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				Praise for Healing Trauma Through Self-Parenting

				“Healing Trauma Through Self-Parenting: The Codependency Connection captures every essential aspect of recovery from trauma. It’s an authoritative and comprehensive step-by-step education and recovery process with a brilliant utilization of the 12 Steps. Patricia O’Gorman and Phil Diaz know this material cold. They are compassionate and dedicated professionals who have been in the trenches with this work for decades and are thoroughly versed in understanding trauma and its treatment. This book is a gift to every codependent and the professionals who treat this problem—the book I’ve been waiting for without knowing it. It goes to the top of my list for bibliotherapy.”

				—Julie D. Bowden, M.S., marriage and family counselor, cofounder of NACoA, and coauthor of Recovery: A Guide for Adult Children of Alcoholics

				“O’Gorman and Diaz bring strong credentials and valuable insights as therapists and innovators in the Adult Children of Alcoholics movement to the immense task of integrating modern trauma theory, issues of codependence, and healing through principles embodied by recovery from addiction.”

				—Timmen Cermak, M.D., past president of California Society of Addiction Medicine and author of Marijuana: What’s a Parent to Believe? and A Time to Heal

				“Patricia O’Gorman and Phil Diaz have created a solid, comprehensive pathway for the military community to understand and follow as it seeks to heal its personnel. Accessible to the layman, it provides thoughtful and inspired steps for growth beyond pain and a chance to regain independence.”

				—Col. (Reverend) Eric Olsen, State Chaplain for New York Department of Military and Naval Affairs

				“O’Gorman and Diaz have a clear and gentle way of explaining trauma and codependency to the lay public without sacrificing scientific accuracy. They make the principles of healing trauma and codependency easily accessible to the reader. O’Gorman and Diaz give us a comprehensive and complete companion for self-help and bibliotherapy fans.”

				—John Pitselos, Ph.D., C.A.P.

				“If you are feeling comfortable with your recovery, it’s time to become uncomfortable again! I thought I had healed the issues of my childhood trauma through forgiveness. In Healing Trauma Through Self-Parenting, I find not only how I have been affected and how it has manifested in my actions, but now I know how to resolve the issues once and for all!”

				—Debbie Strand, executive director of Freedom from Addiction Foundation and host of Sober in the City

				“The twin sisters of trauma and addiction are perhaps the two most misunderstood and misdiagnosed conditions in the field of mental health. Although many practicing clinicians encounter persons who struggle with codependency, they mislabel this as well and fail to understand the deep interconnections of the codependent relating that they see and the trauma, addiction, and stress hidden underneath. The authors, experienced and wise explorers in this realm, explain the interconnections and map out their implications in deceptively simple language, providing a guidebook for those who are interested in refashioning their actions and perspectives. A helpful resource for clients and mental health professionals, I will make it required reading for my graduate counseling students and recommend it strongly to my acute and chronically ill patients and their families. All caregivers, lay and professional, will benefit from its wisdom.”

				—Oliver J. Morgan, Ph.D., LMFT, N.C.C., professor and cofounder of Resilience Counseling Associates

				“Wonderful, informative, practical! So much information presented in a comprehensive, compassionate, and practical way. Exploring self-parenting and applying the twelve steps of recovery to PTSD as it relates to codependency is brilliant.”

				—Rev. Mary Croswell, founder of A Change for the Better Center

				“In this inspirational book rich with people’s stories, the authors describe trauma and our ways of coping as understandable adaptations instead of personal deficiencies. This allows the reader to feel self-compassion and self-caring while seeing the connection between trauma and codependency. Readers will feel empowered to use this capacity for caring, compassion, and connection as they follow the path full of useful ideas, exercises, and meditations through twelve steps to heal their own trauma and codependency.”

				—Thomas Lund, Psy.D., coauthor of Narrative Solutions in Brief Therapy

				“Recovering from psychological trauma can seem horribly lonely because it is such a profoundly personal experience. Patricia O’Gorman and Phil Diaz support you along your healing journey. This dynamic writing duo have teamed up to clear a path to your recovery by writing a practical as well as enlightening book that frees trauma survivors from tired, worn-out behaviors. Invite these authors to enter your internal world and gently guide you toward healthy intimate relationships with others, and more importantly, with yourself.”

