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The goal of this journey is to retmiourselves. Such a homecoming can be surprisingly painful,
even brutal. In order to undertake it, we must first agree to emd¢hingQ Stephen Cope
Van der Kolk, B. M.Dhe Body Keeps the ScogeBrain mind and body in the healing of traum#jking
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You can be serene in the knowledge that while you are looking right,
you will be smacked from the left.
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John Hunt and&n Nhlengethwathe art of an ideag and how it can change your lifeZebra Press; 2009
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Notes:

1. This section, like all the others is prepared in such a way that the experts in their fields primarily tell the
story. The sources are clearly displayed and the reader can seek them out for further interrogation of the
subject matter.

2. For a more completeinderstanding of Trauma and the Individual this section should be read in conjunction
with Section 8. Trauma and the Individuad Piagnostics.

Trauma and Stress have become extremely complicated concepts in the psych fields. This is entirely upnacessa
frustration to anycustomerwanting Trauma education and a barrier to public discourse. Sections 8 agempt
unravel the Gordian Knot. From Necessary Stress to Developmental Trauma and Dissociation, hopefully the reac
will have a better understating of how Trauma affgs body, mind and brain. Theater theA Y LI OG 2y LJ
lives is explored through REraumatisation and Masking Trauma.
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TheBiological Mechanisms of Stress & Trauma

The Bain

The Committee on Nomenclature and Statistics ofAimerican Psychiatric Associati@iagnostic And Statistical Manua/ENTAL
DISORDERS8merican Psychiatric Associatielental Hospital Servicd;952

Pespite resistances and lotagsting internal conflicts (about which Kandel has offered very lucidctedtes (Kandel
1998)), the identity of American psychiatry has been constructed by reaffirming a very old conviction that appear
throughout the history of psychiatry: mental disorders are first and foremost brain diseases. This is indeed hov
American psyaiatry is most usually perceived in the rest of the wdpld.

MicheleRosenthglThe Science Behind PTSD Symptoms: How Trauma Changes ThePByainCentral; September, 2015

Wfter any type of trauma (from combat to car accidents, natural disasters to domestic violence, sexual assault t
child abuse), the brain and body change. Every cell records memories and every embedded;rélateda
neuropathway has the opportunity to peatedly reactivate. Sometimes the alterations these imprints create are
transitory, the small glitch of disruptive dreams and moods that subside in a few weeks. In other situations the
changes evolve into readily apparent symptoms that impair function @edent in ways that interfere with jobs,
friendships and relationships.

One of the most difficult aspects for survivors in the aftermath of trauma is understanding the changes that occur
plus integrating what they mean, how they affect a life and wteat be done to ameliorate them. Launching the
recovery process begins with normalizing patima symptoms by investigating how trauma affects that brain and
what symptoms these effects creae.

The 3Part Brain

Whe Triune Brain model, introduced physician and neuroscientist Paul D. MacLean, explains the brain in three
parts:
A Reptilian (brain stem): This innermost part of the brain is responsible for survival instincts and autonomic
body processes.
A Mammalian(limbic, midbrain): The midlevel of thdvrain, this part processes emotions and conveys sensory
relays.


http://psychcentral.com/blog/archives/author/michele-rosenthal/
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A Neommalian (cortex, forebrain): The most highly evolved part of the brain, this area outer controls
cognitive processing, decisignaking, learning, memory and inhibitory functiofs.

PBuringa traumatic experience, the reptilian brain takes control, shifting the body into reactive mode. Shutting down
all nonessential body and mind processes, the brain stem orchestrates survival mode. During this time the
sympathetic nervous system increaséi®ss hormones and prepares the body to fight, flee or fre@ze.

4h a normal situation, when immediate threat ceases, the parasympathetic nervous system shifts the body inte
restorative mode. This process reduces stress hormones and allows the braiift tuask to the normal topdown
structure of control.

However, for those 20 percent of trauma survivors who go on to develop symptoms otrgostatic stress
disorder (PTSD) an unmitigated experience of anxiety related to the past traumahe shift fom reactive to
responsive mode never occurs. Instead, the reptilian brain, primed to threat and supported by dysregulated activit
in significant brain structures, holds the survivor in a constant reactive State.

The Dysregulated Postrauma Brain

The faur categories of PTSD symptoms include: intrusive thoughts (unwanted memories); mood alterations (shame
blame, persistent negativity); hypervigilance (exaggerated startle response); and avoidance (of all sensory ar
emotional traumarelated material). The S OF dz&S O2y FdzaAy3a aevYLiizaya FT2N a
0KSe8 Q@S &adzRRSyfte 0S02YS a2 2dzi 2F O2ydNRBf Ay GKSANJ

Unexpected rage or tears, shortness of breath, increased heart rate, shaking, memory loss, concentration challeng
AYA2YYAlLS YyAIKGYFNBA YR SY2GA2y Lt ydzvyoAy3d OFy KA2
AdzZNIDAG2N) 62y QG adaa2dzad 3ISG 20SN) AdGé odzi GKFEG &aKS ySS&
healing in order to do so.

Throudhout the brain several chemical and biological imbalances can present after trauma. Their effects are
especially exacerbated by three major brain function dysregulations:

A Overstimulatedamygdala:An almondshaped mass located deep in the brain, the amyadslresponsible
for survivalrelated threat identification, plus tagging memories with emotion. After trauma the amygdala
can get caught up in a highly alert and activated loop during which it looks for and perceives threat
everywhere.

A Underactivehippocanpus:An increase in the stress hormone glucocorticoid kills cells in the hippocampus,
which renders it less effective in making synaptic connections necessary for memory consolidation. Thi
interruption keeps both the body and mind stimulated in reactivede as neither element receives the
message that the threat has transformed into the past tense.

A Ineffective variability: ¢ KS O2yaidalyid StS@raAz2y 2F adNBaa K2NY
regulate itself. The sympathetic nervous system reradiighly activated leading to fatigue of the body and
many of its systems, most notably the adrenal.

VirginiaHughesStressThe Roots Of Resiliendettp://www.nature.com/news/stressthe-roots-of-resiliencel.11570

Wver the past two decades, researchers have used various kinds of imaging techniques to peer insidestod brain
trauma victims. These studies report that in people with PTSD, two areas of the brain that are sensitive to stres
shrink: the hippocampus, a deep region in the limbic system important for memory, and the anterior cingulate
cortex (ACC), a part of thmrefrontal cortex that is involved in reasoning and decigiwaking. Functional magnetic
resonance imaging (fMRI), which tracks blood flow in the brain, has revealed that when people who have PTSD
reminded of the trauma, they tend to have an underaetiprefrontal cortex and an overactive amygdala, another
limbic brain region, which processes fear and emofibn.

People who experience trauma but do not develop PTSD, on the other hand, show more activity in the prefronte
cortex. In August Kerry Ressler, a neuroscientist at Emory University in Atlanta, Georgia, and higussishowed

that these resilient individuals have stronger physical connections between the ACC and the hippocampus. Tt
suggests that resilience depends partly on communication between the reasoning circuitry in the cortex and the



http://www.nature.com/news/stress-the-roots-of-resilience-1.11570#auth-1
http://www.nature.com/news/stress-the-roots-of-resilience-1.11570
http://www.nature.com/news/stress-the-roots-of-resilience-1.11570#b1
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several braiimaging studies of rape victimsoldiers and other trauma survivais.

UniversityOf Oxford; Traumatic experiences change the brain even in those without PTSIRSYPOSBUGUSTE, 2015

Wrauma may cause distinct and lelagting effects even in people who do not develop PTSD {pastatic stress
RAA2NRSNDZ F OO2NRAYy3I G2 NBaSIHNOK o0& aoOASydGAada 2N
already known thastress affects brain function and may lead to PTSD, but until now the underlying brain networks
have proven elusivef SR 6& tNRBT az2NISy YNARy3ISt ol O&nalysisi é¢f &l brais F 2 |
research on PTSD is published in the jouN&lrosciencand BiobehaviouraReview

E.A.Stark’ C.EParsonsT.JVanHartevelt M. CharquereBallester H. McManners A. Ehlers A. Stein M.L.KringelbachPosttraumatic stress
influences the brain even in the absence of symptoms: A systematic, quantieatheta-analysis of neuroimaging studies)

Whe team separated studies by type of control group: traterposed (those who had experienced trauma but did
not have a diagnosis of PTSD) and traumaive (those who had not experienced trauma), and compared the
individuals with PTSD to both groups. This yielded an insight into how the abnormalities in functional brain activity i
PTSD comprise a whelbeain networkQ

Whe analysis showed that there were differences between the brain activity of individualPW#h and that of the
groups of both traumaexposed and traumaaive participant2

Whis suggests that even in the absence of symptoms, trauma may have an enduring effect on brain functio
Critically, the research found that in parts of a region oftih&in called the basal ganglia, brain activity was different
when comparing people with PTSD to the trauexgposed grouff2

oCrucially, the metanalysis has identified the need to directly compare tratemposed and traumaaive groups
to identify potenial biomarkers that could help early diagnosis and potentially novel treatments for @TSD.

Van der Kolk, M.Ohe Body Keeps the ScogeéBrain mind and body in the healing of traum&jiking 20
Whe braindisease model overlooks four fundamental truths:

1. Our capacity to destroy one another is matched by our capacity to heal one another; Restoring relationships
and community is central to restoring w4leing;

2. Language gives us to the power to change ourselves and others by communicating our experidpiogs, he
us to define what we know, and finding a common sense of meaning;

3. We have the ability to regulate our own physiology, including some of the so called involuntary functions of
the body and the brain, through such basic activities such as breathingngm@and touching; and

4. We can change the social conditions to create environments in which children and adults can feel safe and
where they can thrive

Patience MasonA Short History of PTSDitp://www.patiencepress.com/documents/A%20short%20History%200f%20PTSD. pdf

Whe current fad for brain chemistry explanations of everything is a pet peeve of mine particularly as it relates t
PTSD. Although soldiers have baawing for centuries that war changed them, the American Psychiatric Association
dzZiSR G2 aleéx bb2 Al RARYQUHb b2g (GKS O2y@SyiliAiz2yl f
F2NBGSNWhH L OFyQil | 3INBSP Hobyou ¢ai de@ehb SeNIsKiIS nefv yieurons,landy
probably change your brain chemis@y.

Wrauma physically changes the structure of your brain. Recent studies show your brain can change and grow at &
age. Being in an unfamiliar environment and learnieg/ithings helps your brain grow. So getting into a new kind of
therapy and/or learning new tools may be just what you n€kd.

Pat BrackenTowards a hermeneutic shift in psychiatryorld Psychiatry 13:30ctober 2014

W do not believe that we will ever be able to explain the meaningful world of human thought, emotion and
0SKI @A2dz2NJ NBRAzOGA PGSt ey dzaAy3d GKS ad22ta 2F Of AyAOl
Neuroscience offers us powerfuhsights, but it will never be able tground a psychiatry that is focused on


http://www.psypost.org/author/university-of-oxford
http://www.sciencedirect.com/science/article/pii/S014976341500192X
http://www.sciencedirect.com/science/article/pii/S014976341500192X
http://www.sciencedirect.com/science/article/pii/S014976341500192X#aff0005
http://www.sciencedirect.com/science/article/pii/S014976341500192X
http://www.sciencedirect.com/science/article/pii/S014976341500192X
http://www.sciencedirect.com/science/article/pii/S014976341500192X
http://www.sciencedirect.com/science/article/pii/S014976341500192X
http://www.sciencedirect.com/science/article/pii/S014976341500192X
http://www.sciencedirect.com/science/article/pii/S014976341500192X
http://www.sciencedirect.com/science/article/pii/S014976341500192X
http://www.patiencepress.com/documents/A%20short%20History%20of%20PTSD.pdf
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interpretation and meaning. Indeed, it is clear that there is a major hermeneutiertsion to neuroscience itsel
mature psychiatry will embrace neuroscience but it will dis® OS LJG G KI & aGKS ySdzZNRPoA 2
finds its limit in the simple and often repeated fact: mental disorders are problems of persons, not of brains. Menta
disorders are not problems of brains in labs, but of human beings & spaceQ dzf G dzZNB> """ KA & (2

Neuro-Plasticity

GCKS ONIAY A& YSAGKSNI LINBRSGSNNAYSR y2
Butratherisa® NA Iy 2 F LoRis Cdaoknd A 2 y £ @

Kezelman, C., Stavropoulos,A&Rlults Surviving Child Abuse (ASCA) 2012
Practice Guidelines for Treatmemtf Complex Trauma and Trauma Informed Care and Service Delivery.

Kezelman, C., Stavropoulos,factice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Déltdty.
Surviving Child Abuse (ASCA) 2012

Wnderstanding obrain neuroplasticity reveals the devastating and lbegn effects of unresolvettauma. This is

for individuals, families and society as a whole. But it also reveals the corollary afttias new, different, and
positive experiences can activate pos neurological change and pathwatgsrecovery. As Bloom and Farragher
argue, understanding the psychobiology of trauma ‘restooemtext to what has increasingly become a
decontextualised meaning framework in mental heakhbstance abuse, and otheBNJIA OS LINI OiG A OS¢
of so much dysfunction and distress lieadverse childhood experiences which are highly prevalent, this requires
reconfiguration of bottour conceptual frameworks and current ways of operating.

Whe exciting corollary ahe now recognised neuroplasticity of the brain is that neural growth @mhge can occur
across the lifesparThis possibility was precluded by previous readings oitieA ESRQ o6 NI} Ay X | O0;
than optimal brain functioning might be compsated for butcould not be modified. What is now termed "the social
ONI AYyQ Aa odzAf i 2 @SNy &E A Yidos Gl ISaNirali@ Nikeémiti@ lageS of @ighideen

and twenty four months, viattunement between the right brain heisphere of the caregiver and the right brain
hemisphere othe childQ

WKS NAIKGI KSYAALIKSNBE 2F GKS o0NIAY 0D NA 2 dzwith dhe lg@fS NI ¢
KSYAALIKSNB o0LR2LJzZ FNI& (1y2¢y bran). DokhBantGrths daily Qears of fe, Thy A
right brain hemisphere is also linked poe-verbal experienceRightbrain functioning is critical in ways that extend
well beyond initial understandings of it, and which chsights from the new field o&ffective neuroscience
O00AYUSNLISNEZ2Y!I fy SUARZNR @A 2323 20T A0k DKYSY i Q0 6KAOK ¥F:
identity in the context of early emotional (attachment) relationshipsed to inform all current work in relatido
complex trauma This includes updated understanding of the legacy of child abuse, and reyisalines for
serviceprovision to survivors of itThe extent to which emotional and psychological experience can now be
physiologically correlatedvith neurdogical functioningrepresents enormous opportunities for revised practice
across a range oflisciplines and services. Yet it needs to be reiterated that while novel in its utilisation of
technologicaladvances unavailable to previous eras, contemporaryraxscientific research also bears out key
insights of early work on trauma. This includes aspects of the pioneering andlayelied work ofFreud, who is

now credited as having laid important scientific and neurological groundwork.stigtctive expéence can now be
objectively correlated in the braronstitutes a research innovatiasf major proportions, the many implications of
which are now beginning to unfold. 6

Beyord the Bain

Van der Kolk, M.Ohe Body Keeps the ScogeéBrain mind and body ithe healing of trauma\Viking 20

P FGSNI GNIF dzYk GKS g2NIR Aad SELISNASYOSR 6AGK | RAFFSN
on suppressing inner chaos, at the expense of spontaneous involvement in their lives. These attemptsam maint
control over unbearable physiological reactions can result in a whole range of physical symptoms, includin
fibromyalgia, chronic fatigue, and other autoimmune diseases. This explains why it is critical for trauma treatment t«
engage the entire orgasrbpdy, mind and brain.
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Martha Cabrea; Essay: Living and Surviving a Multiply Wounded Countryhttp://siyathanda.org.za/index.php/resources2/&3ultiply-
woundedcountry

WdzNJ 62N KIFI&a 20fA3ISR dza (2 &adGdzReé Sy2GA2ya Ay RSLIIK
F220T7T AG NM¥zya GKNRdAdzZZAK (KS ¢gK2fS 02Re® 9Y2I{Aeydy goa S
rigid. The emotions resulting from being wounded, from trauma, which are rage, sadness, fear and guilt
automatically generate bodily changes. The body is wise and uses these changes to invite us to express the emoti
9Y20A2Yy Aa réalive AWhgh wé fidl shd abdbitthaving lost something or someone, that sadness is a sig|
of life. When people acknowledge pain, sadness or some other profound emotion, they usually give themselves tf
time needed to digest it, and when they express anflec# on it, the emotion continues its normal course,
eventually dissipating. But when that acknowledgement is blocked for whatever reason, the emotibith have

an impact on the immune system, the neurological system, the circulatory system, the whdje toigger
LIKeaA2f23A0Ft OKIFIy3dSa Ay o0f22R LINBaadzaNBX G§SYLISNI Gdz
relationship between the illnesses we suffer and the emotions we reffess

Richard Harridtike All Animals, We Need Stress. Just Not Too Mucpr; JULY 09, 2014 TTP://WWW.NPR.ORGSTIONS/HEALTH
SHOTS/2014/07/09/328.6030/LIKEALLANIMAL SVENEEESTRESBJSINOFTOGMUCH

The biological mechanisms that help us in the short run, it turns out, aren't so useful when the stress grinds on fc
weeks or months.

McEwenwho wrote The Endof StressAsWe Knowlt, says often people find ways to tolerate that stress. But it can
also be overwhelming, "and then, we have something that's been calléd $tess," he says.

The stress system gone awry can literally make you sick.

"When stress is sustained or repeating or extreme, then all [the usual systems] gets disruptediudapkil, co-
director of the Molecular and Behavioral Neuroscience Institute at the University of Michigan. "And eventually, yot
do it long enough and it starts impacting other systems ... immune responses; it can affect the heart; it affects brai
cells. 1 depends how long we're talking about."

A lot of stress can be very disruptive,” Akil says. "But a little bit of stress is kind of like working your muscles, yo
emotional muscles. And you build them up and you learn how to cope. So this is not sonik#iisgrretrievably

wired to be bad or good. It can be retuned and fineed, and it's never too late."

Stress is, at root, a mechanism for adapting to changing circumstances. So when a challenging situation inevitably
appears, the trick is to get thetress reaction to work to your advantage.

Elyse R. Park, Ph.D., M.P.H., Lara Traeger, Ph.DMai@mVranceanu, Ph.D., Matthew Scult, B.S., Jonathan A. Lerner, Ph.D., Herbert Benson
M.D., John Denninger, M.D., Ph.D., Gregory L. Fricchione, MéOevelopment of a PatieniCentered Program Based on the Relaxation
Response:The Relaxation Response Resiliency Program (BRP¥hosomatics 2013:54:1@54 © 2013 The Academy of Psychosomatic
Medicine. Published by Elsevier Inc. All rights reserved.

Btres is the process through which environmental dematedsor exceed the adaptive capacity of an organism,
resulting in distress. Distress may manifest as psychologichbr biological changes that place individuals at risk
for disease. Hans Selye defingdi NBa a I a GNEKSLRAY VY LBEPDAFKS® o02Re G2 |y
distress occurs when stress is overwhelming or persisdedtnot dealt with in a positive manner. Related to stress

is the stress response, described by Walter B. Cannoth®s & PATIKAIAKGE NBALRYASI 4K
coordinatedphysiological changes that occur when animalsluding humans, perceive thregx.

Best Start Resource Cent(@012). When Compassion Hurts: Burnout, Vicarious Trauma and Secondary Traunfaenatal and Early
Childhood Service Provider$oronto, Ontario, Canada: author.

WLG Aa KStLFdA G2 dzyRSNAGIFYR GKS 060A2ft23A0Ff YSOKIY
impact. How does trauma affect our body and why? Givenstdm®e situation, why is one person traumatized but
another is not? When a person has stress or experiences a traumatic event, chemical and biological processes t:
LX I OS®Q

Our stress response is controlled by our Autonomic Nervous System (ANS). ThenAditarge of preparing our
body for flight, fight or freezing when there is a perceived threat. Imagine yourself in a stressful situation. What are
some of the body changes that occur? Increased heartbeat, cold hands, dry mouth and tensing of musales are
directed by your ANS.

During a traumatic event the ANS activates the victim towards fight, flight or freeze. Service providers working wit
highly stressed or traumatized individuals are also vulnerable to an ANS response (Rothschild, 2006).


http://siyathanda.org.za/index.php/resources2/83-multiply-wounded-country
http://siyathanda.org.za/index.php/resources2/83-multiply-wounded-country
http://www.npr.org/sections/health-shots/2014/07/09/325216030/like-all-animals-we-need-stress-just-not-too-much
http://www.npr.org/sections/health-shots/2014/07/09/325216030/like-all-animals-we-need-stress-just-not-too-much
http://www.npr.org/templates/story/story.php?storyId=864895
http://www.mbni.med.umich.edu/mbni/faculty/akil/akil.html
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Our ANShas two branches, the Sympathetic Nervous System (SNS) and the Parasympathetic Nervous System (P!
They work together to promote survival of the individual and to maintain balance in the body. The SNS activate
under conditions of stress, such as trauimastress at the most extreme. The PNS is activated during rest and
relaxation, and during distress such as sadness (Rothschild, 2006).

When a threat is perceived, the SNS is the primary system aroused and the body reacts quickly. Pupils dila
heartbeat increases and blood flow is redirected from the skin to the muscle, digestion stops, oxygen supply
increases and the body readies for fight or flight. When the threat is over, the PNS takes over helping the boc
return to a calm relaxed state.

When thereis extreme lifethreatening danger, the SNS and PNS can both be activated to their highest level, causin
the body to freeze, like a deer caught in the headlights. The person experiencing freezing has an altered perceptit
of time and space, and feels fepain and emotion. Time slows down and they are no longer afraid. Freezing can be
viewed as an extremely valuable survival defense in some conditions (Rothschild, 2006).

