocative behaviors.

The alexithymic child follows much the same pattern except that the triggering stimulus is the physiological component of affect alone; emotional and cognitive components are blocked from awareness. As a result of this inability to differentiate affect or to provide emotional labels, the child experiences excitement, surprise, and joy, for example, as cues of potential danger and helplessness. Any stimulus that produces somatic responses similar to those experienced during trauma can initiate a chain of escalating anxiety and numbing or provocative behavior that interrupts the escalation process.

Typical responses by nontraumatized, traumatized and alexithymic children to a disturbing event are summarized in the figure on page 22.

Van der Kolk (1989) offers a neurophysiological perspective suggesting that some people may be physiologically addicted to traumatic reexperiencing of events or thrill-seeking behavior. His work with people traumatized as adults suggests that “re-exposure to situations reminiscent of the trauma evokes an endogenous opioid response analogous to that of animals exposed to mild shock subsequent to inescapable shock” (p 401). Thus people may reexpose themselves as a form of self-medication to induce a “narcotic” relief.

The Alarm/Numbing Response Model elaborates on van der Kolk’s work by positing that the intent of negative and provocative behaviors in traumatized children, whether conscious or not, is to obtain relief from unbearable anxiety.

Clinical focus on specific trauma-reactive behaviors has in many instances developed into specialty areas of study, such as self-mutilation, destructive behaviors, eating disorders, and child-perpetrated sexual and physical abuse. I believe this model provides a common foundation for these behaviors and has important clinical implications. Treatment should focus on helping children learn to identify affective cues, modulate and tolerate affect, and understand the personal meaning of their affective experiences.

[image: Image]

The Alarm Numbing Response Model

Summary

The Alarm/Numbing Response Model proposes that many of the puzzling behaviors seen in children with attachment disturbances serve the function of helping them to cope with intolerable anxiety. An alarmed child consciously or unconsciously engages in provocative or otherwise dangerous behaviors in order to increase his state of anxiety to the level where a numbing response is automatically invoked. The numbing response provides relief that cannot otherwise be attained. Effective treatment focuses on affect modulation and tolerance, identification of cues that raise anxiety, and understanding of the meaning of affective experiences.

This model provides a clinical framework that has helped me to understand some of the worrisome behaviors of attachment-disturbed and traumatized children and, more importantly, provides a foundation and direction for treating problems related to these behaviors. I invite suggestions, critical thoughts, stories, and support from colleagues, caregivers, and children.


3 Attachment vs. Trauma Bonds


van der Kolk, 1989 There are two powerful sources of reinforcement [of an abusive Relationship]: the “arousal-jag” or excitement before the violence and the peace of surrender afterwards. Both of these responses, placed at appropriate intervals, reinforce the Traumatic bond between victim and abuser.

Children with secure attachments and children who are trauma-bonded to adult caregivers perceive their relationships as necessary for survival and cling fiercely to their respective caregivers in similar ways. The dynamics of each of these relationships, however, and their impact on the child’s development are very different. It is crucial that we distinguish between the two.

A secure attachment is a love relationship that is caring, is reciprocal, and develops over time. Attachment provides the nurturance and guidance that foster gradual and appropriate self-reliance, leading to mastery and autonomy.

Trauma-bonding is a relationship based on terror. The goals of submission and obedience can be reached almost immediately. Trauma-bonded persons commonly experience their abuser as being in total control and feel their lives are in danger. The relief victims experience when not killed is often expressed as gratitude toward the perpetrator.
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