				—Kathryn Brohl, LMFT, author of When Your Child Has Been Molested and Working With Traumatized Children

				“This book clearly describes what can happen to traumatized adolescents if they don’t receive professional help. It also provides useful strategies and exercises that counselors and therapists can adapt in their work with adolescents. This is a timely resource for those who work with teens who have been traumatized by bullying, child abuse, sex abuse, parental addiction, death, or other traumatizing events and want to break the trajectory of trauma to substance abuse, codependency, or a combination of both.”

				—Ellen Morehouse, LCSW, CASAC, executive director of Student Assistance Services Corporation 

				“Patricia O’Gorman and Phil Diaz have done a wonderful job of creating an understandable and user-friendly guide to healing emotional and psychological trauma. The reader will surely come out with a clarified and digestible picture of how growing up in a trauma-engendering environment may have affected them along with a sense of what to do with that knowledge that is clear, constructive, and manageable.”

				—Tian Dayton Ph.D., T.E.P., author of Emotional Sobriety and The ACOA Trauma Syndrome
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				Foreword

				Editor’s note: Healing Trauma Through Self-Parenting: The Codependency Connection is intended for anyone who has experienced trauma. While it has a broad-based application, a very specific and emerging need for this modality has been identified in our military population—both those troops who are recently returned from conflicts and those who may have been home for a long time. Because of their sense of immediate need for this text, the authors reached out to a colleague who is well versed in dealing with individuals in military service as well as their dependents who suffer from PTSD and other traumas.

				Dr. Patricia O’Gorman and Phil Diaz have vast experience in evaluating and successfully treating individuals and groups who have experienced trauma in their lives. In this important new book, they write about how trauma, both psychological and physical, can affect our soldiers and veterans, and how their families and loved ones can be made aware of the signs and symptoms that may arise as a result of these traumatic episodes. A large number of our military and their families have experienced trauma during their deployments and develop signs and symptoms of varying severity. These symptoms may be short-term or longer lasting.

				In many instances, the traumatized individual as well as family and loved ones develop codependency as a way of dealing with these issues. To address these issues, authors O’Gorman and Diaz flesh out the benefits of the self-parenting process by including information on trauma, codependency, and the neurobiology of trauma. These self-parenting techniques as well as the affirmations and self-soothing exercises described are not complicated and can be of enormous help in diminishing or completely negating the aftereffects of trauma.

				The authors also developed twelve principles of healing, which may be very helpful to professionals and families to soothe the pain of the victim’s trauma on a psychological, neurobiological, and spiritual level. These techniques increase the level of resilience for victims of trauma and their families.

				As both a physician and a military commander, I recommend this book to all who are involved in the care and the daily lives of those who have been affected by the trauma of war. The techniques described in this book will be helpful to both professional therapists and the families of those whose lives have been altered by traumatic experiences.

				—Robert J. Kasulke, M.D., M.P.A., FACS, Major General, U.S. Army Medical Corps
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				Introduction

				Trauma: The Missing Link

				It’s never too late to be who you might have been.

				—George Eliot

				Trauma surrounds us. Recent studies show that exposure to traumatic stress is higher than previously understood. Given that trauma exposure is becoming more common—as is awareness about that exposure—it is interesting that most people who have been impacted by trauma do not think of themselves as trauma survivors. For example, serious illness in oneself or one’s child; losing a job or a home; losing a spouse to death or divorce; working in an ER as a nurse; or volunteering to do recovery work after a natural disaster—all these can be traumatic. So, too, is the impact of deployment on our military men and women and their families. Because many trauma survivors don’t identify themselves as traumatized, they are “invisible.”

				There is one exception to this tendency not to identify as being traumatized. Survivors of pervasive or complex trauma (see Chapter 1 for more about complex and other traumas) more easily label themselves as trauma survivors. Such survivors, including adult children of alcoholics and children of other types of challenging families, have suffered a more subtle kind of trauma that left them wounded and searching for wholeness. They seek therapy, read books, attend conferences, and go to Al-Anon meetings—all in an attempt to right something that they experienced. Once they appreciate their own trauma histories and their resilience, they begin to address the way that their trauma manifested for them—the only way—the one thing that really caught their attention: their need to care for others. This is codependency—a type of attachment to others where there is a tendency not to take care of oneself while simultaneously seeing to what everyone else needs. (See Chapter 3 for a full discussion of codependency.)