This threat perception and response occurs at the unconscious level and is nottsbge cognitive or rational
process. Personality, emotional content, experiential background, beliefs and internal resources play a large role
determining the perception of threat or danger. This explains why two people in the same situation cavehave
RAFFSNEBY (G NBIFIOlA2yaodQ

Dr. Kaufmann, CCFP, FCHRategies for coping with stress and building personal resilience for physici@h4A Physician Health
Programme;

W. é¢A4& WHaAMdstasBR.eé YA IKG | £ &2 additHe idlogyFodtieds s inerestirgComsider first
the concept ofhomeostasis, the maintenance of thaternal physiological environment afn organism within
healthy limits.

Homeostasis means that we eahen hungry, drink when thirsty, sleaghen tired, and so on.Hus we aregestored.
This is the physiology of owvegular patterns, routines and diurnaériationst the baseline biochemica K dzY ¢ 2
existence Homeostatic processes and mechanidmse been long studied arate well understood

Allostasis
ButwhatK | LILISY & ¢ K 8aywhéndwung@ gf @ifito sleep wheined?

A newer concept is that of allostasiBhe body adapts to potentialliverse and dangerous situatiotisrough the

activation of neural, hormonatr immunological mechanismkiberationof cortisol and adrenalinare just two such
stress responses he problem is that the organisia fatigued and otherwise stressed bych an attempt to deal
g A UK @ @®high Bhightlie only skipping meala a very busy day).

Allostasis is the&eombined physiologicaind psychological adaptaticio adversity and threats which creategear
and tear upon the organism. Allostatiesponses are mediated ltlge brain and nervous system, bptobably affect
every cell and systewithin the body.When dlostatic challenges arew, the body has time to recover amdturn
to a healthy homeostatic stat&Vhen the individual is challengedpeatedly, or when the allostatigystems remain
turned on when ndonger needed, the mediators of allostasian prodice a wear and teaon the body that has
beentermeda | t £ 23 0Q GAO 2 Rde¢

VirginiaHughesStressThe Roots Of Resiliendettp://www.nature.com/news/stressthe-roots-of-resilience1.11570

WIthough most people() recover from trauma, some never do. Some scientists are seeking explanationstior suc
differences in the epigenome, the chemical modifications that help to switch genes on and off (). Others are lookin
in the genes themselves. Take, for exampl€éBP5a gene involved in hormonal feedback loops in the brain that
drive the stresgesponse. In 2008, Ressler and his colleagues showed that diimd¢ome, innercity residents who

had been physically or sexually abused as children, certain variafkBRpredisposed them to developing PTSD
symptoms in adulthood. Ber variants offere protectionQ

Van der Kolk, M.Dl'he Body Keeps the ScogeBrain mind and body in the healing of traum&jking 20

Whe body keeps the score. If the memory of trauma is encoded in the viscera, irbhegliking and gut wrenching
emotions, in autoimmune idorders and skeletal/muscular problems, and if mind/brain/visceral communication is
the royal road to emotion regulation, this demands a radical shift in our therapeutic assumfions.


http://www.nature.com/news/stress-the-roots-of-resilience-1.11570#auth-1
http://www.nature.com/news/stress-the-roots-of-resilience-1.11570

GoodStress Bad Stress

G¢KS FT2NOSa 2F FILdS GKFG 68N R2gy 2y Yy
Ftaz2 KF@S GKS OF Vitodman® (2 Syy20t S8 KAYE

RobertPaul JusterFrom Stressed Neurons to Resilient NeighborhooBsscussion with Drs. llia N. Karatsoreos and Bruce S. McEwen;

Mamoth Magazine; Issue 13; Summer 2013.

Bress is notoriously unpopularlt is geneally expressed or exclaimed negatively anth@dt never espoused or
SYONI OSR LRaAlGA@Sted /Iy aiNBaa o6S 3I22R Jomdlinedzavkn ! F
delightfully so for daredevils and sensatiseekers. Stress also kept our ancestors sharp so they coutthwen
breathing and breeding. Today, we no8 NJ -+ F X I8&® FNRY YIYY2(iKa ftA1S ¢S
stressing outabout our hostile boss, saved or spent money, conflicts and clashes, economic crises, and countle
varieties of reléively mundane stressors. In the grand scheme of things, such stressors rarely threaten our surviva
so why are we still so stressed owd?r € 6S aiGNBaa Ay (2RlI&Qa Y2RSNYy-um2Oj
leftover from our ancestral programming. True, our brain has not changed much in the last 10,000 years, so perha
g SQNB 2dza i ¢ A NB-Rothe@tigeksBuver® étill @uad. 14 Sressi rhedely BIepugnant residue forever
part of our bidogical baggage? Or maybe stress has stuck around for the right reasons so we can thrive. Could stre
therefore be our ally rather than our enem@?

@INeedMotivatiomd Reasons Why Yddeed Stress!

Y2 YdzOK Kla 0SSy alAR | o62dzi K2¢g aiaNBaa Aa fA1S GKS
necessary to get rid of all stress from our lives. Truth is, stress can be a vital benefit to your life. Under the rigl
circumstances, stress can be your best friéhd!

Productivity
Bhort bursts of stress can really lit a fire under you! Whenever you feel some stress about finishing a certain task,
can create the right inspiration to get you goifig.

Competition

Wnyoneld KI 4 Q& SOSNJ LIX @SR | aLRNIL (y2sa GKFKG FSStAy3
3SGaGAY3 2dzi GKSNB YR gAY Aad loaztdziSte ySOSaal NB
the gameQ

Health

We allknow theRI Y 3S (GKFd f2y3 o02dzia 2F adNBaa Oly R2 (2
diseases, as well as making us age faster. However, short bursts of stress can actually be good for your health. /
matter of fact, it is vital to youwell being. Research has shown that it can strengthen your immune system and
LINBGSy G | 3FAyad &ddzOK RA&aSlIasSa a !'f1T KSAYSNRaz Ay (¢
been shown that patients who experience moderate levelsstoéss recover faster after surgery than patients
SELISNASYOAYI KAIKSNI 2NJ £t 26SN) £ S@Sta 2F aiNBaaod ¢KS
function properly, physiologically speaking, but just like with anything, too much aflitlee opposite effect takes
placeQ

Richard Harrigike All Animals, We Need Stress. Just Not Too Muagih; JULY 09, 201#HTTP:// WWW.NPR.ORGSTIONS/HEALTH
SHOTS/2014/07/09/3Z8.6030/LIKEALLEANIMALSVENEEESTRESBJSINOFTOGMUCH

Wsk somebody about stress, and you're likely to hear an outpouring about all the bad things that cawselithe
bad things that result. Buf you ask a biologist, you'll hear that stress can be good.

In fact, it's essential.


http://www.ineedmotivation.com/blog/author/admin/
http://www.ineedmotivation.com/blog/2008/03/4-reasons-why-you-need-stress/
http://www.npr.org/sections/health-shots/2014/07/09/325216030/like-all-animals-we-need-stress-just-not-too-much
http://www.npr.org/sections/health-shots/2014/07/09/325216030/like-all-animals-we-need-stress-just-not-too-much
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For example, the adrenal glands of all animals have evolved to pumgiresshormonesin unexpected situations

T the hormones spur action and increase fuel to the brain, helping the animal react to danger appropriately. Thos
hormones also flow to memory centers in the brain, to help the critter remember those notable moments and
placesQ

Anthony S. Zannaand Anne E. WesEpigenetics and the regulation of stress vulnerability and resilierdeuroscience2014 April 4; 0: 157
170. doi:10.1016/j.neuroscience.2013.12.003.

WeKS GSNY aiNBaa OFy 0SS dza S ke drganislB fespdnbelioza stdsil Stndldisfor &
the consequences of this response (Levine, 2005). By contrast, the term stressor has been more consistently usec
denote the physical and emotional challenges that threaten organismal homeostasistressl response denotes

the organism's behavior in the face of such challenges (Chrousos and Gold, 1992, Karatsoreos and McEwen, 20
Because stressors are physiologically coupled to stress responses, some researchers have advocated for use of
more hdistic term allostasis to describe the process by which variations in internal function allow an organism tc
I OKAS@S aidloAtAde Ay (GKS FFLOS 2F O2yaidlydate OKFy3IAy

W f K2dzAAK GKS GSNXa ecomidayicariyindgafiie connotstidrs,astrebsBesialdsgsican be
either adaptive or maladaptive and even similar responses can have different adaptive value in distinc
environmental contexts. For example, combat veterans exhibit vigilance and fear respgbaseare adaptive in the
combat zone because they decrease the likelihood of injury and death. However, these same responses becor
maladaptive if they generalize to other settings and persist after return to civilian life. Other determinants of the
adapive value of the stress response include the intensity, type, and timing of the stressor. Stressors that occL
early in development have greater and more enduring effects than stressors that occur in adulthood, effects tha
vary depending on stressor intsity, duration and frequency (Hoffmann and Spengler, 2012, Russo et al., 2012).
Chronic excessive stress carries a high risk of detrimental consequences, whereas acute intermittent stress may
essential for successful adaptation to changing natural sowal environments (McEwen, 2008). Mild to moderate
stress may enhance cognitive and emotional learning via the induction of neural plasticity and the adaptive
remodeling of neural circuits, and may thus be a necessary component of learning and suqssfatherapy
(Cozolino, 2010). The importance of stressor intensity for determining stress response has been further highlighte
over the years by the definition of Pestaumatic Stress Disorder (PTSD) in the Diagnostic and Statistical Manual fol
Mental Disorders (DSM). In the 4th edition of DSM, a stressful event has been traditionally considered capable
ObdzaAy3d t¢{5 2yfe& AF Al Ay@2t@Sa GKS al OlGdzr £ 2NJ KN
2T aStF 2N d2ASESNEEY UFSVRASAYFRSE NE KSf L)X SaaySaas 2N K2
Although this criterion was recently revised in the 5th edition of DSM, intensity remains an important characteristic
2F (NI dzYlF 6AO S@Sylasr mwdatendkdeaihkKeaztdal orRthraajeiea sedGs injuily, ®i-adtiabor U
GKNBFG§SYySR &aSEdzrt @OArA2ftSyO0Sdé 6! YSNAOIY t 88 0KALFGNRO
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http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3079864/
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Toxic Stress

Woxic stress is the bad apple that gives the wholeNBE d4a 2 NOKIF NR | o0F R NBL
Wike stress itself,
stress responses are diverse and span the spectrum from adaption to maladagzation.

RobertPaul Justerrrom Stressed Neurons to Resilient NeighborhooBsscussion with Drs. Ilia N. Karatsoreos and
Bruce S. McEwelamoth Magazinelssue 13; Summer 2013.

Imperial College of LondpResilience and Stress Management;

http://www3.imperial.ac.uk/staffdevelopment/ldc/workshops/prof dev/stressmanagement

Btress is now directly named as the biggest cause of -vedaked absence, and indirectly responsible for many
other causes including mental health illnesses angsculoskeletal disorders.

It has also been proven to have a negative impact on performance, decision making and creativity. This means tt
there are longterm, negative, implications for both individuals, and organisations. However, there are skills and
behaviours that we can adopt to help manage stress and develop resilience, and these form the basis of our range
worki K2 LJA | YR &adzZLJLJ2 NI F2NJ L€t adlFF¥Q

YourTangdexperts The HarmfulEffects of Toxic Stress on You & Your ChildfesychCentral;
http://psychcentral.com/blog/archives/2013/11/27/thdarmfuleffectsof-toxic-stresson-youyour-children/

Whildren exposed to prolonged adversity, such as physical or emotional abuse or chronic neglect, caregive
substance abuse or mental illness, are at greater risk for cancer, diabetes and other diseases. ToHicrsasss
GKSANI NR&Ala F2N) avy21Ay3dz RNHzZA dondedia $denceandzAidopieRs®a
{AYdzZ GFyS2dates G2EAO & idhEhéed of Subcyss iINEROA;DAEAInGj&bs &ni Manyaifidg
stablerelationshipsQ

CarolGerwin Pediatricians Take On Toxic Stre€enter on the Developing Child; Harvard UniverdigcklingT oxic Stress

W growing body of scientific evidence about the power of severe childhood stress to weaken brain architecture an
damage lifelong health is prompting leadirpediatricians to call for a seismic shift in pediatric primary care.
TheAmericanAcademyof Pediatrics(AAP) which represents 60,000 physicians, is planning a comprehensive public
health strategy toidentify and reduceoxic stressin their youngest patients. They see this not only as a way to
AYLINER @S (i K BealtdJackdssiithe Sifgdpan Qbut also as a means of improving/ thell Ahgayfh and
economyQ

G! yF2NIdzyl 6Stes a | O2dzyiNE ¢6SQ@S AIYy2NBR |t GK2
2012 ad5d03s 27F ¢dzZlaAFSS LAMFAfGF AINKIBKASR Syt QGay RA VY SCRKAF Y LIA 2
[facing toxic stress] grow older, there become more and more issues that become more expensive to fix. And ofte
iKS@QNB y20 FAESR G Itttz 0SO0lIdaS (KSe@Q@yS 6S02YS 2
Extensivebiologicalresearchshows that severe, chronic stress can become toxic to developing brains and biological
systems when a child suffessgnificant adversity, such as poverty, abussject, neighborhood violence, or the
substance abuse or mental illness of a caregiver. In the absence of responsive relationships with adult caregivers
OKAf RQa aidNBaa NBalLlRyasS aeaitSvya 32 2y KA days, eveh Beglds. |y
The cumulative toll increases the likelihood of developmental delays, learning disabilities, and childhood behavic
problems, as well as diabetes, heart disease, depression, drug abuse, alcoholism, and other major health problems
adultsQ

Center on the Developing Child; Harvard UniverSityic Stressdevelopingchild.harvard.edu/key_concepts/toxic_stress_response/

Woxic stressesponse can occuvhen a child experiences strong, frequent, and/or prolonged adverstich as
physical or emotional abuse, chronic neglect, caregiver substance abuse or mental illness, exposure to violenc
and/or the accumulated burdens of family economic hardshipthout adequate adult suppor®

Whe future of any society depends on its ability to foster the healthy development of the next generation. Extensive
research on the biology of stress now shows that healthy development can be derailed by excessive or prolonge
activation of stress response systems in the body (especially the brain), with damaging effects on learning, behavi
and health across the lifespdb.


http://www3.imperial.ac.uk/staffdevelopment/ldc/workshops/prof_dev/stressmanagement
http://psychcentral.com/blog/archives/author/yourtango/
http://psychcentral.com/blog/archives/2013/11/27/the-harmful-effects-of-toxic-stress-on-you-your-children/
http://psychcentral.com/blog/archives/2007/12/06/domestic-violence/
http://developingchild.harvard.edu/key_concepts/toxic_stress_response/
http://www.aap.org/
http://developingchild.harvard.edu/topics/science_of_early_childhood/toxic_stress_response/
http://developingchild.harvard.edu/resources/articles_and_books/#JAMA
http://developingchild.harvard.edu/resources/reports_and_working_papers/working_pa/
http://developingchild.harvard.edu/key_concepts/toxic_stress_response/
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WKSY | @2dzy3 OKAfRQa aidGNBaa NBalLRyasS aeé amel&ishahips wits | ¢
adults, these physiological effects are buffered and brought back down to baseline. The result is the development
healthy stress response systems. However, if the stress response is extreme addstmgy and buffering
relationships are unavailable to the child, the result can be damaged, weakened systerbsaamarchitecture with
lifelong repercussionQ

WiQa A Y dinglishyarongitiree kinds of responses to strpssitive tolerablg andtoxic. As described
below, these three terms refer to the stress response systems' effects on the body, not to the stressful event o
experience itself:

Positive stressresporseis a normal and essential part of healthy development, characterized by brief increases in
heart rate and mild elevations in hormone levels. Some situations that might trigger a positive stress response al
the first day with a new caregiver ogceiving an injected immunization.

Tolerablestressresponset OG A @ 1S&a (KS o02ReéQa fSNI aeadsSva Gz |
lasting difficulties, such as the loss of a loved one, a natural disaster, or a frightening injugyadtivation is time
limited and buffered by relationships with adults who help the child adapt, the brain and other organs recover from
what might otherwise be damaging effects.

Toxic stressresponsecan occur when a child experiences strong, frequent/ar prolonged adversity such as
physical or emotional abuse, chronic neglect, caregiver substance abuse or mental illness, exposure to violen
and/or the accumulated burdens of family economic hardshigthout adequate adult support. This kind of
prolonged activation of the stress response systems can disrupt the development of brain architecture and othe
organ systems, and increase the risk for stnedated disease and cognitive impairment, well into the adult yé€ars.

When toxic stress responseags continually, or is triggered by multiple sources, it can have a cumulative toll on
Yy AYRAGARdzZ f Qa LIK dodallifetimie. TheyriRre atigeysé éxperiekcsstirt childhood, the greater

the likelihood of developmental delays and later hiafiroblems, including heart disease, diabetes, substance

abuse, and depression. Research also indicatesstigtortive responsiverelationshipswith caring adults as early in

life as possible can prevent or reverse the damaging effects of toxic stress response.

CarolGerwin Pushing Toward Breakthroughs: Using Innovative Practice to Address Toxic S@rester on the Developing Child; Harvard
University;TacklingToxic Stress

Wsing the expanding scientific evidence about the l®rgn, damaging effects dbxic stress a small but growing
group of forwardthinking social service practitioners are trying innovative approattegstarget its root causes and
could lead to breakthroughs in the effectiveness of interventiofa both children and their caregivefs.

Whe practitioners lead a diverse set of organizations serving infants, toddlers, and preschoolers nationviftey but
share a fierce commitment to finding more effective waystdancethe capabilitiesof everyonewho caresfor
children at home and in the community. The I NS Fff YSY0oSNAR 27F (K SFrant®ssaf S NJ
Innovation(FOl)}community, which comprises researchers, practitioners, policymakers, philantrsppistl experts

in systems change from across North Amefica.



http://developingchild.harvard.edu/key_concepts/brain_architecture/
http://developingchild.harvard.edu/key_concepts/serve_and_return/
http://developingchild.harvard.edu/key_concepts/toxic_stress_response/
http://developingchild.harvard.edu/topics/science_of_early_childhood/toxic_stress_response/
http://developingchild.harvard.edu/resources/multimedia/videos/theory_of_change/
http://developingchild.harvard.edu/resources/multimedia/videos/theory_of_change/
http://developingchild.harvard.edu/foi/
http://developingchild.harvard.edu/foi/
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What is Trauma?

6hyé 2F GKS ftl ad TNBVGASNIA 2F 2dzNJ a20ASGe& Aa G
Prof Warwick Middleton

Kezelman, C., Stavropoulos,Factice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and
Service DeliveryAdults Surviving Child Abuse (ASCA) 2012

GECKSNSE IINB aS@OSNIf (KAy3Iad e2dz aK2dZ R O2yaAiARSNJ o
thanifé 2dz ¢ SNBE 3JI2Ay3 G2 6S3IAAYy OFNAYy3I F2NElye 20K
Philip ChandlefThe Barefoot Beekeepehttp://www.biobees.com/how_to_start beekeeping.php

S
S

Substancé\buse and Mental Health Services Administratioh a | { ! Qa / 2y OSLIJi 2 F ¢ NI dzhformed/ARproadvA Ry (
HHS Publication No. (SMA)4884. Rockville, MD: Substance Abuse and Mental Health Services Administration, 2014.

Wrauma is avidespread, harmful and costly public health problem. It occurs as a result of violence, abuse, neglec
loss, disaster, war and other emotionally harmful experiences. Trauma has no boundaries with regard to ag
gender, socioeconomic status, race, ethiyicgeography or sexual orientation. It is an almost universal experience of
people with mental and substance use disord@rs.

Substance Abuse and Mental Health Services Administratianmalnformed Care in Behavioral Health Servic@seatment Improvenent

Protocol (TIP) Series 52014

WAt one time, trauma was considered an abnormal experience. Contrary to this myth, the first National Comorbidity
Study (NCS), a large national survey designed to study the prevalence and effects of mental disthidddsited
States, established how prevalent traumas are in the lives of the general U.S. popl{asste(, Sonnega, Bromet,
Hughes, & Nelson, 1995Presented with a list of 11 types of tratinti A O SELISNA Sy O0S&a FyR |
60.7 percent of men and 51.2 percent of women reported experiencing at least one trauma in their lifiééssef,
2000Kessler et al. 1993999:

! The most common trauma was witnessing someone being badly injured or killed (cited by 35.6 percent o
men and 14.5 percent of women).

1 The second most common trauma was being involved in a fire, flood, or other natural disaster (cited by 18.!
percent of men and 15.2 percent of women).

1 The third most common trauma was a fifereatening accident/assault, such as from an automobile
accident a gunshot, or a fall (cited by 25 percent of men and 13.8 percent of women.

THE MORRIS CENTER; for healing from child &wsizpor to Thriver Revised 7/99www.ascasupport.org

Wt a8 OKA O péyWdoldgical corddion lcaused by overwhelming stress that cannot be controlled by normal
coping mechanisms. It can result from a number of situations in addition to child abuse, including war or battlefron
experience, natural disasters, being held hostaand being in the middle of a bombing, hijacking or shootout.
Perhaps the most common symptom of such traumatic exposure is panic attacks involving hyperventilation an
severe anxiety. These can be triggered by anything your senses associate with ybwbpss. Insomnia,
sleepwalking, nightmares and night terrors (a more extreme type of nightmare occurring durirdyeaming sleep
cycles) are other signs of unresolved trauma of some sort.