				Research—as well as anecdotal evidence from our patients, conference attendees, and readers—shows that what lies at the base of the struggle with codependency—that is, why people cannot take active care of themselves and why the needs of others feel more imperative than their own—is a response to trauma. Whether this trauma occurred early in childhood or is more recent doesn’t matter. Trauma is indeed proving to be the missing link in the codependency field.

				For an adult, trauma is defined as exposure to a one-time event, numerous exposures to horrific events, or ongoing exposure to events such as war or domestic violence that profoundly and negatively affect the person. For children, ongoing neglect or abuse, as well as exposure to a one-time or ongoing horrific event(s), constitute traumatic exposure. Recently, research has expanded our understanding of the impact of trauma to possibly include those who live with someone who has been traumatized, such as family members of veterans who themselves are experiencing signs of trauma. Long neglected and misunderstood by healthcare professionals and survivors alike, trauma is now being seen as a driver of behavior by both the treatment community and those who have experienced its destructive force—a driver that we need to comprehend more fully.

				We humans are complex and multifaceted. Many of us know trauma intimately. Trauma and the resulting codependency (with their many faces and numerous presentations) serve to underscore our need to take care of ourselves and the price we pay when we do not. The good news is that finally trauma and codependency are beginning to command the attention they deserve—and so are effective strategies for managing them, like self-parenting!

				Self-parenting is about guiding yourself through a process that allows you to become who you would like to be—who you were meant to be—by healing yourself through caring for yourself. How well we learn to self-parent determines how well we go through life.

				Trauma researchers have recently proclaimed the need for those impacted by trauma to become the parent to themselves that they needed growing up (Fogash and Copeley 2008). We in the codependency community have known for years that this self-parenting is possible and that it works very well!

				Healing Trauma Through Self-Parenting—The Codependency Connection is the first book written for those who have developed codependency as a coping skill after experiencing trauma. It is a survivor’s book—or as we say with our strength-based focus, a thriver’s book—providing a personal focus for those affected. It is invaluable to those who are looking for a resource to help them heal, and it’s a useful tool for professionals as a needed and valuable resource in their work with their clients. It complements the growing literature on both trauma and codependency by offering a simple process that readers can employ to begin their healing: the process of self-parenting. We will take you through this transformative process of becoming the parent that you have always needed, a process we have specifically tailored for those healing from trauma and its subsequent codependency.

				We will teach you how to parent yourself by identifying and helping you soothe the pain of your trauma on psychological, neurobiological, and spiritual levels. We will assist you in identifying, owning, and growing your hard-won resilience, and we will guide you in charting your recovery as you begin to celebrate who you are today, not just what you can do for others. We will help you accomplish all these things through the use of the self-parenting techniques, affirmations, and self-soothing exercises described in Part Two of this book. The self-parenting process is complemented by information on trauma, codependency, the neurobiology of trauma, the twelve principles of healing, and other sources of support that are available.

				This book is our gift to you—and to those of you who have worked with us, shared your stories, and made us aware of the connection between trauma and codependency. We hope the process of self-parenting as it relates to trauma and codependency will be meaningful to you on a deep and healing level, and we invite you to share your thoughts with us at www.ogormandiaz.com. For more information on Patricia’s clinical work contact her at www.patriciaogorman.com.

				And now, as we say at the end of each step, “Let the healing begin.”

				

			

		

	
		
			
				Part One:

				Understanding Trauma and the Codependency Connection

				In the first part of this book, we drew upon the connections between the development of trauma and one of the elaborate—even elegant—defenses developed to function and control trauma’s effects: codependency. By examining the latest research findings and sharing the transcendent stories of other codependent trauma survivors, you will learn about the many types of trauma we can experience and their effects in the brain, body, mind, and spirit. You will learn about physical and emotional triggers that can bring back memories of trauma and how to begin to manage them. You will come to understand why codependency develops and, most important, how it can be transformed into its more healthy counterpart—resiliency. Get ready to rethink what you thought you knew and confirm what you may have long suspected about trauma and codependency.
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				Identifying Trauma

				I try to take one day at a time, but sometimes several days attack me at once.

				—Ashleigh Brilliant

				Trauma is a response that develops when one feels one’s life is being threatened or when one has witnessed serious injury or destruction (American Psychiatric Association [APA] 1994). Trauma also develops from multiple incidences of abuse and neglect during childhood and adolescence (van der Kolk 2003). Trauma may be experienced also through living with someone who carries a trauma diagnosis (Yehuda, Halligan, and Grossman 2001). And trauma’s impact intensifies when multiple sources of trauma are experienced in childhood, adolescence, and then in adulthood.

				Whatever the origin of our traumatic responses, they do not come out of the blue. In adults, exposure to trauma produces an immediate response to the stimulus, whether that stimulus is an event in the present, a triggered memory, or both. We feel this response in our bodies: increased pulse rate, tightness in the chest, shortness of breath, constricted vision, shaking, sweating, an extreme startle response, and perhaps a desire to run or lash out. We may begin to think about the event or memory and try to make sense of it, sometimes obsessively, maybe with racing thoughts. Trauma can be experienced by family members whose loved one has been profoundly altered by his or her experience in combat; by helpers who witness the pain of those they help (the classroom teacher, counselor, or the rescue volunteer); and by generations of peoples who have been oppressed.

				Trauma’s impact in children is much more complicated; its causes are more varied and depend on the child’s or adolescent’s ability to understand what is happening. Most traumas experienced by children are at the hands of a caregiver on whom the child depends: a parent; a parental substitute such as a parent’s partner; a babysitter; a sibling; a neighbor; or a relative. Trauma in young children can produce confusion, fear, and deep feelings of rage. At the same time that the child is being hurt, he longs for and needs the caregiver to take care of him, to soothe him, even if it is the caregiver who is hurting him. And to complicate things further, depending upon the age of the child, the trauma may not be stored as an actual memory in the brain but in the body as a sensation—a “body memory” (van der Kolk 2003).

				For adolescents, trauma may also be experienced as a result of being a friend to someone who is in serious emotional difficulty, or at the hands of peers, older adolescents, or even adults who prey on vulnerable adolescents. We see this in situations where adolescents feel responsible for a friend who has committed suicide; in adolescents who are bullied; in others who are so overwhelmed by school that they find themselves failing even though they are bright; in those who are lured into running away from home and into prostitution; or in those who are introduced to drugs and find themselves running drugs for those who they felt were their friends. There are numerous ways that trauma can be experienced that are unique to adolescents.

				Trauma is an unconscious, whole-body experience. It involves the involuntary autonomic nervous system of the body, parts of the brain, and the memory. Seen in this way, trauma is a mind and body phenomenon experienced on both a psychological and physiological level.

				Trauma: Big “T” and Little “t”

				We often think of trauma as having a capital “T”: the trauma of a near-death experience in a serious car accident; the death of a parent, friend, or sibling; the deaths of the family members and first responders on 9/11; the trauma of those returning from war; or of hostages, concentration camp survivors, survivors of religious cults, and survivors of natural disaster such as hurricanes, floods, tornadoes, or fires.

				But there is also trauma of the smaller “t” variety—and it is just as powerful: the trauma experienced by a child or adolescent (and felt as an adult) through the distancing of narcissistic caregivers who were more involved in their own lives than in their children’s. This distancing might have been the repeated abandonments that a child of an alcoholic felt as her parent left nightly to go to a bar—or whose parent never came home from a bar. Or the trauma could have been from physical abuse, sexual abuse, or neglect; the divorce of one’s parents; being bullied by peers as a child, in the workplace as an adult, or as a woman in the military. And there are other dimensions to trauma. For example, there is the trauma experienced by an adolescent whose friend is cutting herself or is suicidal. The levels and depths of trauma that we each experience are varied, but the results of trauma are not.

				Types of Trauma

				Trauma can be broken down into many categories, and where there is a history of trauma, each category can present a challenge for the individual to cope with. Each current trauma has the potential to pull previously experienced traumas—such as those from childhood and adolescence—back into consciousness and essentially retraumatize the individual. We call this being triggered, something we will explore shortly.

				The diagnoses of trauma can be tricky as well. Many times, the symptoms of trauma can look like another mental health diagnosis or may manifest in illnesses that do not seem to have an obvious origin (Maté 2003). To complicate diagnosis further, many in the trauma field feel that the current diagnoses of trauma are inadequate. They have developed other ways of looking at trauma by focusing on the duration and source of the trauma and not just the symptoms experienced because of the traumatic event.