Many adult survivors don't show signs of psychic trauma untitsyafter the abuse ends. When they do show signs,
survivors often report feelings of extreme anxiety, panic, general fearfulness and disorientation. In the most extrem:
cases, survivors may evidence dissociation (splitting of mind and body), numbing tbdyeand intrusive,
repetitive thoughts and flashbacks to the abuse episode(s). The appearance of these symptoms lets you know th
your psyche is still trying to resolve conflicts associated with your past abuse. There is growing evidence th
survivorsof extreme and prolonged child abuse are susceptible to developing multiple personalities as a means ¢
seltLINP 0 SOGA2Y YR GKFEG OKAfR |0dzaS YIFe 6S GKS Yl 22N

Wisconsin; USA Practical Guide for Creating Traurgformed Disability, Domestic Violence and Sexual Assault Organizatio2311

Wne definition of traum&) was developed by Judith Herman in her grodmmdaking book, Trauma and Recovery.
Herman described events that are traumatic because they:


http://www.biobees.com/how_to_start_beekeeping.php
http://www.ncbi.nlm.nih.gov/books/NBK207192/
http://www.ncbi.nlm.nih.gov/books/NBK207192/
http://www.ncbi.nlm.nih.gov/books/NBK207192/
http://www.ncbi.nlm.nih.gov/books/NBK207192/
http://www.ncbi.nlm.nih.gov/books/NBK207192/
http://www.ncbi.nlm.nih.gov/books/NBK207192/
http://www.ascasupport.org/

13

1. Render ictims helpless by overwhelming force;

2. Involve threats to life or bodily integrity, or close personal encounters with violence and death;
3. Disrupt a sense of control, connection and meaning;

4. Confront human beings with the extremities of helplessness and terror; and,

5.Evo6 GKS NBalLlRyasSa 2F OFiGlFaAGNRPLKS®Q

This is a slow start to a very big subject, but the picture needs to be carefully built because Trauma started t
disappear from our Stzli K ! WMbidalHealtti a RA A 02 dzNBES Ay GKS 1 GS mppnQaod

Thecdevent itself often gains prominence in unpacking trauma:

Psychological traumia a type of damage to the psyche that occurs as a result of A S@SNBf & RAAa
Wikipedia
Substance Abuse and Mental Health Services Administration, Trauma and Justice Strategic. BAMIHNSA's working definition of trauma

and guidance for traumanformed approach Rockville, MD: Substance Abuse and Mental Health Services Administtich;

Wrauma results from an event, series of events, or set of circumstances that is experienced by an individual .
LIKegaAOltte 2N Sy2dAiaz2ylffte KFENYTFdzZ 2N GKNBFGSYyAy3a |y
and physical, sodigemotional, or spiritual welbeingd Q

The American Psychological Association current website definition expands a bit for us:

The American Psychological Associatiaip://www.apa.org/topics/trauma/

Wraumais an emotional response to a terrible event like an accident, rape or natural disaster. Immediately after the
event, shock and denial are typical. Longer term reactions include unpredictable emotions, flashbacks, straine
relationships and evephysical symptoms like headaches or nausea. While these feelings are normal, some peopl
have difficulty moving on with their lives.

Whe events or circumstances may be the result of, but are not limited to witnessing, experiencing or exposure to:

Violence in the home, workplace, school, community or relationships,
Maltreatment or abuse; emotional, verbal, physical or sexual,
Exploitation; sexual, financial or psychological,

Change in living situation such as eviction or move to nursing home,
Neglect,

Deprivation,

Physical or psychological injury, either intentional or unintentional,
War or armed conflict,

Natural or humarO dza SR RA &l a i SN

= =4 =4 = =4 =8 =8 -8 =9

Substance Abuse and Mental Health Services Administratianmalnformed Care in Behavioral Health S&ges Treatment Improvement
Protocol (TIP) Series 52014

0Although many individuals report a single specific traumatic event, others, especially those seeking mental health «
substance abuse services, have been exposed to multiple or chronic tra@veritse

Lane Benjamin and Sarah Crawford Brown (South Affites psychological impact of continuous traumatic stresdimitations of existing
diagnostic frameworks

Whe South African Stress and Health Survey (SASH), Williams, William&eeiat, Jackson and Moorman (2007)
found that 56.1% percent of South Africans had experienced more than one traumatic event and a quarter of the
population had experienced four or more traumatic events during their lifetimes. The SASH study is the mos
comprehensive psychiatric epidemiological study using national prevalence data through a representative sample «
4351 South African adulsQ


http://www.apa.org/topics/trauma/
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Andrea Blanchd ¢ K S A Y LI O (i negefrestdcied tb iBdiviouls; kadvaysaffects groups and communitiesfor US

Department of Health and Human Services

Whe cumulative impact of traumatic events and experiences needs to be acknowledged and measured, rather the
having each event or manifestation treated separately. Consequences for physical and meatttalshould always

be considered simultaneousty.

As we shall see, understanding that events may mean several events and not just a single event is often a cause
contention.

Theda S E LIS NRoSAyE OhSé e with the edperndSaimes up time andgain in the literature.

The Canadian Network of Substance AbEssentials of Trauma Informed Ca2012

WNI dzYF Ada RSTAYSR a4 SELSNASYOS GKIG 20SNBKStyYa |y
lifet for example, as a resuttf child abuse, neglect, witnessing violence and disrupted attachmentater in life

RdzS (2 @A2tSyO0Ss | O0OARSydaz ylrdda2NIt RAAFAGSNARAI 4 NE
control, trauma can be devastatifigQ

Alameda Couty Trauma Informed Carehttp://alamedacountytraumainformedcare.org/

We refer to trauma from a psychological perspective to describe experiences that are emotionally painful anc
distressingandl K & 2 OSNBKSEY |y AYRAGARIZ £ Qa OF LI OAGe (2 O:
define a traumatic event, most definitions agree that when internal and external resources are inadequate to cope
with external threat, the experience is omd traumaQThe powerlessness that a person experiences is a primary
GNJF AG 2F GNI dzYF GATFOGA2Y o601y RSNIY2f]1 HAanpO®Q

EstherGiller,President of the Sidran Institute takes it a bit further.

EstherGiller, President Sidran Institute;What isPsychological Trauma 1999

WS Fff dzaS U K Sevesy@apdRguagé tdneY & HighlyAsyfessful event. But the key to understanding
GNJ dzY GAO S@Syia A& G(GKIG Ad NBFSNAR G2 SEG NBend cleari NB
divisions between stresfrauma,and adaptation. Although | am wing about psychological trauma, it is also
important to keep in mind that stress reactions are clearly physiological as well. Different experts in the field define
psychological trauma in different ways. What | want to emphasize is that it is an indivEldgective
experiencehat determines whether an event is or is not traumatic.

Psychological trauma is the unique individual experience of an event or enduring conditions, in which:

A ¢KS AYRAQDGARIZ f Qa lFoAfAlGe (2 olepibednBdNari S KA Ak KSNJ Sy2

A The individual experiences (subjectively) a threat to life, bodily integrity, or sanity. (Pearlman & Saakvitne, 199!
p. 60)

¢KdzaX F OGNXdzYFdAO S@Syid 2NJ aAddza G6A2y ONBFGSa LaeéOK

cope, and leaves that person fearing death, annihilation, mutilation, or psychosis. The individudéemay

emotionally, cognitively, and physically overwhelmed. The circumstances of the event commonly include abuse

power, betrayal of trust, entrapment,diplessness, pain, confusion, and/or léss.

EstherGiller, President Sidran Institute;What is Psychological Trauma 1999

Pon Allen, a psychologist at the Menninger Clinidonston, Texaand author ofCopingwith Trauma:A Guideto
SelfUnderstanding1995) reminds us that there are two components to a traumatic experience: the objective and
the subjective:

aLG A& (GKS &dzo2S0GA@BS SELISNASYOS 2F (KS 20285004408
endangered, the more traumatife @ 2dz gAff 0SXt a2 O0K2ft23A0lIffes GKS o2
and a feeling of utter helplessness. There may or may not be bodily injury, but psychological trauma is coupled wi

A = 4

physiological upheaval that plays a leading role inthgtldl y3S STFEOGa¢ oLIdMN O @


http://alamedacountytraumainformedcare.org/
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Whichthen comes\irstQthe ¢experience or the cevent?

Stephen Joseph Ph\What Is Trauma®s it time to dump the diagnosis of PTSP3ychologyoday, Jan 05, 2012

Wy dictionary defines trauma as a deeply distressing or disturbing experience. Defined like that the events whic
can be considerettaumaticare wide ranging indeedfrom what might be considered the stuff of ordinary life such
asdivorce illness, accidents armereavemento extreme experiences of war, torture, rape and genocldsofar as

we adopt this wide ranging definitiptraumaA & G KS aGdzFF¥ 2F S@OSNERI & fAFSHQ

The Traumdnformed way is todok beyond theeventitself Yy R IA BS Y2NB SYLKXaAia G2

“It is not the event that determines whether something is traumatic to someone,
but the individual's experience of the event.”

ITTIC — The Institute of Trauma and Trauma Informed Care; Buffalo Center for Soial Research; School of Social Work;
University at Buffalo; The State University of New York. http://socialwork.buffalo.edu/social-research/about-us.html

When an event is traumatic to Trauma-Informed Care is about

children and adults they may be ensuring ALL individuals feel physically
negatively impacted emotionally,
physically, and spiritually by these

adverse life events. -1TTic, 2014

and emotionally safe, are noticed and
listened to, and given a voice. - ITTic, 2014

e

| .

Adapted from ITTIC Modelsttp://socialwork.boffalo.edu/socialesearch/abouius.html

{rtal{! ySILGafe SELXIAya sK& X

Substance Abuse and Mental Health Services AdministratianmalInformed Care in Behavioral Health Servic@seatment Improvement

Protocol (TIP) Series 52014

Wi Aa y2id 2dad GKS S@Syli AGaStF T KU RSGSNNVAYySE 6K
the event. Two people may be exposed to the same event or series of events but experience and interpret thes
events in vasty dESNBy (G gl &ad I NA2dza 0A2LJAe0OK2a20Alf IyR O
response and long term reactions to traud&

Which has brought abouhis SAMHSA view:

Substance Abuse and Mental Health Services Administrgtiona | { Gofizépt of Trauma and Guidance for a Trauinéormed Approach

HHS Publication No. (SMA)4884. Rockville, MD: Substance Abuse and Mental Health Services Administration, 2014.

WKS ¢KNBS a90Q&¢ 2F ¢NI dzYl Y 9 @S yindigidual Traum&resdSityFosh i dedt, h F
series of events, or set of circumstances thaExperienceddy an individual as physically or emotionally harmful or
life threatening and that has lasting adverBéfectson the individuals functioning and mentghysical, social,
emotional or spiritual welbeingd Q

Van der Kolk, M.Ohe Body Keeps the ScogeéBrain mind and body in the healing of traum&jking 2014

Wph2602Re& OFy GiGNBIFGE F 61 NE 2N I 60dza ST NI Li8after; WRaf Hasa G |
happened cannot be undone. But what can be dealt with are the imprints of trauma on body, mind and soul; the
crushing sensations in your chest that you may label as anxiety or depression; the fear of losing control; always bei
on alert br danger or rejection; the selbathing; the nightmares and flashbacks; the fog that keeps you from staying
on task and from engaging full in what you are doing; being unable to fully open your heart to another human being


https://www.psychologytoday.com/experts/stephen-joseph-phd
https://www.psychologytoday.com/basics/trauma
https://www.psychologytoday.com/basics/divorce
https://www.psychologytoday.com/basics/grief
http://socialwork.boffalo.edu/social-research/about-us.html
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Recognizing the absence of a universally accepted, traofoemed definition in the literature, SAMHSA
commissioned a panel of experts to develogancept of trauma that would be pertinent across disciplines and
constituencies.{ ! al { ! Qa4 NBadzZ GAy3a RSTAYAOGAZ2Y 2F GNIdzyYl SyC
individuals:

Individual trauma results from an event, series of events, or seirofimstances that is experienced by an individual
Fa LKeaAOoltte 2NJ SY2G4A2yrfte@& KFENXYFdzZ 2N fAFS GKNBI
functioning and mental, physical, social, emotional, or spiritual-bathgQ

KezelmanC., Stavropoulos, FPractice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Déltdty.
Surviving Child Abuse (ASCA) 2012

W would be wrong to imply(), that there was no research base on trauma prior to thwerent period, or that the
need to address the combination of dimensions involved@amplextrauma renders research into traumper se
irrelevant. In fact not only has trauma been addressed loyimber of clinicians and theorists at various historical
poAy G Az odzi 1 S@& 7TAy Réssamtiarehdw bairg Salidated: MiikidgQlustrakidn difYhis is van der
Y2f 1 Qa RAaOa@uabserRafions20F Freindk Pionery Pierre Janet, which are supported by the current
research, and whichconfrm the notion that what makes memories traumatic is a failure of the CNS [central
nervousa @ aiSYe8 (2 aeyiukKSairasS GKS aSyaldairizya NBEFGSR (2

Wurrent research suggests potential need for psychotherapy to suppleitseestablished modalitiewith ways of
working which more directly engage bodily experience. In stark repudiation omine/body dichotomy, new
research is confirming the extent to whicphysical, bodilyf S S f ungedi€i @dd shape not only the mess of
decisionmaking, but attempts to address problems alf kinds.Indeed, as van der Kolk underlines, it is becoming
increasingly clear thatresponseefersto an action we arémpelledto take ¢ that is, how we arghysicallyinclined

to move afterreceivingt y @ LJ- NIi A O 8mtch-findings ihaveypdaticdizir Spplication to enhanced understanding
of trauma, and to potential new interventions in its healifdg.

Whe relationship between child abuse and compromised adult-balig is now welkestablished.But currently
unfolding research, specifically in the field of affective neuroscience (‘the neurob®ldgy I G G OKY Sy (i Q0
new insights in relation to it. This includes enhanced understanafitige effects of trauma on the develog brain,

the implications across the |Heycle, and even the@npacts on the next generation. For these reasons, it is crucial
that the main tenets of this researdre delineated, and that they inform the care, treatment and serpiga/ision
guidelineswhich must evolve correspondingly. It is also imperative that they inform policy construction and
development.

Before consideration of the new research, however, a striking anomaly needs to be noted. InoeaggUtionof
child abuse is not the same affective and systematiaddressingf it. The extento which the reality, prevalence
and effects of child abuse pose ongoing challenges at all I@eef®t only to those who directly experience such
abuse, but to health systems, governments @odiely as a whole) must be confronted at the outset.

Wapacity to respond with flexibility occurs gradually in human development, and as v&olderxplains, is “easily

R A a NJAudil &sR/6udyg children are limited in their ability to conttair emotioral responses when upset or
excited, so adults revert to automatic responses wrexperiencing strong emotiorSignificantly, we tend to
“execute whatever "actiol SY RSY @& QOA & G SR 6 A 0K |waherltbis Ndithe @il impllseSior 2 (i
embrace a loved oner to become paralysed with fear. Moreover, van der Kolk notes that since the work of Janet in
1889, it has been observed “that traumatised individuals are prone to respond to reminders of the past by
automatically engaging in physicaltans that must have been appropriate at the time of the traurfmat that are
Y26 A NNBde$gtlinyhé grebent, but whichprevented from physical expression at the time of the trauma
remain dormant. And which are inappropriately expresgethe present, via unwitting reactionand enactments
WKAOK SELINBaad AYLXAOAG YSY2NASao®Q
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PTSLIx Posttraumatic Stress Disorder
6 KSNBE Aa Y2NB ( Robi SHapimy' I G KIFYy t ¢{5Q¢

Please refer to section 8 for diagnostic information.

Steven MSouthwick, George A. Bonanno, Ann S. Masten, Catherine Baitieiand Rachel YehudRESILIENCE AND TRAURKSsilience
definitions, theory, and challenges: interdisciplinary perspectizesppean Journal of Psychotraumatology

Por decades, the fields okuroscience, mentaiealth, medicine, psychology, and sociology hbgen collectively
focused on the shorterm andlongterm consequences of stress, and more recenglytreme stress. Stress is a
reality of our daily lives. At som@oint, most people Wi be exposed to one (or more) potentialije-threatening
traumatic experiences that camfluence mental health and result in conditions such pssttraumatic stress
disorder (PTSD) (Karamet al., 20@4).

Carly Parnitzke Smith and Jennifer J. Ftéyigersity of Oregonlinstitutional BetrayglSeptember 2014American Psychologist

WHistorically, definitions of traumatic experiences hagaded to be narrow and in keeping with publicly accepted
ideas of what might lead to disruptive levels distress (Courtois & Ford, 2009). Typically, these identified
experiences combat, natural disasters, and violent crimes, édampla have been associated with intense fear
and horror.Ly SIFNIeé& SRAGA2y&a 27T GKS(2000)Siddgfosiid afid Stadisticd Akarual &R O
Mental Disorders(DSMN), this meant that valid traumatic experience®re largely limited to military combat, life
threatening disasters or accidents, or violent rape. Over time, fi@d of trauma psychology has grown to
accommodate ashift in the understanding of traumatic events from onedrK A OK (G KSe& | NB NB3I
S E LIS NR Sy OS by earied edifofsTok tféSIRto one in which theyare seen to include atbo-common
experiences of manynembers of socist (e.g., incest, child sexual abuse, domegiidence; American Psychiatric
Association, 2013)his shift often required advocacy by outspoken criticg/pical psychological practices in order
toexpandtheF A St RQ& dzy RSNA U | ¥ R Ataiontfoytd®letrGtas @A y OS Al (G2 221

Efforts aimed at alleviating distreassociated with traumatic experiences are typically focusedhdividuals rather
than systems and are usually reactiaher than preventative (Hertzog & Yeilding, 2009). Howenew regarch
has begun to focus on events that aiearly traumatic and yet historically have not fit neatlighin the individually
focused model that has dominatete field of traumatic stress/Vhat effect does experiencinghronic fear, stress,
or mistreatment have on psychologicatell-being? What does it mean to find danger iplace where one instead
expected to find safety? Thespiestions mark a notable departure from descriptionstralumatic experiences as
flashpoints of danger in an otherwisafeworld.Q

National Center for PTSDSMS5 Criteria for PTSJS Department of Veterans Affairs.

Piagnostic criteria for PTSD include a history of exposure to a traumatic event that meets specific stipulations ar
symptoms from each of four symptom clusters: intrusion, avoidance, negative alterations in cognitions and mooc
and alterations in arousand reactivity. The sixth criterion concerns duration of symptoms; the seventh assesses
functioning; and, the eighth criterion clarifies symptoms as not attributable to a substancearcurring medical

ozyma*gﬂ*a

CKS 1T A&02NE 2F Wt ¢{5Q

& K S NB dgithaywbiildkhelp the young psychiatrist who has never faced a gun or a rapist
understand what other people have been through.
Of course numbing is encouraged in the medical professions.

Patience MasonA Short History of PTSD
http://www.patiencepress.com/documents/A%20short%20History%200f%20PTSD. pdf



http://www.patiencepress.com/documents/A%20short%20History%20of%20PTSD.pdf
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National Center for PTSBTSD History and OvervieWS Department of Veterans Affairs.

Whe risk of exposure to trauma has been a part of the human condition since we evolved as a species. Attacks
saber tooth tigers or twentjirst century terrorists have probably produced similar psychological sequelae in the
survivors of such violend@.

EdwardTick War and the Soul2005 Quest Books

Posttraumatic Stress Disorder (PTSD) is the psychiatric name which became current in 1980 for a condition that h
existed for as long as human history. Survivors of tragic events such ascmpmntration camps, combat,
hurricanes and many otherslk £ £ & KIF NB | O2Yw2y aSid 2F NBFOGA2YyaX

PTSZ¢ KS & NNX 2NJ 2NR IA Y& X

Steve BentleyA Short History of PTSD: From Thermopylae to [So&liers Have Always Had A Disturbing Reaction To War; Vetéraa,

Official Voice of Vietham Veterans of America, Inc. ®An organization chartered by the U.S. Qatigleseprint Date, January 1991

Whree thousand years ago, an Egyptian combat veteran named Hori wrote about the feelings he experienced befo
goind Ayd2 ol dGfSY &, 2dz RSGSNXYAYS (2 3I2 F2NBINRO & o
@2dzNJ a2dzZ tASa Ay @2dz2N) KIF yR®E

7

History tells us that among the Egyptians, Romans, and Greeks, men broke and ran in combat circumitances
other words, the soldiers of antiquity were no less afraid of dying.

For instance, the Greek historian Herodotus, in writing of the battle of Marathon in 490 B.C., cites an Athenial
warrior who went permanently blind when the soldier standing next to him waedkiblthough the blinded soldier
Gol & 62dzyRSR Ay y2 LINI 2F KAa o02Redé {23 G223 of .
O02YY2y F2N¥a 2F 402y O3S NEA 2-gocunEnteddainbng goiiers t6day.JS NA Sy OS R

Herodotus also wiés of the Spartan commander Leonidas, who, at the battle of Thermopylae Pass in 480 B.C
dismissed his men from joining the combat because he clearly recognized they were psychologically spent fro
LINEGA2dza ol GiGf Sad a¢CKSESKE Rdzy @A KSAWH F2NIINKS FRIKNI
GStfta 2F FYy2GKSNJ {LINIOIFY YyIYSR ! NAal2RSYdza oK2heg!l &
later hanged himself in shame.)

One thousand years later, things had changed Vigitg at the front. TheAnglo Saxon Chronialecounts a battle in
1003 A.D. between the English and the Danes in which the English commander Alfred reportedly became so violen
ill that he began to vomit and was not able to lead his ren.

During the stge of Gibraltar in 1727, a soldier who was part of the defense of the city kept a diary. In it, there is
mention of incidents in which soldiers killed or wounded themselves. He also describes a state of extreme physic
fatigue which had caused soldiesIbse their ability to understand or process even the simplest instructions. In this
state, the soldiers would refuse to eat, drink, work, or fight in defense of the city, even though they would be
repeatedly whipped for not doing so.

Many consider the @il War the first step on the road to modern warfare. Civil War soldiers made the first frontal
assaults into repeating rifles and pistols, as well as the Gatling gun and déllagedrtillery rounds that allowed air
bursts. Civil War technology also undéd telescopic sights and rifles with spiral barrels that greatly increased their
accuracy and destructiveness in battle.