				Let’s take a closer look at each way that trauma is commonly understood. According to the Diagnostic and Statistical Manual of Mental Disorders, DSM-IV (APA 1994), there are two types of trauma that carry an actual mental health diagnosis—acute stress disorder and post-traumatic stress disorder (PTSD). The names of these traumas correlate to the symptoms developed by the person experiencing them as well as to the length of time that these symptoms have been experienced. Acute stress disorder occurs shortly after experiencing a traumatic event and lasts up to four weeks after the event, and PTSD is the experience of trauma once it envelops the person as symptoms are persistently re-experienced. But it is important to note that PTSD may not occur immediately. Symptoms can occur six months or longer after the stressor. Additionally, there are traumas not currently diagnosed in the DSM-IV, such as complex trauma—the repeated violation of a child or adolescent by a caregiver. The child or adolescent with complex trauma experiences problems in attention, behavior, mood regulation, and bonding. These symptoms are often captured under the diagnosis of depression, attention deficit hyperactivity disorder (ADHD), reactive attachment disorder, conduct disorder, or even bipolar disorder—without the underlying causation of trauma being addressed (Roth et al. 1997; van der Kolk 2003).

				Acute Stress Disorder: Feeling the Earth Crumble Beneath Your Feet

				Mark is a graduate student working in a summer-school program. One day, he was walking his dog near a playground when he heard screaming and saw a group of kids gathering around something. When he went to investigate, he saw one of his students on the ground, bleeding. What happened next is a blur to Mark: He remembers watching someone apply pressure to the boy’s wound while he took out his cell phone and called 911. He remembers the ambulance coming and pronouncing his student dead. He remembers beginning to cry.

				That night, Mark couldn’t stop crying, he couldn’t eat or sleep, and he felt basically numb. He kept remembering seeing the sight of his student lying dead. He felt as if he was in a daze. He berated himself for not being able to stop this horrific event, though he wasn’t sure what he should have done. He felt totally helpless. The next day he went to school and couldn’t stop thinking about what he had seen. He couldn’t stop talking about it either. Tears kept welling up in his eyes. He remembers thinking that other people knew the student but somehow they could function. Finally, on the second day, Mark was sent home and advised to see a mental health professional immediately.

				Mark called a psychologist who gave him an emergency same-day appointment when she heard what was going on. She knew that a timely intervention was of the essence when someone had experienced an event this upsetting. The psychologist did several important things when she met with Mark. She normalized his feelings, telling him what he was experiencing was to be expected when one has witnessed a tragedy as he did. She taught him some self-soothing techniques to control his thinking and to calm himself. Mark’s diagnosis was acute stress disorder.

				Acute stress disorder is a normal response to a horrific event. By seeking immediate help, Mark was able to control his response, allowing his healing to begin by resolving his reactions to this tragedy. Acute stress disorder usually occurs within two days of the traumatic event and lasts for a maximum of four weeks. If it lasts longer, then a different diagnosis of post-traumatic stress disorder is warranted.

				Post-Traumatic Stress Disorder: Helplessness and Repeated Victimization

				Post-traumatic stress disorder is the repeated re-experiencing of a traumatic event through intrusive recollections of the event. Flashbacks, dreams, or intense physical or psychological distress due to real or symbolic cues representing the event are common. These symptoms can produce problems in daily functioning such as disruptions in sleeping and concentrating, and significant disruption in relationships, employment, and other important areas of life (APA 1994).

				PTSD is finally receiving recognition due in large part to our returning military. While not restricted to those who have had military experience, we are coming to understand that PTSD is a common reaction to the strain of deployment and the uncertainty of battle. And through understanding the mechanics of the development of PTSD in those in combat, we are coming to know how PTSD develops in other populations, such as family members of veterans who suffer from PTSD, first responders, and other types of helpers.

				For example, when Tessa’s husband came back from his first deployment to Iraq, she didn’t understand the reactions she had: “I was so tense all the time. I didn’t know what was wrong with me. I felt like such a failure. And all I wanted to do was to be a good and supportive wife to George. Instead, I was the basket case, even though he’s the one who got the diagnosis of PTSD. It wasn’t just his nightmares or his drinking, or that he’d get angry and lose it; I was flipping out, too, and I didn’t understand why. I realized that I needed help as well.” Tessa realized that George’s behavior was impacting her negatively—that he was traumatizing her—and so she sought help.

				As we begin to understand PTSD and look for it, we are finding it to be much more pervasive than previously thought. One cause of potential PTSD in the general population is the negative affect on students of the increasing violence in schools and their surrounding community. Another potential cause of PTSD in both men and women is sexual assault or attack with a weapon (Encyclopedia of Mental Disorders 2011). Some of the hallmarks of PTSD are fear, insomnia, a pervasive sense of helplessness, and putting oneself in situations where repeated victimizations may occur, such as not protecting oneself at work from the bullying of a supervisor or coworker, or not having helpful boundaries with the excessive demands of family or friends. We may allow ourselves to be victimized by others in subtle or obvious ways. And our sense of helplessness can be general or fixated on just intimate relationships, which in turn can become sources of intense jealousy.