The immediate result was that psychological symptoms became so common, field commanders as well as medi
doctors pleaded with the \AF Department to provide some type of screening to eliminate recruits susceptible to
psychiatric breakdown. Military physicians, at a loss to treat the problems, simply mustered the extreme cases ol
RdZNAY3I GKS FANRG G§KNBS oa&dindlEith @BoBupérssion, thd neidie ofitheik IH@e tans NI
or state pinned to their tunics, others were left to wander about the countryside until they died from exposure or
A0 NDFGA2Y ¢ NBLR2NIAa wiOKINR ! & DI bONEi&s Committe€s 2nd drazbdfi |
the foremost chroniclers of PTSD.
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was a public outcry. Because of this, and at the urging of surgeonsirshentlitary hospital for the insane was

established in 1863. The most common diagnosis was nostalgia. The government made no effort to deal with tk
psychiatrically wounded after the war and the hospital was closed. There was, however, a system NiEsddie K 2 Y
set up around the country. Togus, Maine, was designated as the eastern branch of this system, and in 1875,
RANBOG2NI y2iSR GKIFIGZ aidNly3asSte Sy22dAK: G4KS ySSRQF2N

Whe first armyin history to determine that mental collapse was a direct consequence of the stress of war and to
regard it as a legitimate medical condition was the Russian Army of 1905 in their war with the Japanese. Gabri
states that Russian attempts to diagnose anelat battle shock represent the birth of military psychiatry. The
wdza Al yaQ YI 22N O2yGNRoOdziA2y 6l a4 GKSANI NBO23AyAlAz2y
believed by most armies today that the Russians were right in tre@sgghiatric casualties close to the front, with

the goal of returning them to the fight, the recorded rate of those who returned to battle suggests the method was
not very successful. In actuality, less than 20 percent were able to return to theCront.

Wy the end of World War I, the United States had hundreds of psychiatrists overseas who were beginning to reali:
GKIFIG LAEOKAFGNRO Ol adzarft GASa gSNB y20 adzFFSNAYy3 FNR
emotions and not physiologichlain damage that was most often causing soldiers to collapse under a wide range of
symptoms. Unfortunately, they continued to believe this collapse came about primarily in men who were weak ir
OKI NI OGSNX®»Q

The brutalities of WWI produced large numbershed psychologically wounded. Unfortunately, what little had been
learned up to then was forgotten. The only American experience with psychiatric casualties that anyone
remembered was when American soldiers under the command of Gen. John J. Pershingaedwakited an
abnormally high rate of mental iliness. Consequently, the medical establishment set out once again to recreate the
wheel. This time, they began by attributing the high psychiatric casualties to the new weapons of war; specifically,
the large-caliber artillery.

It was believed the impact of the shells produced a concussion that disrupted the physiology of the brain; thus the
GSNY aakStf akK201¢ OFYS Ayild2 FTlLaKAzyo

Although WWI generated stress theories based on models of the mind, such aQFreud g I NJ y SdzNR & A & .
0KS2NASAE ySOSNI IFtAYSR 6ARS | OOSLIilFyOSd vdzZA S AAYLIX &
AYYSNI O2yFEt A00G o0SGoSSy | a2t RASND&a ¢l NI S32¢ | yR KA

W5dzNAYy 3 22L3 fyYz2ald G¢2 Yoright ik EuopeYSeyths sv&éNfiit ati196/516, @hieS N
204,000 were wounded. During the same period, 159,000 soldiers were out of action for psychiatric problems, wit
nearly half of these (70,000) permanently discharged.

Harking back to military medicineudng the Civil War, psychiatrists concluded that the answer to psychological
casualties was to more thoroughly screen those entering the military. Based on this, the main effort to reduce WW
psychological casualties was to focus on sifting through ekeafin order to weed out those predisposed to break
down in combat. The military used the best available psychiatric testing and rejected no fewer than five million mel
for military service.

In World War 11, the ratio of reaarea support troops to combdtoops was twelve to one. In the four years of war,

no more than 800,000 soldiers saw direct combat, and of these, 37.5 percent became such serious psychiatric cas
they were permanently discharged. In the U.S. Army alone (not counting Army air cre#§0® men were lost to

the fight for psychiatric reasons. Another 1,393,000 suffered symptoms serious enough to debilitate them for som
period.

LG 06SOFYS OftSINI AG 6l a y2id 2dzad GKS a6SH1¢ Ay eOKI |
OKIFy3aS Ay (SNX¥XAy2f238 GKIFIG G221 LXFOS ySIN G6KS SyR
GKS GSNY a02Y6l (G SEKIdzAGAZY DE | dziK2NJ t | dzf Cdzaa St f

little rest would be enoughtthNBS a8 46 2 NB (12 dzaSFdz Rdzié | &a2f RASNI g6K2 ¢
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Fussell was a 2fearold Army lieutenant and the leader of a rifle platoon in France. He was severely wounded in
1945 and came home to earn a Ph.D. from Harvard. In the preface to his highly acclaimed/adike, he writes,

& G 2he past 50 years the allied war has been sanitized and romanticized almost beyond recognition by th
sentimental, the loony patriotic, the ignorant, and the bloodthinsty KI @S GNASR G2 ol fl yOS

Yh Korea, 1,587,040 served3,629 were killedn combat and 103,284 were wounded. Of the 198,380 who were
actually in combat, 24.2 percent were psychiatric casualties. In other words, the chances of being a psychiatt
casualty in Korea was 143 percent better than the chances of being killed.

In Vietnam, 2.8 million served. Given the nature of guerrilla warfare, it is hard to estimate the number exposed tc
K2AGAES TFTANB® |1 26SOSNE (KS wSaSINOK ¢NRAFy3IES Lyaida
blown PTSD and another 350,0@fve partial PTSQ.

Whe dynamics were different in Vietham, where conditions of the war were such that moral revulsion combinec
GAGK LAeOK2t23A0It O2yFftAOG tfSIR G2 020K | O0dziS FyR
their return to this country, many Vietnam vets combined features of the Traumatic Stress Syndrome with
preoccupation with questions of meanm@® 2 Yy OSNy Ay 3 f AFSST | yR dzf GAYIF (Steéx

(Robert J.)Lifton argues that in the search to understand#hé¢ RA SNE Q G NI dzYF GAO aidNBaa
on the death and destruction that actually took place and its related questions of meaning, rather than invoke the
ARSI 2F Ay Sdz2NRPAAA&DE

Having closed off and numbed themselves in order to survoldiess are then faced with the task of working their
gl & ol 01 (26 NR KdzYl ySHILASINACSK/S Sa (KMUYRBESF Ardaa -2 COANIE f
GKIFIG SFHaeasr F2NJ a2ySQa KdzYly 6So0 KI & 20/38makesfid felthgs, NE
one is on guard against false promises of protection, vitality, or even modest assistance. One fends off not only ne
GKNBFGa 2F FYYAKAEFGARBY odzi 3ISaddNBa 2F 23S 2N KSf

PTSD the civilianoriginsX

Patience MasonA Short History of PTSttp://www.patiencepress.com/documents/A%20short%20History%200f%20PTSD. pdf

PTSD shows up in thgpic of Gilgamestfabout 2000 BC). Thgible has multiple incidents which describe PTSD
NEFOGA2yas LI NIAOdzZ F NI & GKS t¢{5 talfyYX bdzYoSNJI morT¢

Water PTSD shows up in Shakespearddanry the IV, Part.ll've put the modern names of these symptoms in a
column beside Lady Percy's speech:

Oh, my goodord, why are you thus alone? emotional isolation

For what offense have I this fortnight been sexual dysfunction

A banished woman from my Harry's bed?

Tell me, sweet lord, what is't that takes from thee  emotional numbing

Thy stomach, pleasure and thglden sleep?

Why does thou bend thine eyes upon the earth intrusive thoughts

and start so often when thou sitt'st alone . . . anxiety, and startle reactio@

Whe Narrative of the Captivity and Restoration of Mrs. Mary Rowlandsdi§82, Boston, desdrés her
sleeplessness after her rescii.

WIthough no one describes the complete diagnosable syndrome, there is evidence of PTSD everywhere if you lc
for it.Q


http://www.patiencepress.com/documents/A%20short%20History%20of%20PTSD.pdf
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Steve BentleyA Short History of PTSD: From Thermopylae to [So&liers Have Always Had A Disturbing Reaction To War; Vetéraa,

Official Voice of Vietham Veterans of America, Inc. ®An organization chartered by the U.S. Qatigleseprint Date, January 1991

Bamuel Pepys was an Englishman who lived in Loddong the 1600s. His surviving diary provides an excellent
NEO2NR 2F (KS RS@St2LIYSyd 2F t¢{5d LY gNAGAYy3 2F
and frustration at being unable to protect their property or stop the fire. Pepysh 1 S&ayY a! Yzaid K
0f22R FANB® & & @ {2 INBIFG gl a 2dz2NJ FSIND & & & LG ¢

lf 0K2dAK KA& 26y K2YS 461 & dzyi2dzOKSRX t SL®a gF & dzyto

and waking, anddzOK FSIF NJ 2F FANB Ay Yeé KSINIHzX dGdKFdG L G221 f7
Ay GKS yA3dKGa y26lRHeas sAGK RNBIYa 2F FANB FyR. ?If
and discontent over the nextfodf 2 y i K& ® t SLB & UKSYy NBO2NR& GKFG yS
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WFor civilians in the 1800s, the growth of the industrial era created large companies with machinery operated b
workers who often had injurproducing accidents. Train wrecks became common.

Author Charles Dickens was involved in a railway accident at Staplehurst in Kent, England, on June 9, 1865.
suffered symptoms which today would be diagnosed as PTSD. Dickens described the horrifyirig acletier:

GwetBg2 2N GKNBS K2dzNAE ¢2N] & & o |vyz2y3ad GdKS RSIFR
GNRPGS KS gl a adzyaidSIReéd FYyR alFARI aL Y y20 ljdAdGS N

Railwayaccident victims began suing the railroads. Lawyers for the railway companies fought back with the tern
GO2YLISyal A2y ySdNRaAixadaxé gKAOK OKFNHSR QOKFG ftAGATlLY

Davis G(Breslau NPosttraumatic stress disorder in victims of civilian trauma awdminal violence Psychiatr Clin North Ami994

Jun;17(2):28M9.

Research on PTSD in victims of civilian trauma has only recently begun. Rape is the most extensively studied civi
trauma. Most studies reported that PTSD following rape is common. Further, characteristics of the rape event, suc
as rape by a strangeuse of physical force, display of weapons, and victim injury, are associated with a greater
likelihood of PTSD, and symptoms at 3 months after the rape are predictive of a chronic course. Interest in th
consequences of MVAs has increased dramaticaljhaper owing to the frequency of such accidents and the large
number of PTSD damage claims. There is a great need to understand work environments better and the special ri:
associated with dangerous occupations, such as police, firefighters, rescue wakdrbody handlers. Clinicians
commonly attribute symptoms to a particular stressor, usually the most recent stressor or the stressor that
represents the content of the symptoms. For example, nightmares about a recent auto accident and avoidance ¢
expresways are interpreted as evidence that a recent auto accident is the cause of PTSD syfhptoms.

Matthew Tull, PhDRates of PTSD in Nenmilitary Groups About Health

1. General Populatioly In Bhe of the most comprehensive studies conducted to date, 5@¥ple from
communities across the United States were interviewed in order to determine how many had a diagnosis o
PTSD at some point in their lifetime. If you lump everyone together (regardless of age or sex), it was foun
that approximately 7.8% of theeople interviewed had PTSD at some point in their lifetine.

PTSD is quite common in the general population. PTSD can affect people of all ages and does r
discriminate based on sex or marital status. The high rates of PTSD found in this study $ieggesttfor
people to become more aware of tliesorder and its symptom£nowing what PTSD is can lead to early
identification of it when it occurs, and consequently, eankgrventionQ

2. Children: Wheconsequences of being exposed to a traumatic evecluding PTSD are more commonly
studied among adults; however, traumatic exposure agthptoms of PTSD in children can also occur. Yet,
less is known about the rates of traumatic exposure and PTSD in childremdress this issue, researchers
at the Center for Developmental Epidemiology in the Department of Psychiatry and BehavioraeSeien
Duke University Medical Center looked at rates of traumatic exposure and the experience of PTSD symptor
in a large sample of children under the age of 16 from western North Cafolina.


http://www.ncbi.nlm.nih.gov/pubmed/?term=Davis%20GC%5BAuthor%5D&cauthor=true&cauthor_uid=7937360
http://www.ncbi.nlm.nih.gov/pubmed/?term=Breslau%20N%5BAuthor%5D&cauthor=true&cauthor_uid=7937360
http://www.ncbi.nlm.nih.gov/pubmed/7937360
http://ptsd.about.com/od/ptsdbasics/a/PTSDoverview.htm
http://ptsd.about.com/od/causesanddevelopment/a/traumaevents.htm
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Whe rates of traumatic exposure in children found in this stady shocking, and their findings show that
children are particularly vulnerable for a number of negative consequences stemming from traumatic
exposureQ

3. Sexual AssaultPTSD from rape and other forms of sexual assault occurs with high frequency. The term
"sexual assault" refers to a range of behaviors that involve unwanted sexual contact, such as sexu
Y2t SadtidAz2y 2NJ N} LSO ! y¥F2Nldzyl 6§ Stes aSEdz ¢ Faal
general population have found that anywhere betwe&3% to 34% of women will experience a sexual
assault at some point in their lif@.

Whe experience of sexual assault is connected with a number of negative consequences. People who ha
experienced a sexual assault are more likely to develop depressioanxiety disorder, suicidal thoughts,
and alcohol and drug problems. High rates of PTSD are also found among people who have experienc
rape. Studies have found that 31% to 57% of women who had experienced a rape also have PTSD at so
point after the mpeQ

4. HIV/Aids:Despite significant advances in prevention efforts, more than one million individuals in the U.S. are
living with HIV/AIDS, and an estimated 42,959 more continue to contract the disease each year. There is r
guestion that the physical coeguences of having HIV are great. In addition, mental health professionals are
beginning to realize that being diagnosed with HIV can also result in a number of mental health problems
includingposttraumatic stress disorder (PTSD)

Although research on Hiklated PTSD is rare, some studies of HIV patients have found high rates of HIV
related PTSD. Specifically, rates of-Hited PTSD have ranged from 30 to 40%, amateh higher than
what is found in the general population.

5. First RespondersSome professions may place people at higher risk for experiencing a traumatic event, and
consequently, the development of PTSD. First responders, such as firefighters, anéketpte be exposed
to life-threatening situations, death, and dying. Therefore, it's not surprising that higher rates of PTSD are
found among firefighters.

Given that traumatic exposure is common among firefighters, it is not surprising that higltof&®8$D have
been found. Studies have found that anywhere between approximately 7% and 37% of firefightdrs
criteria for a current diagnosis of PTQD

Lane Benjamin andagh Crawford BrowsThe psychological impact of continuous traumatic stresmitations of existing diagnostic

frameworks

Whus, the data on the prevalence is very varied, with a focus on PTSD as the assessment framework. The level
current PTSDrary between 2, 8% (Stein, et al., 2007) and 55% (Dinan, McCall & Gibson, 2004), despite all four
these studies using measures based on clinical assessment rather than puepeslf The SASH study describes
national data, rather than an examinatiari the mental health within a violent communityyet these scores seem
extremely low given the wide experience of multiple traumas also identified within this §udy.

For people within vulnerable neighbourhoods in South Africa, experiences of violencéemone event of many
GAGKAY | fTAFSGAYS 27F GKNBI (i PVSERoeOdGNedmtaliicaptute yh patiehTofy A
symptom presentation by people who live in contexts of continuous violence. The majority of people living in violen
contexts do not become violent. However, these individuals may carry their scars in other ways, stoically living the
lives disconnét SR FNRY (GKSYasSt@gSa FyR 20KSNA®DQ

4
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Steve BentleyA Short History of PTSD: From Thermopylag¢iue Soldiers Have Always Had A Disturbing Reaction To War; Vetfraa,
Official Voice of Vietham Veterans of America, Inc. ®An organization chartered by the U.S. Qatigleseprint Date, January 1991

W appears Swiss military physicians 1678 were among the first to identify and name that constellation of
O0SKIF@A2NR GKFG YF{1S dzZLJ 1 OdziS O2Yo6l G NBFOGA2Z2Y 2NJt ¢
characterized by melancholy, incessant thinking of home, disturbed slegsamnia, weakness, loss of appetite,
anxiety, cardiac palpitations, stupor, and feer.

WBerman doctors diagnosed the problem among their troops at about the same time as the Swiss. They referred
the condition athheimweh(homesickness). Obviously, ias/ strongly believed the symptoms came about from the
soldiers longing to return homa.

4h time, French doctors termed the same symptamesadie du paysand the Spanish, confronted with the same
reactions among their soldiers, callecdtar roto(literr f t @ 2 a 120 0S ONR]1SYy£0

Whe French surgeon Larrey described the disardeinat we nav call PTSDas having three diérent stages. The
first is heightened excitement and imagination; the second is a period of fever and prominent gastrointestinal
symptomsithe final stage is one of frustration and depressi{on.

Puring the American Civil War, military physicians diagnosed many cases of functional disability as the result of fe
of battle and the stresses of military life. This included a wide range ofgfsesow known to be caused by
emotional turbulence, including paralysis, tremors, aflicted wounds, nostalgia, and severe palpitatioraso
Ottt SR a&a2f RASNR&E KSIFENIé¢ |yR GSEKIFdzad SR KSI NIsohersL {
on normal leave often collapsed with emotional illness at home, even when they had shown no symptoms of ment:
debilitation before they had left the fightingG.

Anthony- History OfPost Traumatic Stress Disord@PTSD)May 23,2015

Pierre Janet, 1904, began reviewing others information on trauma; Charcot, 1887, Bergson, 1896, and with his ov
g 2 NJ 0St ASOSR GKI 0 gAOK 2ySQa LISNER2YI LIugrolirding®) 2 Y ¢
RSGSN¥AYSR GKS OFLI OAGe (2 NBaLRyR | LIIINRPLNRFGSt& G:
O2tf SOUA2Y 2F YSY2NARSE FT2NX¥Ay3a GKS YSyidlrt a0KSYSa

Janet proposed thatwhy LIS2LX S SELISNASYOS a0SKSYSyid Syzirzyazé
going on with existing cognitive schemes. As a result, memories of the experience cannot be integrated into person
awareness. Instead, they are split off (dissociafedin conscious awareness and from voluntary control. Thus the
first comprehensive formulation of the effects of trauma on the mind was recorded. This was based on the notior
that failure to integrate traumatic memories due to extreme emotional arousallte$n the symptoms of what we
today, call PTSD.

Whe Swiss psychiatrist Edouard Stierlin, 1909, can be considered the first researcher in disaster psychiatry, with
study of nonclinical populations from the Messina earthquake in 1907, and a minaggetisStierlin found that a
substantial proportion of victims developed lotasting posttraumatic stress symptoms; for example, after the
aSaairyl SINIKIdzZa 1S {AttSR tnsnnn 2F GKS G26yQa AYyKI
including nightmare$2

Nancy C. AndreaseRosttraumatic Stress Disorder: A History and a Critigdanals of the New York Academy of Sciences

WIthough posttraumatic stress disorder (PTSD) is sometimes considered to be a relatively new diagtiosis, as
name first appeared in 1980, the concept of the disorder has a very long history. That history halsesftelnked

to the history of war, but the disorder has also been frequently described in civilian settivglsing natural
disasters, mass catastropbie and serious accidental injuries. The diagnosis first appeared in the official
nomenclature wherDiagnostic and Statistical Manual of Mental Disord€@SM)l waspublished in 1952 under the
name gross stress reaction. It was omitted, however, inribgt edition h 1968, after a long period of relative
peace. When DSMI was developed in the mitl980s the recenbccurrence of the Vietham War provoked a more
thorough examination of the disorder. PTSD was defined as a stress disorder that is arfimr@ncpathway
occurring as a consequence of many different types of stressors, including both combat and civilian stress. T


https://www.myptsd.com/c/members/1/#postings
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definition of PTSD has filled an important niche in clinical psychiatry. Its definition continues to raise importan
guestions abot the relationship between a stressor, the individual experiencing it, and the characteristic
symptomsQ

When DSMII-R appeared just 7 years later, in 1987, many of these unintended modifications were reified in new
diagnostic criterid? It was now 42 gars after the conclusion of World War 1l and 24 years after the end of the
Vietnam War, both of which had shaped the conceptualization of PTSD idIDENhicians were more interested in

the problems of hereand-now, and so the diagnosis of PTSDwaadt f & OKI y3IAy3 Ay GKIF G R

PSMIII-R broadened the definition of the stressor; it was no longer defined as so severe that it would produce
symptoms in almost anyone. It emphasized the psychological nature of the stressor and minimized physic
components. It expanded the range of symptoms to include a stronger emphasis on dissociation, and it eliminate
the acute form of the disorder. These revisions raised several concerns about the degree and rapidity of the chan
in conceptualization. The phy of Nazi death camp victims and the combat stress of Normandy or lwo Jima had
been the prototype for the DSMI definition of PTSD. Had the diagnosis become too broad? Had the diagnosis
become too psychodynamic at the expense of its biological undemsf Does using the same diagnosis for death
camp survivors and victims of auto accidents trivialize the diagr@sis?

Whe process of change continued when DISMwvas completed in 199%.too was written in a time of relative
peace, and this was reflected the modifications made to the definition of PTSD. The definition of the stressor was
further modified, but still open to a broad interpretation; for example, it was expanded so that the stress was no
longer limited to one experienced by the patient Binst FT A G O2dZ R 06S dal GKNBIF
orother¢ 0 LJ®cute stress disorder was added, but with an emphasis on dissociative symptoms. Consequently
these changes raised concerns similar to those created by ID&D

Whe occurence of 9/11 and other acts of international terrorism have changed the context for conceptualizing
stressors. The United States is now at war again in both Iraq and Afghanistan, and consequentlyirodunckat
PTSD is now very much on the public anccpitric radar screen. The biological aspects of the disorder have also
reemerged in importance. For example, the relationship between TBI and PTSD requires expleuath@imore,
advances in neuroscience have facilitated the identification of stressitty in the brain through neuroimaging and
animal studiesThe rising rates of PTSD in military personnel have set off alarm bells, and they have also cause
some to question the validity of the diagnosis. Others point to valid reasons for the ride,asuprolonged
deployments, the frustrations inherent in counterterrorist warfare, and the recruitment of reservists and National
Guard members who did not expect to engage in combat when they joined. The burden on VA Hospitals has becor
so heavy that arinstitute of Medicine study was requested and completed. This study, in three volumes, supports
the validity of the diagnosis and the increased needstEviceQ

Trauma & DissociatiotGomplex Postraumatic Stress Disordehttp://traumadissociation.com/complexptsd

Womplex Postraumatic Stress Disorder, also known as "complex trauma", is the result of multiple traumatic events
occurring over a period of time, for exate caused by multiple incidents of child abuse. Complex-tPastnatic
Stress Disorder is a not a diagnosis in the BSpsychiatric manual, released in 2013,[5] but is proposed to be
included in the ICEL1 diagnostic manual, due for release in 2@17.

Womplex PTSD was considered to be included within "associated features of PTSD" for thé Wfsler the name
Disorders of Extreme Stress Not Otherwise Specified (DESNOS), but this was not included in eitherlth@DSM
DSMV.[8]:23 See also: Enduring Bemality Change After Catastrophic Event ICD 11 d@dimplex Postraumatic
Stress disorder The 1€, which is currently a draft document, includes the diagnosis of ComplexrBastatic
Stress Disorder in the Disorders specifically associated wehksssection, immediately after Pesaumatic Stress
Disorder. [3] Code 7B21L

Cloitre, M., Courtois, C.A., Ford, J.D., Green, B.L., Alexander, P., Briere, J., Herman, J.L., Lanius, R., StolinazizoBCl,, Sfan der Kolk,
B.A., Van der Hart, @012).The ISTSS Expert Consensus Treatment Guidelines for Complex PTSD in. &#itisved from http://
www.istss.org/, November, 2012

W ¢ K ®lromethas been alternately named Disorders of Extreme Stres®tletwise Specified (DESNOS) (Herman,
1992; Pelcovitz, Van der Kolk, Roth, Mandel, Kaplan, & Resick, 1997), PTSD and its Associated Featureslin the D!
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(APA, 2000), and Enduring Personality Change after Catastrophic Events (EPCACE) in the ICD (WH® 1992
selected definition included a range of symptoms organized into conceptually coherent and frequently usec
categories derived fromthe diagnda 6 A O RSAONALIIA2ya OAGSR 0620SdQ

Maryle™ ne Cloitre, Donn W. Garvert, Chris R. Brewin,Richard A. BryanidmedsAMaerckelEvidence for proposed IGDL PTSD and

complex PTSD: a latent profile analysisuropean Journal of Psychotraumatology 26120706- http://dx.doi.org/10.3402/ejpt.v4i0.20706

Whe World Health Organization (WHO) is responddsldeveloping the International ClassificatiohDiseases, 11th
version (ICEL1), which iexpected to be completed in 2015.Within the spectrunswéss and trauma disorders, the
WHO ICEL1 hasproposed two related diagnoses, posttraumatic strdsorder PTSD) and complex PTSD (Maercker
et al., 2013). WHO has emphasized clinical utility as dhganizing principle in classification development. This
YSIya GKIFIG RAF3Iy2aSa &K 2 dzmentalohealthOa@xgnaniies,ilidised in auinbek of O f
symptoms, and based on distinctions important fananagement and treatment (Reed, 2010). These
recommendationgguided the organization of the PTSD and complex PTSD diagnoses as well as their relationship
each other. This study provides the first empirsabportfor a separation of these two conditior.

Matthias Knefel and Brigitte Lueg8&chusterAn evaluation of ICEL1 PTSD and complex PTSD criteria in a sample of adult survivors of
childhood institutional abuse European Journal of Psychotraumatology 20122608- http://dx.doi.org/10.3402/ejpt.v4i0.22608August
2014.

4h ICDB11, PTSD will be redefined and CPTSDpreitlably be introduced. Froitihe present study omadult survivors
of complex interpersonal child abuse, wenclude that CPTSD seems to be an important cliniedélyant diagnosis,
which should be considered in I@Dand in treatment research (Cloitre et al., 2011). /‘ﬁ

PTSDhoughts and debates

Kezelman, C., Stavropoulos,fRactice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Déltdty.
Surviving Child Abuse (ASCA) 2012

Yhadequate classification and diagnosis, failure to rougingtreen forprior, underlying trauma, and lack of

dzy RSNRGIF YRAY3 |yR LINBLI NBRySaa G2 | Rimpefimeats t6 bffeclivie Q |
treatment and carelt is reassuring, however, that innovative interdisciplinary research diregltlyant to complex
traumais expanding rapidly. Not only do we now kntivat adverse childhood experiences are diredihked to
compromised adult health and functioning (as distinct from widely operationalisingkitu/ledge). New insights

into how (ie the processes by which) this occurs are now being generdieel findings of such research are crucial

to effectively address the needs of adult survivors of cabddse, and to formulation of effective guidelines which
can assist in this regad.

SteveBentley A Short History of PTSD: From Thermopylae to ISo&iers Have Always Had A Disturbing Reaction To War; Vetéraa,
Official Voice of Vietham Veterans of America, Inc. ®An organization chartered by the U.S. Quatigies®eprint Date, Januaip91

Ws we know it today, Postaumatic Stress Disorder is marked by aerperiencing of the trauma in thought,
feeling, or dream content, which is in turn evidenced by emotional and psychological numbing. Today, PTSD
characterized by depression,st® of interest in work or activities, psychic and emotional numbing, anger, anxiety,
cynicism and distrust, memory loss and alienation, and other symptoms. And why not?

Who would not be alienated from the scenes of death witnessed by soldiers? The pibiat iroughout history,
YSY YR 62YSy KI @S FOGSR (2 &dzLJLINS&da GKS K2 NNRNE (K
not only the outward manifestation of PTSD, but the clearest evidence we have that wars are destructive in othe
ways than in body counts. It takes many years for even the most sane among us to arrive at what we have seen a
wanted to forget.

Psychiatrist Victor Frankel survived internment in four Nazi concentration camps during WWII. It would be quite
few years befoe he wrote his booka I Yy Q& { S NO&®& EZFNIKSIgRZFBEZ KS aidl (S35
NEBaLRyasS (2 F+y Foy2N¥YEFf aAddz A2y Aa y2N¥YIt 0SKF @A
@2dz F NBy Qi @GSNER alyS (G2 0S3IAYy SAGKOD
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Unfortunal St 8 2 A0Qa 'y ARSI @K2as$S GAYS KlFra y2a4 &Sd 02YSd

Dr Pam Stavropould@ractice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery.

WNI dzYF aidSya FNRBY | y2NXIf NBaLkRyasS (G2 20SNBKStY
mechanisms which onlpecomepathological if traumatic experience remains unresolved after the precipitating
event/s have passed. But the effects of unresd trauma are pervasive and cannot be compartmentalised. If
dzy NBaz2f SR> (GNI dzyYl 06S02YSa o6F OSydNI ¢ NBIfAGE | NI
Pioneering research also tells us that many psychologitdiphysical health problems iadults are the negative
outgrowth of childhood coping mechanismhich initially served a protective functiomhis research has major
AYLIX AOFGA2ya F2NJ I NB Ocoping RechBidmB WhicH hazeTceaged ® Yrodéce avid ifave |
become injuigus to healti® Q

Kezelman, C., Stavropoulos,fRactice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Déloudty.
Surviving Child Abuse (ASCA) 2012

Wrauma of any kind is serious, and its effects are damaging and need to be addressed. While various expression:
Al Yle y2G ySOSaalNRte 0SS SlhHaiate NBEO23IyAaSR 2NJ dzy RS
term might imply. Whatis increasingly calledomplextrauma, howeverc of which child abuse is a particularly
insidious formg has different antecedents, evolution and potential effects than trauma in the unqualified sense. This
is notwithstanding the fact that it may share teges with other varieties of trauma and conditions.

We in South Africa received this insightful warning back in 1997 that we should be more open minded as to wh:
constitutes trauma than the shoe horning effect of the DSM PTSD...

Hamber, B. & Lewis, 8997).An Overview of the Consequences of Violence and Trauma in South ARiesearch report written for the

Centre for the Study of Violence and Reconciliation

A continued focus on the psychological distress of individuals can also promote the stereotypical view that survivo
of violence are irreparably damaged. As a result, the ways in which individuals &ébpeawma and in many cases
master its impact, can be overlooked. For example, the media, at times, fails to report on the complexities an
differing reactions to the social phenomenon of rape. Instead they tend to focus on the "drama" of serial rape ol
choose to report on and have frequently sensationalisedhe human dramas of the victims. This often involves
painting doomsday scenarios of victims who are irreparably damaged and for whom there appears to be no solutic
and no future. These are precigethe wrong messages to convey to the 20 or so other women whose rapes go
unreported for every reported rape case. These scenarios promote maladaptive rape myths, and deny th
experiences of the women and children who have survived the ordeal of rapelamthave embarked on a process

of healing.

David EdwardsPosttraumatic stress disorder as a public health concern in South Afriaurnal of Psychology in Africa 2005, 15(2)138

W significant body of South African research is built aroundtkegalence of PTSD symptoms and strongly suggests
that they constitute a significant public health concern. The emotional and behavioural problems associated witf
PTSD can have serious consequences for work and relationships. In severe cases, indigidualsba able to
maintain their occupations and, if in formal employment, have to be medically boarded. In addition, the disorder
takes a severe toll on relationships especially with intimates and in the f&amily.

Wel 1Sy (23S0 KS NsBurcéskrdads incontrav&titile &vidnaeyfiat traumatic stress syndromes are
very real, and that large numbers of South African adults and children are affected on a chronic basis, only a sm
percentage of whom receive any form of counselling or protesd help. They show that the sequelae of
traumatising events constitute a significant public health problem in South Africa and that attention needs to be
IAPSY (G2 LINPOARAY3I Ot AyAOlt aSNWAOSa (2 (GKz2asS | FFSO
Lane Benjamin and Sarah Crawford Brownu{{$éfrica) The psychological impact of continuous traumatic stresfimitations of existing

diagnostic frameworks

With a few exceptions, the South African literature concerning the psychological impact of violence focuses o
PTSD as its key referenpoint. Concern is raised about the impact of ongoing violence and cumulative trauma (here
discussing criminal, community and complex trauma) (Williams, Williams, Stein, Seedat, Jackson and Moormz
2007; Gibson, 2001; Edwards, 2005; Dinan, McCall & GiB864)Q


http://www.csvr.org.za/index.php/publications/1778-an-overview-of-the-consequences-of-violence-and-trauma-in-south-africa.html
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Whe SASH data indicate a significant association between the number of traumatic events experienced and levels
global distress (including symptoms of anxiety and depression) (Williams et al., 2007), suggesting that PTSD may
be the bestor only diagnostic framework for capturing the impact of multiple trauma exposure in the South African
population. This study found that people who have experienced more than six traumatic events were at five time:
greater risk for high distress. From tleame data Myer, Stein, Grimsrud, Seedat and Williams (2008) found
associations between higher levels of psychological distress amongst those with lower levels of social econon
status and social support where the increased exposure to traumatic eventslyopartially explained these
association® Q

Lukoye AtwoliDan J. StejrKarestan C. KoenenandKatie A. McLaughlirEpidemiology of posttraumatic stress disorder: prevalence,

correlates and consequenceBubMed, 2015 July 01

Whe manner in which subtle methodological shifts give rise to different PTSD prevalence estimates i
epidemiological studies is emphasized in the work by Betlal. [16]. In their study of two Native American
NEASNDI GA2Y O2YYdzy ANBEAB AaENIdoER IyA YA KBK A yiax B8S BRYS t ¢ {
Mndy:2Y gKAES dzaAy3a ljdzSadAazya alAy3a Foz2dzi GKS Wi KNE
19.5%. Breslaet al> Ay O2YLI NRAy 3 GKS Wg2INBRIZ2 YS SF Sy QY SUKRKR2 Rl
O2yRAGAZ2YLFE LINBGIFHfSYyOS 2F t¢{53 02y 0Of dZRSR GKI G WT2(
associated with the entire class of PFISB @St (GNI dzYl aQ Ay | O2YYdzyAdel at
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PTSD The way forward
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EdwardTick War and the Soul2005 Quest Books
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understanding of it that includes seeing it as a normative regpdn 2 SEG NI 2 NRAY I NBE O2y RA

Substance Abuse and Mental Health Services Admingsirdtiaumalnformed Care in Behavioral Health Servic@seatment Improvement
Protocol (TIP) Series 52014

According to the Diagnostic and Statistical Manual of Mental Disorders, 5th Editiong§D&®luma is defined as
when an individual personisex® R a2 F OQldz-rf 2NJ GKNBI G4§SYySR RBdidak >
Psychiatric Association [APA], 20p3271).

The definition of psychological trauma is not limited to diagnostic criteria, however. In fact, some clinicians havi
moved away from considering traunralated symptoms as indicators of a mental disorder and instead view them as

part of the normal human SWIBA @I f AyadAyoOod 2N a aFRFLWGAGBS YSyil

AYOUSANYGAZ2Y 2F ySg AYTF2NNIOA2Y 6A0GK AYydSyasS &dzNDA

(Turnbul, 1998 p. 88). These normal adaptive processes only become pathological if they are inhibited in some wa
(Turnbull, 1998, or if they are left unacknowledged and therefore untreat&ddtt, 1990.

Professor Warwick MiddletoiMBBS, FRANZCP, MEactice Guidelines for Treatment Of Complex Trauma and Trauma Informed Care And
Service DeliveryAdults Surviving Child Abuse (ASCA) Autliir€athy Kezelman and Dr Pam Stavropokilogied by the Australian

Government Department of Health and Ageing

Womplex and ongoing developmental traumas not unnaturally produce psychological conditions that likewise ar
complex and ongoing. Yet throughoilne history of psychiatry, it is both fascinating and alarming that individuals
with such conditions have been prominently subjected to invalidating or incorrect diagnoses.

The issues have little to do with science: there are many excellent studies which demonstrate the consistent hig
association between childhood trauma and these outcomes, and which describe in detail the abuse histories ar
clinical phenomenology of the mg so abusedt KS A a&adzS A& YdzOK Y2NB | paBddalir & 2
at times extraordinary need to believe something other than the unseyfl3  { NHzi K ® Q
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Lane Benjamin and Sarah Crawford Brown (South Afilib&) psychological impact of continuous traumatic stresfimitations of existing

diagnostic frameworks

Researchers and clinicians draw on PTSD as the fundamental framework for thinking about the impact ¢
experiencing or witnessing a litareatening eent on people. Perhaps this has arisen because PTSD is the only
psychiatric disorder within the DSMW (APA, 1994) that includes the cause or precipitant as a criterion within the
diagnostic category. This may reinforce an assumption that PTSD is tlyedi&gnosis after an experience of
trauma. When undertaking epidemiological research, assessment or interventions concerning the psychologic
impact of violence, the DSIW PTSD core symptoms are usually the central focus. These are:

A) experiencing aaumatic stressor;

B) repeatedly re=xperiencing the trauma;

C) avoiding activities and stimuli associated with the trauma and emotional numbing; and
D) heightened arousal (APA, 1994).

Yet, as the primary lens through which psychological trauma isepad, PSTD is particularly problematic. The
disorder does not fully capture the range of psychiatric or psychological response to trgpanticularly when the
experience of violence is of a chronic and continuing nafure.

Somasundaram and SivayokaRebuilding community resilience in a postar context: developing insight andecommendations- a
qualitative study in Northern Sri LanKaternational Journal of Mental Health Systef®13,7:3

X modern psychology and psychiatas it hasdeveloped hashad a western medical illness model perspectivat

is primarily individualistic in orientation. Geertz describes the Western concept of the indiwdliahsd . a
bounded, unique, more or less integratedotivational and cognitive universe, dynamiccentre of awareness,
emotion, judgment, and action organizedto a distinctive whole and set contrastively bodigainst other such
wholes and against its social and cultusatkground....is a peculiar idea within the contekiorld cultureg. PTSD
is constructed as a conditiothat exclusively afflicts the individual self, the traumadgicent impacting on the
individual psyche t@roduce the PTSD. Thorld Health Report 2001yhile pointing out that there is considerable
mental morbidity amongthose exposed to severe trauma, wartigt there is controversy regarding the cress
cultural validityof PTSDIt has been argued that PTSD is a reseestern construct that does not apply in non
western societies It is being increasingly recognizgdneally that we need to go beyond the individual toe
family, group, village, community and social levelsvéf are to more fully understand what is going on in the
individual, whether it be his/her development, behaviopgrceptions, consciousness, ex{@erces or responses to
stress and trauma as well as design effective interventiorfgelp in the recovery and rehabilitation of nonly the
affected individuals but also their families acoimmunity.

Dan J. Stein, M.D., Ph.D. et aDSM5 and ICB11 Definitions of Posttraumatic Stress Disorder:y @S & G A I GAy 3 &bl NN
ApproachesDepress Anxiety014 June ; 31(6): 48805. doi:10.1002/da.22279.

Wbstract

Background The development of the Diagnostic and Statistical Mamiallental Disorders 5th edition (DSH)

and ICBL1 has led to reconsideration of diagnostic criteria for posttraumatic stress disorder (PTSD). The Worl
Mental Health (WMH) Surveys allow investigation of the implications of the changing criteria condd&d4V

and ICB10.

Methodst WMH Surveys in 13 countries asked respondents to enumerate all their lifetime traumatic events (TES
and randomly selected one TE per respondent for PTSD assessment. DSMIV-EhPTED were assessed for the
23,936respondents who reported lifetime TEs in these surveys with the fully structured Composite International
Diagnostic Interview (CIDI). DSvand proposed IGID1 criteria were approximated. Associations of the different
criteria sets with indicators of clicel severity (distresgnpairment, suicidality, comorbid featistress disorders,
PTSD symptom duration) were examined to investigate the implications of using the different systems.

Resultg ! G201t 2F poc: 2F NBaLRyRSEyGtac {¥sS 46 AGINRIZS N dzt {F 2
diagnostic system), with prevalence ranging from 3.0% with 53#4.4% with 1CQ20. Only onehird of broadly
defined cases met criteria in all four systems and another one third in only one system (narrdiwwbddsases).
Betweensystem differences in indicators of clinical severity suggest thatl@C@iteria are least strict and DSIM
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criteria most strict. The more striking result, though, is that significantly elevated indicators of clinical significance
were found even for narrowly defined cases for each of the four diagnostic systems.

Conclusions These results argue for a broad definition of PTSD defined by any one of the different systems tc
capture all clinically significant cases of PTSD in futudiesQ

Piscussionfifth, little evidence could be found for significant differences in sdeimographic, traumaelated, or

prior lifetime psychopathological (including both fear/distress and behavioral/substance disorders) predictors of
PTSD acrossehdifferent systems, indicating that there is a similar underlying risk profile for PTSD irrespective of the
definition. This general pattern, and especially the finding that the associations of prior psychopathology with PTS
are indistinguishable acrosise four diagnostic systems, adds support to the argument above that all four definitions
are providing information on unique clinically significant cases that are omitted from the other systems.

These findings extend previous work comparing different miatjc criteria sets for PTSBnd are consistent with

the argument that refinements to DSMIV aimed at removing symptoms that overlap with those of other mood and
anxiety disorders, are not associated with a major change in prevalence of PTSD, nor detitevf a change in
disability, comorimity, or structural validityBased on these findings, we suggest that broadly defined PTSD may be a
particularly useful additional construct in future epidemiological studies of EXSD.

Galia Plotkin AmramiGenealoy of 'national trauma’, IooQing effpc} anq different circleg of recognition gf new professional category;

National Trauma Discourse in Israel; ethics.tau.ac.iller®® y U S Yy U K dzLJ 2-fraBndasgpdocX | U A 2 Yy I

W is reasonable to assume that the developmant 'social validation' of the narrative of collective trauma reflects
Y2NB (KFy OKIFy3aSa Ay (NI dzYl GKS2NE 00GKS {phiidSATSN.¢iOS
might be also evidence of moral and political assumptions that hagerbe part of the current "trauma culture"
(Brunner 2002, 2004). In inspiration of Brunner's distinction between the "culture of suspicion” and "culture of
compassion”, it's possible to define the trauma culture, developed in the Western therapeuticaedd,culture of
compassion”. In this case, "compassion" refers to the expansion/adaptation/transformation of the iconic (DSM
version of mental trauma so that it can include many psychologically normal individuals who were not directly
expsedtothetraY G A O S22 2% DQ

Complex Trauma

Both Thinking and facts are changeable, if only because changes in thinking manifest themselves n
changed facts. Conversely, fundamentally new facts can be discovered only through new thinking.
Ludwick FlegkGenesisand development of a scientific fact.

Trauma & DissociatiotGomplex Postraumatic Stress Disordehttp://traumadissociation.com/complexptsd

Wudith LewidHerman, who first proposed Complex PTSD as a separate diagnosis, stated: Observers who have ne
experienced prolonged terror, and who have no understanding of coercive methods of control, often presume tha
they would show greater psycholagi resistance than the victim in similar circumstances. The survivor's difficulties
are all too easily attributed to underlying character problems, even when the trauma is known. When the trauma is
kept secret, as is frequently the case in sexual and dwimeiolence, the survivor's symptoms and behavior may
appear quite baffling, not only to lay people but also to mental health professiéhals.

Van der KolkBessel AMD; Developmental trauma disorderTowards a rational diagnosis for children wittmplex trauma histories.