				Let’s look at Mark again, but this time, we’ll assume that he doesn’t have an immediate mental health intervention after he witnesses a violent murder at a playground near where he works. The trauma may begin to take hold within him. He may experience recurrent, intrusive, and upsetting thoughts, but might not link those thoughts to the event. He may begin having vivid nightmares, but not realize that he is actually re-experiencing the event. He may act as he did when the event initially occurred, with intense panic or feelings of helplessness but not know why. He may keep thinking about his dead student. Over time, the actual memory of the student’s death may fade, and Mark may just experience feelings of helplessness and the body sensations he felt at the time of the original event.

				As a result, Mark may begin to avoid activities like walking his dog—without understanding why. He may find himself keeping away from certain topics of discussion. While he may have enjoyed certain types of entertainment before the incident (for example, books or movies involving shootings), now he may find himself either avoiding these activities or becoming very angry or agitated when he is exposed to them. Eventually, he may distance himself from those he was close to, becoming angry, watchful, or anxious and not knowing why. He may also lose his confidence in his career choice and second-guess himself at every turn.

				Mark may be triggered into these feelings by stimuli he associates with the original event, even without consciously attaching those feelings to the event any longer. Those strong feelings become attached to something else instead, something more immediate, something he hopes he can influence. He may begin to feel that he cannot trust his girlfriend to be faithful to him and become jealous and possessive, feeling he needs to make sure, on some deep level, that she will not betray him. He clings to her, placing his feelings of self-worth on her shoulders as he simultaneously resents his new neediness. In this way, he displaces his anxiety on to her.

				Mark has now developed post-traumatic stress disorder (PTSD). He has internalized the trauma he witnessed and is in considerable distress. This calls for more intense treatment that usually continues over a prolonged period of time.

				Complex Trauma: Repeated and Sustained Pain in Childhood

				Complex trauma is the term used to describe the impact of child abuse and neglect on the children themselves (Roth et al. 1997; van der Kolk 2003). The term captures the results of repeated abuse (such as directly experienced neglect and physical and sexual abuse of a young child) by a caregiver or a member of the child’s or adolescent’s family, including older siblings and extended family. It also can be used to describe the impact of witnessing the abuse of another, such as in incidents of domestic violence or the extreme punishment of a sibling (Pelcovitz et al. 1997). The symptoms of complex trauma vary, but the important point here is that this is sustained trauma, not one-time trauma, and it begins early in life (Roth et al. 1997).

				When the symptoms of complex trauma are experienced in adulthood, some professionals call it complex post-traumatic stress disorder or C-PTSD (Herman 1992a, 1992b). The results of complex trauma can also be seen in adolescents and adults who experience problems in mood regulation, concentration, and intimate relationships, and/or continue to put themselves in high-risk situations where there is a likely potential for them to be harmed or victimized.

				Keeping Mark as our example, let’s give him a challenging childhood.

				Mark’s parents’ marriage ended when Mark was two, just before the birth of his sister. This resulted in a period of both emotional and financial instability for Mark, his mother, and his sister, but he always felt his mother’s love. Mark remembers the constant moves, sleeping on family members’ sofas, never having a room of his own, and his mother crying as she tried to figure out how to support her children.

				His mother wasn’t a quitter. She didn’t give up; she dated and eventually met someone she considered very special. They met in church, and she felt that this man had the same family values she did. He was also a professional man with a steady income, and he seemed devoted to her children.

				Mark was only seven when they married, but he soon realized how different their lives were. They now had one apartment they lived in, a really nice one, and they no longer had to move from one family member to another. His mother went to school, which had been her lifelong dream, and she obtained a nursing degree. She was happy, and so was his sister. And so was Mark, until his mother obtained a position as a nurse in the hospital working the evening shift.

				Life required some adjustments with his mother no longer being home at night. His stepfather was now in charge of the evening bedtime ritual. By this time, Mark was a preteen, and things began to change. His stepfather put him to bed telling him how special he was. Over time, he began touching Mark and then sexually abusing him. At first, curious and liking the attention, Mark complied, but eventually he resisted. This caused his stepfather to become violent with him and threaten him, his mother, and his sister. Mark remembers his stepfather placing a gun to his head at one point, telling him he’d make Mark watch as he killed Mark’s mother and sister.