WKS GNI dzYF A0 aiaNBaa FASER KFa | R2LIWGSR GKS GSN¥Y af
chronic and prolonged, developmentally adverse traumatic events, most often of an interpersonal nature (e.g.
sexual o physical abuse, war, community violence) and elifidyonset. These exposures often occur within the
OKAft RQa OFNBIAGAY3I aeaiaSYy IyR AyOfdzRS LKeaAlOltx Syz
in early childhood (see Cook etthlisissu& { LAY I T T2t S4 It GKA& A&dadzsSooQ
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Cloitre, M., Courtois, C.A., Ford, J.D., Green, B.L., Alexander, P., Briere, J., Herman, J.L., Lanius, R., StolinazizoBCl,, Sfan der Kolk,
B.A., Van der Hart, O. (201Zhe ISTSS Expert Consenstegaiment Guidelines for Complex PTSD in AdultRetrieved from http://
www.istss.org/, November, 2012

WYomplex PTSD is typically the result of exposure to repeated or prolonged instances or multiple forms
interpersonal trauma, often occurring under circumstances where escape is not possible due to physica
psychological, maturational, family/environmental, or social constraints (Herman, 1992). Such traumatic stressol
include childhood physical and sexuadiuse, recruitment into armed conflict as a child, being a victim of domestic
violence, sex trafficking or slave trade; experiencing torture, and exposure to genocide campaigns or other forms
organized violenc&

Kezelman, C., Stavropoulos,Factie@ Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Defidatts
Surviving Child Abuse (ASCA) 2012

Yt is a continuing anomaly that current established guidelines for the treatment of trauma relate tdrpostatic
stressdisorder (PTSD) are inadequate to address the many dimensions of complex trauma. The differences betwe
complex (cumulative, interpersonally generated) trauma and ‘sihgfeOA RSy 4 Q G NI dzYF Qot ¢{ 50

Wnderstanding of complex trauma agterpersonally generatednd cumulative(as distinct from'singleA y OA RSy
reveals the scope of the challenges at issue. Such challenges relate not onlyrtarthgeople who experience and

are affected by complex trauma, but to public health syst@misse Bessel van der Kolk notes thftihe majority of
people who seek treatment for traumalated LINR 6 f SY& KI @S KA & 2 NINsSuaderknd@s the dzf |
current disparity between theprevalenceof complex trauma, and the risks of its lack detection (and thus
compounding effects).

Whe current research pertaining to complex trauma has major implications both for treatmehe afiversity of
traumarelated presentations and general senAdelivery. Specifically, the practigabtential o the research base in
the neurobiology of attachment necessitates revised practice inrvajor regards. These are updated treatment of
trauma in its many presentations (traurspecific)and (2) comprehensive implementation of servigigle principles
which are underpinned by th@ew insights (traumanformed). Guidelines are required for both these areas if the
insights of thigioneering research are to be appli€d.

NCTSMssessment of Complex Traurhitip:/Amwv.nctsn.orgfraumatypes/complextrauma/assessment

Peveloping a comprehensive framework for assessing both the exposure to, and impact of, complex trauma is vit:
Complex trauma can have such pervasive impactlevelopmental trajectories that children often end up with
LIN2POf SYa | ONR&A& YIFye R2Y!Il kiyage i€ diso frapyfr@dly afeofed. WA of!thes® K
OKAf RNBY SyR dzLJ FSStAy3a fA1S (GKS@& | NRyty.orheBe childrdddnay o |
be diagnosed with a range of disorders, and consequently treated with multiple medications and therapies that ar
ultimately ineffective because they fail to address the underlying problem and do not reflect a tiatonaed
approach to assessment and treatmeqt.

Trauma & DissociatiolGomplex Postraumatic Stress Disordehttp://traumadissociation.com/complexptsd

Whe diagram shows the additional symptoms praserComplex PTSD,
comparedto PTSD,ahdd o0l &SR 2y NBaSINOK FNRBY HAM
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PTSD and complex PTSD symptoms

source: European Journal of Psycheotraumatolog:

an1'3 4 2%73%6 ’ d ’ sy Interpersonal

hitp://dx.doi.org/10.3402/ejpt.v4i0.20706 disturbances
Negative self-concept

Sense of threat Sense of threat

Avoidance Avoidance

Re-experiencing Re-experiencing

PTSD Complex PTSD

http:/ftraumadissociation.com/complexptsd

Trauma & DissociatioiGomplex Postraumatic Stress Disordeihttp:/traumadissociation.com/complexptsd

Building Traumanformed Systems of Care for Children In Olgitssue in Brief; January 2015

WeKS dNBSYOe FyR K2NNEBNJ 2F | Odzi$§ LEeOK2f23A0Ft NI d
the impact of a single event within tHe)lS N&BE 2 y Qa4 OdzNNBy G f AFS SELISNA éyééqa .
SoSyiG Yire 0SS 2yS SoSyiG 2F Ylyeée GNIdzYlI GAO SELISNARSYyOS
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Complex or repetitive traumads related to ongoing abuse, domestic violence, war, ongoing betrayal, often
involving beig trapped emotionally and/or physically.

Developmental traumaresults from exposure to early ongoing or repetitive trauma (as infants, children and
youth) involving neglect, abandonment, physical abuse or assault, sexual abuse or assault, emotional abus
grAlySaarya @Azt SyO0S 2N RSFGIKXZ yRk2NJ O2SNOA2Z2Yy 2
system and interferes with healthy attachment and development.

Intergenerational traumadescribes the psychological or emotional effects that canekperienced by
people who live with trauma survivors. Coping and adaptation patterns developed in response to trauma cat
be passed from one generation to the next.

Historical traumais a cumulative emotional and psychological wounding over the lifespanaanoss
generations emanating from massive group trauma. These collective traumas are inflicted by a subjugatin
dominant population. Examples of historical trauma include genocide, colonialism (for example, Indiar
hospitals and residential schools), \&day and war. Intergenerational trauma is an aspect of historical
NI deY' | ®¢
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Marylene Cloitre, Christine A. Courtois, Anthony Charuvastra, Richard Carapezza, Bradley C. Stolbach, Bonniedat@ez¢mf Complex

PTSD: Results of the ISTSS Expertd@imiSurvey on Best Practicge®urnal of Traumatic Stresgol. 24, No. 6, December 2011, pp. §357 (
C_2011)

Yt is now well established that the majority of people who report exposure to trauma have experienced multiple
traumas rather than a singlencident or event (Kessler, 2000). A subset of these individuals experience
circumstances such as childhood abuse or genocide campaigns under which they are exposed for a sustained pet
to repeated instances or multiple forms of trauma. This type of erpee, called complex trauma, creates risk for a
symptom profile distinguishable from posttraumatic stress disorder (PTSD), commonly referred to as complex PT¢
(Herman, 199%b Q

Whe symptom profile of Complex PTSD recognizes the loss of emotional, sogaitive and psychological
competencies that either failed to develop properly or that deteriorated due to prolonged exposure to complex
trauma. The treatment for Complex PTSD, then, emphasizes not only the reduction of psychiatric symptoms, b
equally, improvement in key functional capacities for selfjulation and strengthening of psychosalciand
SYGANRYYSyYyGltf NB&a2dz2NOSa»Q

Trauma & Dissociatiotgomplex Postraumatic Stress Disordehttp:// traumadissociation.com/complexptsd

Believing yourself to be "contaminated, guilty, and evil" is commonly reported by survivors of Complex PTSD.
fragmented identity is common, with Dissociative Identity Disorder occurring in some people. Interpersonal
sensitivity includes having feelings which are easily hurt, anger/temper outbursts. Complex PTSD is normally tl
result of interpersonal trauma, the long duration of the trauma and the control of the perpetrator(s) prevents
people from expressing anger mpe at the perpetrator(s) during the trauma; anger and rage both at perpetrators
and the self can only be expressed after the trauma ends. Prolonged abuse normally leads to a loss of previous
held beliefs, with feelings of "being forsaken by both sgcaid God".

Being unable to manage your own emotions is known as affect dysregulation, and often referred to as difficultie
with emotion regulation. The unexpressed anger and internalized rage may lead-t@asalfa sense of selfatred,
and/or suicideattempts. Survivors of prolonged child abuse have an increased risk @hjeeyf and the risk
"repeated victimization" (e.g., relationships with abusive people, sexual harassment and rape) is significantlQ highelr

W¢KS Of AYyAOF f LIha bedzN®ducddfio elemdnisl Ndncyis ofskirgival is still frequently mistaken

for a portrait of the survivor's underlying character." Complex PTSD, BPD and Personality Disorders Recent resec
has produced detailed analysis of the symptoms of CompleSOR PTSD and Borderline Personality Disorder (BPD).
Many people with BPD have either PTSD, or meet the proposed criteria for Complex PTSD, but Complex PTSD
shown to be a separate diagnosis because a significant number did not meet the BPD critbviadamrsa).

In 1992, when first proposing Complex PTSD, Judith {¢sviman stated: Concepts of personality developed in
ordinary circumstances are frequently applied to survivors, without an understanding of the deformations of
personality which occuander conditions of coercive control. Thus, patients who suffer from the complex sequelae
of chronic trauma commonly risk being misdiagnosed as having personality disorders. They may be described
BbRSLISYRSYi{iZh bYlFIaz20KA&aGAOZhH 2N baSt FLRSFSFHGAYyIdhH W

NCTSMssessment of Complex Traurhitip:/Amwwyv.nctsn.orgfraumatypes/complextrauma/assessment

WKS aasSaavySyid 2F O2YLX SE (NI dzYl A& BAY¥IROGEAYVYRUBEQA
multiple traumatic events, as well as the widenging and severe impact of this trauma exposure across domains of
development. It is important that mental health providers, family members, and other caregivers become aware o
specific questions to ask when seeking the most effective services for these children.

The following are some key steps for conducting a comprehensive assessment of complex trauma:

1. Assess for a wide range of traumatic events. Determine when they occurréthsthey can be linked to
developmental stages.

2. Assess for a wide range of symptoms (beyond PTSD), risk behaviors, functional impairments, ar
developmental derailments.

3. Gather information using a variety of techniques (clinical interviews, standardiezgures, and behavioral
observations.

4. Gather information from a variety of perspectives (child, caregivers, teachers, other providers, etc).


http://traumadissociation.com/complexptsd
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5. Try to make sense of how each traumatic event might have impacted developmental tasks and derailed futur
developrent. Note: this may be challenging given the number of pervasive and chronic traumatic events a
child may have experienced throughout his or her young life.

6. Try to link traumatic events to trauma reminders that may trigger symptoms or avoidant behawoenfer
GKFG GNI dzYl NBYAYRSNE OFy 0S NBYSYOSNBR 620K Ay
and emotions.

The assessment should be conducted by a clinically trained provider who understands child development ar
complex trauma. Ideal| the assessment should involve a mdisciplinary team. An ideal team would include a
pediatrician, mental health professional, educational specialist, and, where appropriate, an occupational
therapist. In residential, day treatment, and juvenile jicst settings, a mukldisciplinary team might also include
direct care staff familiar with the chil@.

Cloitre, M., Courtois, C.A., Ford, J.D., Green, B.L., Alexander, P., Briere, J., Herman, J.L., Lanius, R., StolinazizoBCl, S an der Kolk,

B.A., Van der Hart, O. (201Zhe ISTSS Expert Consensus Treatment Guidelines for Complex PTSOsn. Aitieved from http://

www.istss.org/, November, 2012

W ¢ keGommended treatment model involves three stages or phases of treatment, each with a distinct function.
t KFaS m F20dzaSa 2y sdeyaretdtiy sympioidsSand igtieasiBdhiRpdetant Bndotional, social
YR LIA&@OK2f23A0If 02YLISGSyOASad tKIFIaS w F20dzaSa 2y
of traumatic experiences. This phase emphasizes the review aappmasal of traumatic memories so that they are
integrated into an adaptive representation of self, relationships and the world. Phase 3, the final phase of treatment
involves consolidation of treatment gains to facilitate the transition from the end of tkattnent to greater
engagement in relationships, work or education, and communityQife.

Whe recommendation of a phasmsed approach as the optimal treatment strategy for Complex PTSD is consistent
with those offered by other expert bodies focusing oauma spectrum disorders (e.g., the Australian Center for
Posttraumatic Mental Health, 2007; the International Society for the Study of Trauma and Dissociation, 2011; an
the National Institute for Clinical Excellence, 2005; American Psychological Asso@atision 56 (Trauma
Psychology) and International Society for the Study of Trauma and Dissociation, in preparation), suggestir
uniformity of opinion on best practices, broadly conceived, for the effects of complex tr&uma.

Optimization of outcomealso includes exploration of novel treatment approaches such as complementary medicine
strategies that focus on somatosensory experience and the #naty relationship, for which there is emerging
evidence regarding efficacy (e.g., Telles, Singh, & Balkri2012). Lastly, the development of cliniefaendly
algorithms that identify preferential treatments based on patient symptom presentation (see e.g., Baars, Van de
Hart, Nijenhuis, Chu, Glas, & Draijer, 2011) would facilitate effective treatmemhingtin community clinic®

Wt the present time, the use of a phabased treatment approach for adults with Complex PTSD has excellent
consensus as well as two Level A (randomized controlled) studies supporting its use. Evidence supports the benefi
this treatment approach in enhancing outcomes related to PTSD symptoms, and equally importantly, in resolvin
other key aspects of this disorder, including persistent and pervasive emotion regulation problems, disturbances i
relational capacities, altetins in attention and consciousness (e.g., dissociation), adversely affected belief systems
and somatic distress or disorganization. In addition, the guidelines recognize and highlight the importance of flexible
patient-tailored treatments where intervetions are matched to prominent symptongs.

Maryle™ ne Cloitre, Donn W. Garvert, Chris R. Brewin,Richard A. Bryant and Andreas Maédgese for proposed IGDL PTSD and
complex PTSD: a latent profile analysiauropean Journal of Psychotraumatology 2Q1:20706- http://dx.doi.org/10.3402/ejpt.v4i0.20706

Some concern has been expressed about the overlagymiptoms that occurs between the complex PTSDEBIRD
diagnoses (e.g., Resick et al., 2012). Fralnaalutility perspective, the disorders are quite distin€lomplex PTSD
focuses on the effects of trauma, has PTSD symptoms as a core element of the disordsrassatiated with a
treatment plan that includes therelatively rapid treatment of PTSBymptoms throughtraumafocused
interventions. The most salient ardinically relevant features of BPD are high risk of suigdigjde attempts and
selfinjurious behavior and thealiagnosis and its effective treatment has been organiaedund these isues
(Linehan, 1993). In addition, theature of selconcept and interpersonal difficulties BPD emphasize problems
with a lack of a stable selfconceand fears of abandonment. In contrast, compRKkSD is defined by the presence
of a stable negativeetfconceptand avoidance of relationships. These differenbasge significant implications for
treatment.
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Kezelman, C., Stavropoulos,fRactice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Déltdty.
SurvivingChild Abuse (ASCA) 2012

Whe research base in complex trauma is substantial. At this point there is sufficient evidence to constitute whe
Courtois, Ford & Cloitre call an “evolving evidebase for preliminary treatment recommendations and provisional
0Said LINI OGAOS& ¥F2NJ O2 Y L tBiEconfekt]}itdg\alsdiipOrtart to NiSphasise Ruitide? NR
dynamically evolving, the foundational principles for effective treatment of complex trauma are novg sadiccore
problems of affect dgregulation, structural dissociation, somatic dysregulation, impaireddsesilopment and
disorganised attachment are likely to remain the foundation for clinicians working with survivors of complex trauma
regardless of the specific diagnosis or assesgrard treatment methodologies in use.

The approach of Courtois, Ford & Cloitre is to present “preliminary best practice guidelines based on [the]growin
S @A RSy QBThis ihvah&€) dn array of approaches to clinical assessment and treatmentdhateis carefully

designed adaptations of familiar evideroer 8 SR LINR (1202t aQ +a ¢Sttt a 06y2¢
Y2RSfaQ A4LISOATAOFIffte RSaAdIySR (2 | RRNBaa GKS YdzZ (AL

Foltz R., Dang S., Daniels B., Doyle HelIS., & Quisenberry@hen Diagnostic Labels Mask Trauntaclaiming children and youth
www.reclaimingjournal.com

Wiany youth who show serious troubled behaviour have experienced high levels of tepoaure. In spite of the
intense Adverse Childhood Experiences in the ASET sample, their prominent externalizing symptoms may me
recognition of trauma. Failure to recognize this can lead to diagnosis andneeathat merely manages symptoms
rather than addressing complex trauma. Thus, when a youth is given a diagnosis of Paediatric Bipolar Disorder, tl
Oy fSIFR G2 aLlSOdzZ iA2ya |o02dzi ISYSGAO tAFOATAGE 2N
relationshipsb Q

Marylene Cloite, Christine A. Courtois, Anthony Charuvastra, Richard Carapezza, Bradley C. Stolbach, Bonni&lea@nesnh of Complex
PTSD: Results of the ISTSS Expert Clinician Survey on Best Prdatizeal of Traumatic Stresgol. 24, No. 6, December 201, 615,627 (
C_2011)

Whe gap between the evidence and expert opinion about phesence of and interventions for complex PTSD
provides a strongationale for research about complex trauma populations and theiatment. We have three
specificrecommendations for future research:

(a) the development and routine use of brief, reliable meastinas assess the full range of symptoms described in
PTSxand complex PTSD;

(b) evaluation of the relative merits of singdéage traumafocused therapiesversus multicomponent and/or
sequentialtherapies for different symptom sets and different patigrapulations; and

(c) sustained monitoring of symptoms duritige course of treatment and during extended follay phases iorder
to identify the speed adh durability of treatment effect

Yentification of the optimal treatments for different trauraglated syndromes and disorders is a critical next step

in the trauma research agenda. Systematic research is necessary to determine what kinds of thestdaties

and interventions maximize benefits for specific patient populations. This includes tests of the current paradigm suc
as direct comparison of sequential versus single mode trafooased therapies, testing the order of the

components in phasbased therapies (.e.g., skitls-exposure versus exposute-skills), and evaluating rate of

change to identify the length of treatment that yields maximum bené&fit.

Matthias Knefel and Brigitte Lueg8chusterAn evaluation of ICEL1 PTSD and compléXTSD criteria in a sample of adult survivors of
childhood institutional abuse European Journal of Psychotraumatology 201:22608- http://dx.doi.org/10.3402/ejpt.v4i0.22608August
2014,

Whe genderspecific evaluation for IGD0 PTSD showke typically observed higher prevalence of PTSIRdmen
(Brewin et al., 2000; Ozer et al., 2003; Tolikda, 2006). The prevalence of ICDPTSD and CPTi8Dether shows
the same unbalanced distributiorinterestingly, this imbalance disappears in QD PTSD, andeems to shift
towards CPTSD: no gender differemtas observed in IGDL PTSD, but it was observed@®TSD. Experiencing
CPTSD symptoms such as affigsregulation, negative setioncept, inerpersonal problemsand higher arousal,
seems to be more representativaé females. The question that arises is: where diés gender bias come frorn@?

Poes this symptom representation border on a stereotypiodd definition that considers women geradly weaker
and more emotionally focused than men? Cost@rracciano, and McCrae (2001) found very robersipirical
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support for gender stereotypes across culture®men report higher values in neuroticism, agreeablenessmth,

and openness to feelingsvhile men scoredhigher in assertiveness and openness to ideas. Mored<engrling,
Ouimette, and Weitlauf (2007) hint at thesue that social roles may moderate the impact of posttrauesponses
(e.g., helplessness and emotional distress)posttraima cognitions are more consonant faomen (Baker et al.,
2005). Based on these findings,female stereotype of posttrauma symptoms might alswlude lamenting,
irritability or nervousness, a tendenty be reluctant to confront issues, and problemncerningselfconceptQ

W appearsthat CPTSD is a femaleminated disorder. Furthereplication of this result is needed and future
researchshould address the specific mechanisms underlyimmptential gender bias in CPTSD. Reliable and valid
instruments for screening and clinical diagnostics basethe proposed criteria should be developed and tediked.

Whe structure of CPTSD repeatedly shows good conswalittity, although further research should addrebe

guestion of gendespecific constrat validity. Thegquestion whether CPTSD represents a distinct or a sitisayder
is not yet clear; nevertheless, the presergsults suggest that both approaches are promisitMe therefore
conclude that in addition to the CPTSpecificsymptoms, thericlusion of some PTSD symptomight be the best
way to define CPTID.

NCTSMssessment of Complex Traurhitip:/Awwv.nctsn.orgfraumatypes/complexrauma/assessment

Ehildrenwith complex trauma often end up in multiple chéérving systems (e.g., mental health, child welfare,
education, juvenile justice) with needs that are both complex and severe. These children may carry multipl
diagnoses (e.g., bipolar disorder, attentideficit hyperactivity disorder, etc.) and may be taking various types of
medications to address their symptoms, especially when the professional making the diagnoses is unaware of the
trauma histories. Furthermore, professionals in each system may itfeeedit frameworks to understand children

and have varying degrees of understanding of complex trauma. This situation leaves children with complex traur
FG NAR&A]l 2F 0SAYy3I YAadzy RSNEANBPR RS Revdng HKelndl ifudtavsibysthel ty R (
develop a common framework for assessment of complex trauma that can still work within the context of eact
particular system. Such a comprehensive framework can improve communication across providers and caregive
and ultimately improve theare of the children and families entrusted to these systéns.

Continuous Trauma

ORecovery cannot occur in isolation. It can take place only within the context of relationships
characterized by belief in persuasion rather than coercion, ideas rédtaeiforce, and mutuality
rather than authoritarian controf, precisely the beliefs that were shattered by the original
traumatic experiences-Judith Herman, 1992

Lane Benjamin and Sarah Crawford Brown (South Afflibe) psychological impact of continuous traumatic stresfimitations of existing

diagnostic frameworks

P, we define continuous trauma as a pattern of mental health presentation arising from living within a
neighbourhood with high levels of communityang and criminal violence from an early age, where violence has
0SSy sAlySaaSR 2NJ SELISNASYOSR NBLISHISRfe&s yR 6KSNB
Romeo Vitdl; When the Trauma Doesn't Ené@sychology Today, 2013.

WY ¢ K 2 dxfosure taraumaticevents such as natural and mamde disasters can damage mental and
physicahealth, what happens when the traumaeverends? When we talk about posttraumatistressdisorder
(PTSD it usually means peopliealing with traumatic experiences in their passtill, some trauma victims may find
themselves trappd in dangerous environments where they can easily becormégctamized. And they often have
little choice but to face that risk for years, or even decades.


http://www.nctsn.org/trauma-types/complex-trauma/assessment
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Back in the 1980s before apartheid was abolismeéntal health professionals dealing with vicgnof political
repression in South Africa found that the usual treatment for PTSD provided little help for people living in fear tha
the victimization could happen agaiat any time. Accordingto Gillian Straker Y R K SNJ O2f t S| 3dzSa
SarctuariesCounselingream helping people heal after trauma often focused on providing them with a safe haven
where that healing could take placeln couriries where the evepresent threat of arrest or violence continues to
exist,dealing with continuous traumatic stre§§TS) posed unique problems for therapf3ts.

Trauma Abuse TreatmenfTSD, (Continuous Traumatic Stress Oisoyhttp://traumaabusetreatment.com/ctsecontinuoustraumatic-
stressdisorder

Wo process trauma, patients need help, which often involves a combination of counselingeatical care.
However, when trauma occurs on a continual basis, the results can be even more devastating and challenging
treat. South African writer Frank Chikane in 1986 first used the term CTSD as he explored how apartheid affectec
generation of chdren. He noticed that people can suffer from CTSD due to the following experiences:

Longterm bullying

Being raised by an alcoholic parent
Constant exposure to violence
Poverty

Police brutality

Workplace inequality
Homelessness

Food insecurity and malntition

=A =4 =4 =4 4 4 -4 -4

While similar to PTSD, this condition has its unique causes, so people will need specialized treatment to recover.

While adults can certainly experience continual trauma, children are especially vulnerable to its effects. The brains
children andnfants are constantly creating new neurological connections, so trauma will force their brains to form
in abnormal ways. The cumulative effect of CTSD leads to the following symptoms:

Learning disabilities

Panic attacks

Dissociative disorders

Generakickness and immune deficiency
Violent and impulsive behavior

Insomnia

Substance abuse and addiction later in life

=2 =4 =4 =4 -4 -8 -4

Young people affected by CTSD are more likely to be incarcerated as adults, and they are more likely to die a
younger age due to violencsybstance abuse or suicide.

Gillian Eagle & Debra Kamin&€ontinuous Traumatic Stress: Expanding the Lexicon of Traumatic StPesse and Conflict: Journal of Peace
Psychology; 2013, Vol. 19, No. 2¢89%

Pespite substantial theoretical and empiriealvances in the field of traumatic stress since the introduction of the
diagnosis of posttraumatic stress disorder (PTSD) into the mental health nomenclature, existing conceptualizatiol
of traumatic stress retain the assumption that traumatic experienbase occurred in the past. We propose
continuous traumatic stress (CTS) as a supplementary construct within the lexicon of traumatic stress, to descril
the experience and impact of living in contexts of realistic current and ongoing danger, such astpdopolitical or

civil conflict or pervasive community violen@e.

WSNXYIFYyQa ompprHO O2yOSLIidz- t ATIFGAR2Y 2F /t¢{5 Aa I F2
literature, despite the likelihood that it will not become included as a falrdiagnostic category in the fifth edition

of the Diagnostic and Statistical Manual of Mental Disorders (BSMnerican Psychiatric Association, in press; see
Resick et al., 2012). Herman (1992) introduced the idea-BTED into the literature speciflyato describe the
clinical presentation of persons who had been exposed to prolonged and repeated traumatic stressors, most often |
situations that were inescapable. She proposed that adults with histories of childhood abuse, survivors of intimat
partner violence, prisoners of war, concentration camp survivors, and girls forced into sex slavery, among other:
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were likely to present quite differently from those who had experienced siaegént traumas. Drawing upon her
own observations and the work ofrange of other theorists and researchers, she proposed that there are specific
symptomatic, characterological, and relational patterns that can be identified in these kinds of populations (Hermar
1992)Q

wSIFRAY 3 | SNXYI yQ&a 2-RISE k¥lident thathgueh oL tie tiSoNat®rypertains to conditions of
pathological bondage to a powerful, persecutory object stimulated by prolonged, forced interaction with, and
dependence upon, such a personage. She writes in the introductory sectionladitheJS NE &/ | LJG A A ( & :
GAOGAY Ayid2 LINRf2y3aISR O02yial Ol @6AGK GKS LISNLISGNI (2 NI
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Ws opposed to ®TSD or deslopmental trauma disorder, which occur in the context of more intimate or
established relationships (such as between prison guard and prisoner, or between abusive parent and child), CT¢
understood to occur in contexts in which danger and threat argelly faceless and unpredictable, yet pervasive and
substantive. The first kind of context in which CTS is likely to be observed is in @dfdtitdd zones, such as those

in which there is low intensity warfare, in which there are frequent terrorisaelts, including upon civilian targets,

or in which repressive state forces operate with impunity. In relation to war and political conflict, Summerfield
OMPphpps 20aSNBSasx aAlG 0S02YSa || LISNXIFYySyld SYSNSBwely O8d:
2F NBfFdAz2ya | ONRaa GKS a20ASdGeée FyR GKS RFEAf& OFft Od
The second common context for CTS is that of chronic community violence, especially where gangs are doming
and state security forces are unable to intervene to protecmmunity members. Such circumstances have been
observed in Mexico City (Etter, 2011), in the favelas of Brazil (Arias & Davis Rodrigues, 2006), and in the Cape F
communities of South Africa (Shields, Nadasen, & Pierce, 2008). A third context inwgtielve observed that CTS
may be prominent is in respect of people who have been displaced by virtue of persecution or warfare who finc
themselves living in xenophobic contexts in which they are preyed upon by others in society. For example, in Sou
Africa, refugees, asylum seekers, and immigrants who have fled vietenteountries on the African continent are
disproportionately subject to harassment, muggings, and criminal attack (Landau,006).

WXGKS y20A2y 27F [ ¢{ | aa dzveShat appeal xoTrerBrolBighintivel & SupjleMdntary T -
theorization of mechanisms of traumatization. Whereas those living in contexts of ongoing threat have often
experienced prior exposure to traumatic events, and often multiple prior exposures, thmangyripreoccupation in

CTS is with their current and future safety NI 6§ KSNJ 0 KIFy gAGK LI ad S@SydaoQ
WLG Aa SOARSY(d GKFEG S@Sy AT 2efated réskohesirbtiie mgra pejoratide sengeO N
of disability or malfunction, these rpenses may nonetheless be understood as running counter teheelly and
2LIAYIFE YSyGlrf FyR LAeOK2az20Alf KSIfOIK®Q

Developmental Trauma

df clinicians fail to look through a trauma lens and to conceptualize client problems as related
possibly tacurrent or past trauma, they may fail to see that trauma victims, young and old,
organize much of their lives around repetitive patterns of reliving and warding off traumatic

memories, reminders, and affects.”
Moroz, KTheEffectsof Psychologicalraumaon Children and Adolescents 2005



38

Maryland's Source fokttachment Disorder Related, Informatiddevelopmental Trauma Disorde(PTD)November 30, 201NMersion 1.0
http://www.attachmentdisordermaryland.com/traumadisorders.htm

Pefinition: DTD is a diagnostic proposal for DSMauthored by Bessel van der Kolk and colleagii&ée. concept of

DTD is based on a wide array of research data that comprises tens of flasusichildren across multiple research
studies. DTD results from growing up in an interpersonal context of ongoing danger, maltreatment, unpredictability,
and/or neglect.y &2 2F Fff OKAfR YIfONBFGYSyd AMaltrdatiientiefidedsK |y
G KARRSY (NI dzytagkgiver AnteractiogsTthay dire neglectful, intrusive, unpredictable, threatening,
aggressive, rejecting, or exploitiveThese interactions convey that the world is a dangerous, unreliable, and/or
indifferent plece that offers little or no safety. Given the highly limited capacities of infants / young children to assess
risk, this lack of physical and/or emotional safety quickly rises to the level of a subjective survival threat (annihilatio
anxiety) even thouglhe objective nature of the event may not actually be at that lewedr this reason, such events

R2 y20G 6FNNYydG + RAFIy2ara 2F t¢{5 o0S0OFdzaS (G(KS S¢
PTSDHowever, it is subjective perception, andt objective lethality, that determines traumaJsing PTSD criteria,

the element of trauma gets missed, and the erroneous diagnostic process has Bégun.

Major diagnostic criteria for DTDThere are seven major diagnostic criteria for DTD.

Witnessing oexperiencing multiple adverse interpersonal events involving caretaker(s) for at least one year.
Affective and physiological dysregulation.

Attentional and behavioral dysregulation.

Self and relational dysregulation.

Chronically altered perception and esgiations.

At least two posttraumatic symptoms.

Functional impairmentat least two of the following areas: academic, family, peers, legal, health.

Duration of disorder is at least 6 months.

NG~

Kezelman, C., Stavropoulos,FRactice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Déltdty.
Surviving Child Abuse (ASCA) 2012

Wongterm biological and psychosocial stress can occur even in the absence of a threat tovidation of balily
integrity (‘complex trauma constitutes objective threats not only to physical suyival also to the development
YR & dzNJA @ Bich tardats o Kefleveloprieft@re éspecialyangerous and damaging in the context of
young children, fowhom the self is fragile because siiflveloping.

In order to more accurately describe this trajectory, Bessel van der Kolk has proposed a new diafjnosis
Developmental Trauma Disorder (D:BD) Criteria for DTD stem from exposure to “developmentatlyerse
AYOUSNIISNE2Y T GNIdzYl Q 6S3 | 6dzaSs 0 S i cddegdry for chilgiréh whiah | y |
mirrors the complex trauma incorporated in the DESNOS (DSM) crftariadults (subsequently included as
associated features of PTSDigrficantly, DESNOS has bemmpirically shown to be linked to childhood exposure

to interpersonal psychological trauma.

Building on these findings, ‘[tlhe proposed DTD diagnosis for children with complex traumaticsgtrggems is

even more specifidk Y ARSYUGAFE@AY 3 ONIF IST 0SiGNI & kthé subjettiSd (AR critbkiBra A 3
FT2N) OKAf RK22R O02YLX SE (NI dzY | (i A Oof thdishideéive diRdnsichNdR @iNfieR O y
trauma presents a more nuanced accoutitvhat is atissue than currently figures in the standard classification of
PTSD. But it also goes further. As Faord Courtois discuss, inclusion within the DTD diagnosis of such dimensions as
6AKFYSQ> OGONSINIRELIIE YR aAYdz (72 Ozdea (TN A RiKySa GO ARAAIG 2ty
6l yYEMS&KEQaSyasS 2FQt RIYF3ISR &aStfQ

Pissociation involves complex neural processes, and occurs beyond conscious awarenesstianid It is a
defensive response to what is unbearablthe eschJS ¢ KSy § K S NI cah dlso feefl&itey Hdpldyedd ¢
subsequent to the trauma in the absence of apparent threat (ieait be activated by seemingly innocuous cues
GgKAOK aSNBS | a 06 NBYEfgdave Ndat@ent20F coniple)S trauimNiequiéd kndwledge of
dissociation, ability to recognise it, and skilful meahitercepting and working with.itAs with attachment issues
FYR 60KS @6AYR2g 2 %caileatint @ GSuding wiihia e iBitalEsas§hiedthe better.


http://www.attachmentdisordermaryland.com/traumadisorders.htm
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Screening for dissociative tendencies, whether formally or informally, is optimal. This doescestarily mean via
FRYAYAAUNI GA2Y 2F ALISOATAO 0622t aQford afige df KeAsOn, it indy HAS
approprige to use). Attunement and attentiveness¢ as well asgeneral openness to the possibility is the
therapeutic orientation to cultivate. As Shapiro relatéglhe more you know about dissociation, the more you
Fdzi 2 Yl GAOFfte ¢ (@Qddi F2yWJ Rl aKYNINH SNELOG L¢2f SNI yOS !
65Aaa20A GA2Yy idlikewiSedan MfiGrylal feans Kyiwdikh clinicians can begin to attune to potential
signs. Therapistsy KS adz33S&adGasz oAttt 6y26A05Q AFT F2N SEIF YLI §=2
Spaces out easily.

Loses coherency when speaking about childhood events (Main, 1991; Siegel, 1999, 2007)

/' yQlid NBYSYOSNI YdzOK 2F OKAf RK22R &SI N&

Abruptly switches from calm discussion to a hostile, terrified, town, or disorganised state

Shows inappropriate affect when discussing distressing events

Speaks in the third person about the sel®

= =4 =8 =8 =4 =9

4h addition to the new conceptualisations of DTD (developmental trauma disorder)daweélopmentally adverse
AYGSNILISNE2Y T (8D &INDRE I NE# SNBayNT Qv iR  OOLBIENETIF AGORZE yFFNEE &
FNBIjdzSy i NBFSNByOSa iacreasinglyiconnkny Bhgsa att@riptit@eNEdatblEn @ convey NS
multi-facetedness and enormitgf complex trauma, and the nsaive, wideranging impairments with which it is
associated. Somespected trauma specialists explicitly utilise the new conceptualizafibns.

Marc Schmid, Franz Petermann and Joerg M Fe@atelopmental trauma disorder: pros and cons of includif@grmal criteria in the
psychiatric diagnostic system§chmid et al. BMC Psychiatry 2013, 13:3 http://www.biomedcentral.com/4m71X/13/3

Wraumatized individuals are difficult to treat, but clinical experience has shown that they tend to benefit from
specific trauma therapy. A main argument against inclusion of formal DTD criteria into existing diagnostic systems
that emphasis on the etiology of the disorder might force current diagnostic systems to deviate from their purely
descriptive nature. Furthenore, comorbidities and biological aspects of the disorder may be underdiagnosed using
the DTD criterid

Developmental heterotopia of trauma
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Figure 1 Development heterotopia of trauma.




Marc Schmid, Franz Petermann and Joerg M Fe@evelopmental trauma disorder: pros and cons of including formal criteria in the

psychiatric diagnostic system§chmid et al. BMC Psychiatry 2013, 18tB://www.biomedcentral.com/1471244X/13/3

Table 1 Arguments for and against the introduction of development trauma disorder in the psychiatric diagnostic systems

Arguments: pro development trauma disorder

Arguments against development trauma disorder

Specific diagnosis for observed symptoms from severely
traumatized children

Conflicts the traditional diagnostic systems on constraining on the
description of symptoms

Regards developmental psychopathology and the course
of mental disorders

Assumed mono-causality is conflicting bio-psycho-social model of the
etiology of mental disorders

Explains co-morbidity

Underestimates the aspects of inverse correlations of psychopathology
and traumatization

Enables effective treatment for co-morbid disorders

Selectivity underestimates the role of resilience

Enhances research in the field of developmental psychopathology
and trauma related disorders

Higher risk to miss co-morbid disorders and effective (psycho-)
pharmaceutical treatment

Show scientific based arguments for a improvement of child
protection, prevention and resources of youth welfare services

Failed to define age-related symptoms

Explains severe problem behavior, for example reactive aggression,
chronic dissociation and self-injury

Trauma focused explorations might lead to a problem focused
exploration style

Wrguments in favor of formalized DTD diagnostic criteridhe following argments support the initiative to include
DTD as a distinct mental disorder in diagnostic systems:

w More specific diagnosisThe diagnosis of PTSD does not sufficiently take into account the symptoms of
traumatized patients. The postulated DTD diagnostiteria comprise a range of symptoms seen to occur after
complex and repeated traumatization. For the diagnosis of DTD, traumatic experience is essential but not exclusi\
and genetic and biopsychosocial origins of the disorder must be ruled out tofysgkei interaction between
neurobiology, epigenetics and transgenerational traumatic life events and ¢basequencesor the development

of mental disorders. The existence of specific and validated DTD diagnostic criteria may sensitize professionals ¢
the general public to the drastic consequences of child abuse, neglect, and traumatization. Moreover, the
establishment of measures for e.g. child protection, policy making would be expedited.

w [/ 2dz2NBES 27T YT suppbrterR af 3his NiR&iweEargue that more emphasis should be placed on
developmental aspects of disorders caused by traumatization. The few longitudinal studies available indicate th:
more than 60% of adults with psychiatric disorders sufferedhfpsychopathological symptoms during adolescence,
and 77% exhibited symptoms foee the age of 18 yeard-urthermore, PTSD frequently becomes chronic. In a
longitudinal study in adolescents with PTSD, 48% of patients still met the criteria for PTSI tbree/ears late.

w 9 Yy KI y O SEsthldfisangeht Nidokmal diagnostic criteria for DTD is expected to stimulate research efforts in
this area (e.g., epidemiological studies, developmepsgichopathological research). Crassctional and
longitudind studies on psychosocial risks and comorbidities during childhood and adolescence should b
encouraged.

w Explain comorbidities From a clinical point of view, the diagnosis of DTD focuses on traumatization as the
psychopathological trigger of mentatlisorders. Several welllesigned studies clearly demonstrated such
correlations. Postraumatic symptoms may occur together with other mental disorders. As many as 80% of PTSI
patients meet tte criteria for another disordeb Ly |y S @I f dzf RNyEW (ARAYKS WDdzRe
showed that all subjects meeting the criteria for PTSD in young adulthood had suffered from mental disorders at
young age. Conversely, other mental disorders may be present before PTSD or may developoaiterrigsce In
particular, victims of sequential traumatization have an inherently high risk of developing a complex syndrome o
disorders that often go hanth-hand with single symptoms of PTSD without fulfilling the complete clinical picture of
PTSD. In childremd adolescents, comorbidities with ADHD, anxiety disorder, suicidal thoughts, and a trend towards
affective disorders is highly prevalent

wEnable effective treatmentBy selectively treating trauma symptoms, patients can be stabilized, and concomitant
illnesses (like anxiety disorder or depression) can be addressed. The effectiveness of therapeutic interventions
traumatized children and adolescents has beell documented in recent years. Spinazzola epainted out that

more attention should be gen to naturalistic studies in inpatients suffering from psychosocial stress being at risk of
suicide.

Patients with severe interpersonal traumatization in childhood are the hardest to treat and have the poorest
prognosis. Treatment may be constrained bguifficient understanding of the underlying illness, and patients often


http://www.biomedcentral.com/1471-244X/13/3
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cannot be reached by the psychosocial care system. Moreover, the degree of traumatization affects treatmen
success. Therefore, it is important to take the nature and severity of tedicnexperiences into account when
developing a treatment plan. With a more specific diagnosis, treatment options can benteitie.

wSocial and legal aspectdlany victims of neglect, child abuse, and maltreatment live on the edge of society and
dependon social services for most of their lives. Failures at school and in youthreveifitutions are common

Clear definition of traumaelated symptoms could help to change attitudes towards delinquent or aggressive
adolescents and facilitate the initian of treatment [106]. Several studies have addressed the enormous healthcare
costs arising from traumatization, such as medical treatment costs, early retirement, inability to work, need for socig
benefits, and even imprisonmentf the consequences ofhildhood traumatization were officially recognized,
patients would benefit from improved social acceptance of their difficulties. Moreover, inclusion of mental disorders
arising from complex traumatization in the official diagnostic systems would asaign{s in obtaining
compensation and legal support (court, victim aid). Many traumatized patients develop chronic mental disorders
with serious impairment of their working ability and social interactions. Early and effective intervention is necessar
to help patients to maintain a normal life styde.

Van der Kolk and Pynoos were unsuccessful in gefigelopmental Trauma Disorder in DSlvbut are not being
stopped in their efforts to gets Mlaccepted practice globally.

Van der KolkBessel AMD Robert S. Pynodd, Proposal to Include a Developmental Trauma Disorder Diagnosis for Children and

Adolescents in DSMW

Whe goal of introducing the diagnosis of Developmental Trauma Disorder is to capture the reality of the clinice
presentations ofchildren and adolescents exposed to chronic interpersonal trauma and thereby guide clinicians to
develop and utilize effective interventions and for researchers to study the neurobiology and transmission of chroni
interpersonal violence. Whether or noi¢y exhibit symptoms of PTSD, children who have developed in the context
of ongoing danger, maltreatment, and inadequate caregiving systems-aexittd by the current diagnostic system,

as it frequently leads to no diagnosis, multiple unrelated diageps® emphasis on behavioral control without
recognition of interpersonal trauma and lack of safety in the etiology of symptoms, and a lack of attention to
ameliorating the developmental disruptions that underlie the symptems. w

Whe recognition othe profound difference between adult onset PTSD and the clinical effects of interpersonal
violence on children, as well as the need to develop effective treatments for these children, were the principa
reasons for the establishment of the National CHitdumatic Stress Network in 2001. Less than eight years later it
has become evident that the current diagnostic classification system is inadequate for the tens of thousands c
traumatized children receiving psychiatric care for tradrakated difficultiesQ

In a private paperevelopmentalTrauma Disorder. Towards a rational diagnosis for children with complex trauma
histories,Van der Kolk pulls no punches:

Bessel A. van der Kolk, MDevelopmental trauma disorderTowards a rational diagnosis fdrildren with complex trauma histories.
WKAfRK22R (GNI dzYlZ AyOfdzZRAYy3a |06dzaS FyR yS3atSoaz Aa
challenge, a challenge that has the potential to be largely resolved by appropriate prevention and itiervieach

year over 3,000,000 children are reported to the authorities for abuse and/or neglect in the United States of which

about one million are substantiatedl. Many thousands more undergo traumatic medical and surgical procedures
and are victims of ecidents and of community violence (see Spinazzola et al, this issue). However, most traum:
0S3IAaya i K2YSY GKS @Lrad YlIe22NRiGe 2F LIS2LX S o 62 dzi
parentsQ

Whe ACE study showed that adversbildhood experiences are vastly more common than recognized or
acknowledged and that they have a powerful relation to adult health adeadfury later. The study unequivocally
confirmed earlier investigations that found a highly significant relationbkigveen adverse childhood experiences
and depression, suicide attempts, alcoholism, drug abuse, sexual promiscuity, domestic violence, cigarette smokir
obesity, physical inactivity, and sexually transmitted diseases. In addition, the more adverseathiéiperiences
reported, the more likely a person was to develop heart disease, cancer, stroke, diabetes, skeletal fractures, and liv
diseaseQ
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Usolated traumatic incidents tend to produce discrete conditioned behavioral and biological responsesridersm

of the trauma, such as are captured in the PTSD diagnosis. In contrast, chronic maltreatment or inevitable repeat
traumatization, such as occurs in children who are exposed to repeated medical or surgical procedures, have
pervasive effects on # development of mind and brain. Chronic trauma interferes with neurobiological
development (see article by Ford, this issue) and the capacity to integrate sensory, emotional and cognitiv
information into a cohesive whole. Developmental trauma sets tlagestfor unfocused responses to subsequent
stress leading to dramatic increases in the use of medical, correctional, social and mental health services. People
with childhood histories of trauma, abuse and neglect make up almost our entire criminal jusiicgation:
physical abuse and neglect are associated with a very high rates of arrest for violent offenses.