				Mark got the message. He was quiet during the abuse. But his grades dropped in school, and he began to fight with his peers. After one fight at school, where the police were called due to the extensive injuries he caused his friend, everything came out.

				A kind teacher asked Mark about what was happening, suggesting that he wasn’t acting like the sweet young man she remembered. A trained policeman picked up on the question and asked Mark what seemed like an improbable question: was he was being abused? Mark reluctantly answered yes.

				Mark’s stepfather was called to the school as the “guardian of record.” After his abuse was revealed he was arrested, tried, and convicted of the sexual abuse of a child.

				Mark’s trauma was pervasive. He internalized the negative messages from his abuse, and they became part of how he saw himself—as somehow damaged. He began to demonstrate problems in mood and behavior regulation that children with complex trauma typically experience. With the acknowledgment and punishment of Mark’s abuser he was able to begin to heal. But he still had a great deal of anger. Thanks to a supportive school he was able to channel his anger into sports, becoming a star football player in high school, and going to college on a football scholarship. And the support of the school personnel shaped his career decision, helping him become a teacher specializing in working with the type of challenging youth that he once was.

				Let’s take a look at someone whose abuser was not acknowledged, and how that led to her feeling that she was essentially unworthy.

				Amy was sexually abused by her mother’s favorite brother, the person on whom the family relied to help keep them together when Amy’s father died. The abuse began when she was about three and continued until she reached puberty.

				Amy was about thirteen when she found her first boyfriend, who was older than Amy—seventeen, to be exact. He was an unemployed high-school dropout, and Amy and her mother argued about him constantly. In one argument, when her mother yelled at her that she should have more self-respect, Amy scoffed and said, “Like you care.”

				“I do care,” her mother countered.

				“Then why did you always leave me with Uncle Chuck?” Amy replied. “Do you know what he did to me?”

				“He didn’t do anything to you,” her mother responded angrily. “Stop the lying! And don’t try to change the subject.”

				Although she tried several times to tell her mother about the abuse, Amy could not persuade her mother that her uncle was anything but honorable. Amy felt more and more helpless because her mother didn’t believe her. She sought comfort from other sources. She learned to settle for men who made her feel loved, even if it didn’t look that way to others, and she learned to numb her pain with alcohol.

				By the time Amy went to college, she had a reputation as a party girl. “I guess I stopped caring about what others thought. I just wanted to have fun,” she said. By her late twenties, she’d had a couple of long-term affairs with married men and a major alcohol problem that was creating work issues.

				Amy went to therapy and was confronted about how she treated herself. She surprised herself by crying. “Where did this come from?” she asked as she briskly wiped away her tears. “I didn’t know this was in there. This pain . . . I guess I never thought I deserved more. I’m such a mess. But I want more. I really want someone to love me, and just me.”

				Because of the number of victimizations Amy experienced, the anger that she turned against herself had become normal for her. As a result, she also had problems in controlling her mood, and she sought high-risk, sensational activities, almost as if she was punishing herself. She put herself in a position of some control by having long-term affairs with married men, which she realized was essentially an empty way to live. She was surprised to discover that one of the reasons she was such a heavy drinker was because she was trying to numb the emptiness caused by the trauma of the abuse she experienced as well as the trauma of her father’s death.

				Both Mark and Amy felt “less than.” Of course, this is not a full or an accurate representation of who they are. They are actually pretty resilient—but more about that later.

				Historical or Intergenerational Trauma

				For many of us, trauma is multigenerational. The trauma did not happen to us, but it happened to our mothers, fathers, grandfathers, and great-grandfathers. We learned of it through family stories that profoundly upset us; the stories shaped us and perhaps even traumatized us. This is particularly true for Native Americans, children of Holocaust survivors, and children of adult children of alcoholics (ACOAs), all of whom have well-documented intergenerational trauma (also called historical trauma), where the transmission of trauma as memory, and sometimes identity, is carried through as a family or a cultural identity. When shared, this information has a powerful effect on those who hear it. In a family, the result can be a child trying to protect a parent who had such a difficult childhood. In a culture, the result can involve feelings of anger toward another group without the direct experience of the cause for this anger.

				Historical or intergenerational trauma has been defined as the “cumulative emotional and psychological wounding across generations, including one’s own life span” (Yellow Horse Brave Heart 2005). Here, the multiple traumas of one’s lifetime are compounded by traumas in previous generations. In this way, trauma becomes woven into the identity of a family or a cultural, racial, or ethnic group.

				An important step forward in articulating this type of trauma is the development of constructs that guide our understanding of how this intergenerational mechanism works. An example of such a construct is one that explores the development of post-traumatic slave syndrome (PTSS). Slavery was predicated on the belief that African Americans were inherently inferior to whites. Once slavery was abolished, this belief was followed by institutionalized racism, which continued to perpetuate the idea of inferiority and resulted in injury to those of African-American descent, profoundly affecting all the generations born subsequent to the end of slavery in the United States (DeGruy 2011).

				Research is just beginning to focus on how trauma is transmitted. One study of children of survivors of the Nazi Holocaust found “that early developmental experiences constitute important risk factors for PTSD” as trauma was transferred from parent to child. They also noted the high degree of the stress hormone present in parents, and noted how this influenced the parenting style (Yehuda, Halligan, and Grossman 2001). This research and other such studies are helping us to understand the mechanisms of just how trauma is passed from parent to child, an issue of particular concern as more military personnel who have children are returning from deployment suffering from PTSD.

				Secondary Trauma: Compassion Fatigue

				Secondary or vicarious trauma, also called compassion fatigue, is not an actual diagnosis but a condition that is experienced by many who seek to help others heal. This type of trauma may be experienced by first responders; volunteers; passersby during a natural disaster such as a hurricane, tornado, earthquake, or flooding; or those who come upon a car wreck, a bridge collapse, or another horrific accident.

				When secondary trauma becomes sustained, we begin to think of it as compassion fatigue. This is the type of trauma that can be experienced by anyone working over a sustained period with those who have been traumatized. It is also a major and largely unaddressed factor in the burnout that is experienced by helping professionals—mental health personnel working with trauma survivors; direct care staff working in child welfare, substance abuse, developmental disabilities, and poverty programs; and medical personnel. Consider John’s story.

				John volunteered to work on rebuilding homes in New Orleans after Hurricane Katrina. He was retired, felt he had a calling, and liked to work with his hands, something that had previously only been a hobby while he’d worked full-time as a computer engineer. He volunteered in New Orleans as part of a church group. But he was unprepared for the devastation he found in the Ninth Ward. Whole tracks of the city were gone, and so many people were scouring the wreckage trying to find some tiny pieces of their previous lives. “I felt the hope drain out of me as I saw the devastation through their eyes,” John said. “I remember one older lady just sifting through what was basically rubble. I stopped and asked her if I could help. I took her out to lunch, and she shared the story of her life and her losses of her granddaughter, her husband, and her dog. She sobbed, but there were no more tears for her to shed.

				“That night, I had a really hard time getting to sleep, and when I did, I dreamt about lost dogs that were drowning and that I couldn’t save. I awoke in a cold sweat, shaking. The next day, I sought out my priest who had accompanied our group for the first week. Crying, I told him of my encounter the day before and of my poor night’s rest. He spoke about my compassionate heart and how difficult it is not to take the pain of others and make their pain my own, but how important it is to try to do this, if I am going to be successful in this mission.”

				John was surprised by this secondary trauma—surprised because he was there to help. Instead, he found himself profoundly moved by the pain and devastation surrounding him and needed support for himself.

				Maddie’s compassion fatigue surprised her as well. She’d worked hard for her social work degree, so she was taken aback when she found that going to work in an outpatient clinic was so difficult. Her goal had been to work with children and adolescents, and that is what she was doing. She wondered why she was having so many problems. She finally brought up her concerns when her supervisor spoke to her—again—about being late for work.

				“Maddie, you always volunteer for the children with the most difficult behavioral problems. You don’t take breaks, and you eat your lunch at your desk. You’re burning out! You are suffering from compassion fatigue,” was her supervisor’s response.

				Living with trauma is extraordinarily complicated. It has been variously described as feeling as if you are living on the brink of annihilation; falling through space with no parachute or protective suit or netting; walking on a ledge with your eyes closed; trying to sleep with a crack in your heart; or needing to balance on the edge of a knife walking stiff and straight, for not to do so would result in falling into the abyss. Trauma literally floods our body, mind, and spirit with stimulation—so much so that it can be overwhelming.
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