Dissociation

dDissociation is often described as watching what is happening from a third person point of view.

The face and eyes of tiperpetrator pierce into the soul of the victim and haunt them forgver
Reb Buxton, LPIGHSPt | wL+9H | tI 0ASY;iQ4d DdzZARS ¢2 ¢KSNI LR
6 HANMHZ wS apublistimRgiMRnfabArchitBdtsounseling

X RA a & 2 thédsaage dvlyel there is no escape,
is inscribed into the right hemisphere,
which is specialised for withdrawal aadoidanceSchore

Kezelman, C., StavropoulosAdults Surviving Child Abuse (ASCA) 2012
Practice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery.

Kezelman, C., Stavropoulos,FRactice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Déltdty.
Surviving Child\buse (ASCA) 2012

4h a recent text, Ross and Halpern explicitly emphasise the respomgsotiation because it is a core component

of the trauma response, and because dissociatiaroisas widely understood and recognised as depression, anxiety,
psydosis, substance abuse, eatibgy R LISNE2Yy | f A& RA&A2NRSNEQ® ! yRSNEI
complex trauma igrucial both to recognition and appropriate treatment of it. Yet such understanding is unassisted
by the standard diagnostic categes which themselves fragment the pervasiveness and totality ofeffects of
complex traumaQ

Onno Van Der Haend Rutger HorsThe dissociation theory of Pierre JaneARTICLE JOURNAL OF TRAUMATIC STRESS - SEPTEMBER 19¢
Impact Factor: 2.72 - DOI: 10.1007/BF00974598

WPierre Janet wathe first to show clearly and systematically how it is the most direct psychological deigagest
overwhelming traumatic experiences. He derstrated that dissociativgphenomena play an important role in
widely divergent postraumatic stress responsaghich he included under the 19itentury diagnosis of hysteria.

According to a recent definition, "dissociation represents a process wherelgircenental functions which are
ordinarily integrated with other functions presumably operdte a more compartmentalized or automatic way
usually outside the sphere of conscicawareness or memory recall" (Ludwig, 1983, p. 93). A similar description of
dissociationwas given by Pierre Janet a century ago. He was not the first to introduce this concepgsitis most
important student. Janet's dissociation theory is once again recedlésgrved attention. Because he focuses on the
role of dissociationin traumaticallyinduced disorders, Janet's theory is particularly relevant for research into
traumatic stres€Q
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Herman, J., Perry, J. C., and van der Kolk, (8989).Childhood trauma and borderline personality disordekme. J. Psychiat46:490-495.
Waz2a0 Y2RSNY aiddzRASa 2F (NI dzy | (-kaOmatic(stheBsad@ordar 2J@nezS wdrkf Y
encourages us to seek the traumatic origins of a much wider range of disorders. Some such developments a
already under way. Seversiudies in the field of dissociative disorders, in particular work on multiple personality
disorder, indicate the traumatic origins in childhood of dissociative symptoms (cf. Gliss, 1986; Putnam et al., 198
Ross and Norton, 1987; Shultz et al., 198&il& data have recently been reported with regard to borderline
LISNBRE2Y | fAGE RAA2NRSNI 61 SNXIY S | f dImpy pO dQ

Van der Kolk, M.Dl'he Body Keeps the ScogeBrain mind and body in the healing of traum&jking 2014

Pissociation is the essence of trauma. The overwhelming experience is split off and fragmented, so that th
emotions, sounds, images, thoughts and physical sensations related to the trauma take on a life of their own. Tt
sensory fragments of memory intradnto the present, where they are literally relived. As long as the trauma is not
resolved, the stress hormones that the body secretes to protect itself keep circulating, and the defensive movement
and emotional responses keep being replayed.

Flashbackand reliving are in some ways worse than the trauma itself. A traumatic event has a beginning and an en
¢ at some point it is over. But for people with PTSD, a flashback can occur at any time, whether they are awake
asleep. People who suffer from flasacks often organise their lives around trying to protect against them. They may
compulsively go to the gym to pump iron (but finding that they are never strong enough), numb themselves witt
drugs or try to cultivate an illusory sense of control in higldpgerous situations (like motorcycle racing, bungee
jumping, or working as an ambulance driver). Constantly fighting unseen dangers is exhausting and leave the
fatigued, depressed and weary.

If elements of the trauma are replayed again and again, te®@apanying stress hormones engrave those memories
SOSNI Y2NB RSSLIX e Ay UKS YAYR®Q
Dr Suzanne LaCombHgissociation. Zoning out? How the body copéstp://www.myshrink.com/counselingheory.php?t id=13

W5 A aaz2O0Al (lksaprotéctive mechanisin taBed up by the nervous system when it reaches its maximum
capacity to process stimulation (both internally and externally).

Imagine having to interact with people all day and by ¢mel of the day you can't speak another word. You go home
to regroup, anxious to get into your latest book. But you can't concentrate. You keep "floating" away into a
thoughtless and timeless void. Oddly enough, your favourite book seems boring.

Dissociatio caps the keyed up and restless energy underneath. It numbs the body so that one feels less intern:
distress. It's a good temporary back up plan devised by nature for coping when we feel overwhelmed. But it has i
drawbacks.

To the degree that you ardissociative, will be the degree of impairment in your ability to take appropriate fight or
flight responses (e.g. being physically threatened). You see, dissociation is a type of freeze state.

In other words, you are more likely to move into an aciuéezestate whether you want to or not (e.g. freezing at
3dzy LRAYG RdAdzZNAYy3I | o0Fy]l NROOSNEOLDQ

W2 KSYy RA&Z&20AF0A2Y 0S02YSa OK N&W§dubaus behavioQrs afe cdnnsrf waydzy 6
in which people seek temporary "relief".

Chronic dissociation severely limits our perceptions. At some level we sense we're operating on a different plar
than the rest of the world. Although we know something@umsiss we can't put a finger on it.

Dissociation can make us feel invisible and powerless. It impairs the ability to connect with others to such a degre
GKFG 6S FINB dzyFo6fS (2 OFNB F2NJ 2dzNBESE gSa 2N 20 KSNA

International Society for the Study of Trauma and Dissociatibttp://www.isst-d.org/?contentID=76

Pissociation is a word that is used to describe the disconnection or lack of connection between things usuall
associated with each other. Dissociated experiences are not integrated into the usual sense of self, resulting
discontinuities in conscious anreness (Anderson & Alexander, 1996; Frey, 2001; International Society for the Study
of Dissociation, 2002; Maldonado, Butler, & Spiegel, 2002; Pascuzzi & Weber, 1997; Rauschenberger & Lynn, 1¢
Simeon et al., 2001; Spiegel & Cardefia, 1991; Steinbem.,efi990, 1993). In severe forms of dissociation,



http://www.myshrink.com/counseling-theory.php?t_id=13
http://www.myshrink.com/counseling-theory.php?t_id=85
http://www.isst-d.org/?contentID=76
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disconnection occurs in the usually integrated functions of consciousness, memory, identity, or perception. Fc
example, someone may think about an event that was tremendously upsetting yet have no Jeafiogt it.
Clinically, this is termed emotional numbing, one of the hallmarks offpastatic stress disorder. Dissociation is a
psychological process commonly found in persons seeking mental health treatment (Maldonado et alQ 2002).

Pissociation may FFSOG | LISNER2Yy &adzoaSOiAg@Ste Ay GKS F2Ny 2
thoughts or emotions seemingly coming out of nowhere, or finding oneself carrying out an action as if it were
controlled by a force other than oneself (Dell, 00 ® ¢ & LA OF ftft &> | LISNBR2Yy FSSf a

not seem to makes sense at the time. Feeling suddenly, unbearably sad, without an apparent reason, and the
having the sadness leave in much the same manner as it came, is an exampleme®@neonay find himself or
herself doing something that they would not normally do but unable to stop themselves, almost as if they are bein
O2YLIStEftSR 2 R2 Add® ¢KA&A Aa a2YSUAYSa RSaAaONAROSR I a
the driverQ

Where are five main ways in which the dissociation of psychological processes changes the way a person experien
living: depersonalization, derealization, amnesia, identity confusion, and identity alteration. These are the mair
areas of imestigation in the Structured Clinical Interview for Dissociative Disorders-[gQiBteinberg, 1994a;
Steinberg, Rounsaville, & Cicchetti, 1990). A dissociative disorder is suggested by the robust presence of any of
five featuresQ

Lanius, R.A., Bnd, B., Vermetten, E., Frewen, P.A., and Spiegel, D. (ZDi2)dissociative subtype of posttraumatic stress disorder:
Rationale, clinical and neurobiological evidence, and implicatioBepression and Anxiety, 2B01-708.d0i:10.1002/da.21889

We reconmend that consideration be given to adding a dissociative subtype of PTSD in the revisiorD&Mhe
This facilitates more accurate analysis of different phenotypes of PTSD, assist in treatment planning that is informe
by considering the degree @flF G A Sy 1aQ RA&&A20AI GAGAGRYT GAff A YhesNRI DS
research about the prevalence, symptomatology, neurobiology, and treatment of individuals with the dissociative
subtype of PTSD.

Stein, D.J., Koenen, K.C., Friedmad,,Mill, E., McLaughlin, K.A., Petukhova, M., et al. {2Dissociation in posttraumatic stress disorder:
Evidence from the world mental health surveyBiological Psychiatry, 7302;312.d0i:10.1016/j.biopsych.2012.08.022

Wi f §K2dzZAK K SdissodaBveJguaitypé of PPSRINEMS is supported by considerable clinical and
neurobiological evidence, this evidence comes mostly from referred samples in Western countrieshafiored
population epidemiologic surveys were analyzed to evaluate gdizability of the subtype in more diverse

al YL SaoQ

W5A3a20AF0A0S aeayvyLlizya ¢SNB LINBand \DEMMVCSmMpasite drigenatichd  NJ
Diagnostic Interview PTSD and did not differ between high and low/middle income countries. Symgtom
dissociation in PTSD were associated with high counts -ekperiencing symptoms and net of these symptom
counts with male sex, childhood onset of PTSD, high exposure to prior (to the onset of PTSD) traumatic events &
childhood adversities, prioristories of separation anxiety disorder and specific phobia, severe role impairment, and
suicidality. Conclusion:These results provide community epidemiologic data documenting the value of the
dissociative subtype in distinguishing a meaningful proportibrsevere and impairing cases of PTSD that have
RAAGAYOG O2NNBfIFiSa ONrPaa I RAOGSNES aSia 2F O2dzy i NA




45

ReTraumatization
a! asSyasS 27F 02 y-ioNRldnce a® théthbdicallg sfribped av&y byipSripsttraffickers who
utilize fearviolenceand mind®2 y 4G N2 f GSOKyAljdzSa G2 1SSLI IANI & f 2
Rachel Lloyd; Founder/Executive Dire&am Victim To Survivor, From Survivor To Leadére importance of

leadership programming and opportunities for commercially sexeibfoited and trafficked young women & girls;
Girls Educational and Mentoring Services, GEMS

Kezelman, C., Stavropoulos,factice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Déltdty.
Surviving Child Abuse$£A) 2012

Y2 KAES O2Yy TNRYGAY 3I-traiirdatisaliényotl Sraatyt tlaimatsed paddey adds withindiverse
services of the health sectas highly prevalent. Research establishes that service practidesh lead to
retraumatisation rather tharrecovery are not exceptional, but pervasive and deepiyrenched. In fact research
which supports this disturbing claim is growing.272 Recognitiothefeality that [tfrauma has often occurred in
0KS aSNIDA O% adaofitnSetisifoniraddctoh & aumal Yy F2 N Y SRQ LINF OG A OS®dQ

Substance Abuse and Mental Health Services Administraiianmalnformed Care in Behavioral Health Servic@seatment Improvement

Protocol (TIP) Series 52014

Retraumatization: In its more literalli NJ y & f -F{INI2dfYzl GOANR GA 2y é YSlIya (GKS 2«
reactions and symptoms after exposure to multiple events (Duckworth & Follette, 2011). This is a significant issue f
trauma survivors, both because they are at increased riskifgren rates of redraumatization, and because people
who are traumatized multiple times often have more serious and chronic trawtaéed symptoms than those with
single traumas. In this manual, the term not only refers to the effect of being exposeditipla events, but also
implies the process of rexperiencing traumatic stress as a result of a current situation that mirrors or replicates in
some way the prior traumatic experiences (e.g., specific smells or other sensory input; interactions wit) othe
NBalLlyasSa (2 2ySQad8 &adzZNNRdzyRAy3Ia 2N AyidSNLISNB2p f O2
Even the most standard behavioral health practices camaw@matize an individual exposed to prior traumatic
experiences if the provideYiLJt SYSy i a G(KSY 6A0GK2dzi NBO23IyAT Ay3d 2N Of

X w-Baumatization occurs when clients experience something that makes them feel as though they are undergoin
another trauma. Unfortunately, treatment settings and clinicians cagate retraumatizing experiences, often
without being aware of it, and sometimes clients themselves are not consciously aware that a clinical situation he
actually triggered a traumatic stress reactib@

U.S. Department of Health and Human Service$i®H dzo a il yOS ! 6dzaS FyR aSydlrt 1 SHtdK { SNIDA
Health Services (CMHSdw a Traumanformed Approach Can Make a Difference.

W statewide effort should be made to reduce or eliminate any potentiallytreeimatizing practices such as
seclusion and restraint, involuntary medication, etc. Specific policies should be in place to acknowledge ar
minimize the potential for rdraumatization, assess relevant history, respect gender differences, and provide
immediate intervation to mitigate effects shouldv2 f Sy 0S 2 00dzNJ Ay OIF NS aSdGidAay3aa

William Steele, PsyD and Caelan Kuban, LM&Wancing Traumdnformed Practices Bringing traumimformed, resiliencefocused care to
children, adolescents, families, schools andmmunities.The National Institute for Trauma and Loss in Children.

Y we only completed an assessment of a traumatized child and found, for example, that trauma had created senso
integration challenges, we would have a basis for treatment. However iflesign that treatment without being
aware of the kinds of experiences that child actually faced, the treatment may further traumatize that child. If for
example, a weighted blanket is recommended as part of the sensory integration treatment to heilpticatl
activated child, but the child has been sexually abused and the full weight of an adult on top of them was part of the
experience, that treatment, that blanket and the sensation of heaviness, could in faetumatize that child. Not
having infomation about the details of the experiences associated with trauma places that child at greater risk wher
determining treatment. What then are the primary experiences of trauma, and subsequent implications for
treatment and interventiol Q
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ITTIC — The Institute of Trauma and Trauma Informed Care; Buffalo Center for Social Research; School of Social Work;
University at Buffalo; The State University of New York. http://socialwork.buffalo.edu/social-research/about-us.html

RETRAUMATIZATION

~ WHAT HURTS? |

SYSTEM RELATIONSHIP
(POLICIES. PROCEDURES. “THE WAY THINGS ARE DONE” , (POWER CONTROL SUBVERSIVENESS”

HAVING TO CONTINUALLY RETELL NOT BEING SEEN OR HEARD
YOUR STORY

BEING TREATED AS A NUMBER VIOLATING TRUST

PROCEDURES THAT REQUIRE FAILURE TO ENSURE EMOTIONAL
DISROBING SAFETY

BEING SEEN AS A LABEL

(eg. ADDICT; SCHITZOPHRENIC) AR

NO CHOICE IN SERVICE OR TREATMENT DOES THINGS FOR RATHER THAN WITH

NO OPPORTUNITY TO GIVE FEEDBACK USE OF PUNITIVE TREATMENT,
ABOUT THEIR EPRIENCES WITH THE COERCIVE PRACTICES AND
SERVICE DELIVERY OPPRESSIVE LANGAUGE

Adapted from TTIC ModelsProf Tom Nochajski and Ass Prof Sue Gré@ée; Institute on Trauma and Traurdaformed Care
(ITTIC)Buffalo Center for Social Research University at Buffalo; State University of New York

JAMES A. CHIJ, M.Dhge Revictimization of AdukVomen With Histories ofChildhood AbuseJournal of Psychotherapy Practiaeda
Research

Whe revictimization of adults who havpreviously been traumatized as childrappears to be an atbo-common
occurrenceln clinical work with adults who have beseaverely abused as children, mental headtbfessionals have
repeatedly observed reictimizationssuch as physical or sexw@asault, some of which seem to mirror ttraumatic
childhood experiencefResearch statistics support this apparéigh incidere of revictimizationQ

4h addition to negative effect®f the psychological (and perhaps biologiged to rework early experiences,
childhood abuse also has profound negatSef T SO a 2y Ay RA JA R daeirf edvdonrbient (aisiNJ
resilience with respecto aversive experiences. Unless the cycleviofimization is broken by effective treatment,
people who have suffered childhood abusentinue to be at risk for the recurrence @faumatic and harmful
experiences.Those who treat pst victims of childhoodrauma need to realize fully the extend which these
individuals are at risk fae-GA OGAYAT I A2y ®Q

Piscussions of reictimization are oftercontroversial, particularly when they focpsimarily on the victim and do
not addressssues related to the perpetrator. This discusdias outlined how survivors of abuse pkayole in their
own re-victimization and hovthe mechanisms of rgictimization need to beinderstood and overcome. Therapists
needto work with patients so thathiey are able tdake personal responsibility for their ovaafety, but this is not to
imply that patients ar@o blame for being revictimized. An understandinipat people with histories of earlgbuse
are intensely vulnerable to subsequemtvictimizaton should in fact only serve tmderscore the responsibility of a
perpetratorwho intentionally inflicts harm oanotherQ
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Masking Trauma
a!'a L 6Ff1SR 2dz2i GKS R22NA (26l NRa Y& FNBSR2Y
0

>
ando A G G SNy Saa SKAYRINALSONMMIDELAA GAETE 0SS Ay
The literature on Masking does not come easy. It is therefore an invention of this document. There are, howevel
many references where the word Masking can easily be inserted and the purpase opfront challenge can be
AYUGSNIINBGISR gAlKz2dzi (22 YdzOK GSaid G2 GKS AYIFIAYIlFGAz2

Dan J SteiA New Mental Health policy for South AfricdlMPG Editorial;

Wiasking(personality)is a process in which an individwdlanges or "masks" their natural personality to conform to
social pressuresbuse and orharassment Some examples ohasking are a single overly dominaemperament

or humour, two incongruent temperaments, atisplaying three of the four main temperaments within the same
individual. Masking can be strongly influenced by environmental factors such as authoritarian parents, rejectior
andemotional physical or sexualabuse. An individual may not even know he or she is wearimgsk because it is

a behaviour that can take many for@<2

Martha Cabrea; Essay: Living and Surviving a Multiply Wounded Country;http://siyathanda.org.za/index.php/resources2/88ultiply-
wounded-country

Whe suicide rate has shot up in Nicaragua, but while suicide is yet another manifestation of the multiple wound
LIKSY2YSy2ys ¢S &aK2dzZ RyQid OSYGSNI I ff NB T &ils tDai dre2 sfowe y
forms of suicide and are much more common in our country. Alcoholism, as an example, is very widespread
Nicaragua and even in the organizations, but no one has really reflected on this pr@blem

Kezelman, C., Stavropoulos,FRactice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Déltdty.
Surviving Child Abuse (ASCA) 2012

WA key and consistent finding), isthe relationship between lack of processing and integratiomaafmatic memory

and ongoing impairments across a wide range of functianidgable to process and Y2 @S 2y Q FN
precipitating trauma(s), the traumatsl person is incapacitated not only by tbatalysing events or experiences (of
which they may have no conscious recollection) but by varatenpts to avoid potential reminders of what has
been so injurious to them. Thus they are "caughy’ | { ick hfi@mpfs 0 escape the trauma amount to an
unwitting revisiting of its effects. Thxcurs in the form of various debilitating symptoms and coping mechanisms,
which massively affectot only thequality of life but which can endanger life its&)f.

Whe point that problematic symptoms, behaviours and conditions carthbeoutgrowth of initially protective
attempts to deal with traumaneeds to be reiterated and emphasised. Such initial copiieghanisms may have
been both resourceful and creative (dscussed in the previous chapteBut with the passage of time, they have
ceased to serve a protective function, and themselves beceordermining of healthThis means that complex
trauma can underlie a range of otherwise diveesentations, which iturn receive diverse diagnoses that fail to
account for the underlying traumd&his point is critical precisely becausetltd breadth of responses generated by
the comprehensiveature of complex traum@ Q

William Steele, PsyD and Caelan Kuban, LM@Wancing Traumdnformed Practices Bringing traummformed, resiliencefocused care to
children, adolescents, families, schools and communiti€ae National Institute for Trauma and Loss in Children.

Weuroscience documents that children in trauma ageverned predominately by the sensations associated with
their traumatic memorieg the sounds, smells, sensations of touch, and visual memories (NCTIC, 2011). When thes
senses are triggered or activated by similar sensations associated with a reahaa perceived sense of impending
RFY3aSNE G(GKS@& R2y Qi GKAYy]l odzi aAayvyLiXe FOG 2y GKSANI &


https://en.wikipedia.org/wiki/Abuse
https://en.wikipedia.org/wiki/Harassment
https://en.wikipedia.org/wiki/Temperament
https://en.wikipedia.org/wiki/The_four_humours
https://en.wikipedia.org/wiki/Emotional_abuse
https://en.wikipedia.org/wiki/Physical_abuse
https://en.wikipedia.org/wiki/Sexual_abuse
http://siyathanda.org.za/index.php/resources2/83-multiply-wounded-country
http://siyathanda.org.za/index.php/resources2/83-multiply-wounded-country
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people and the way they present themselves can activate primitive survival responses. We may be vgrgnchrin
A1AfTESR LINFOQUAGAZ2YSNE o0dzix AF 2yS 2F 2dzNJ LIKe@aAOokft ¥
he cannot feel safe with us and will immediately rely on his survival responses. Reason and logic are overruled.
Survival behegiours are also formed, driven and repeated because of how children experienced past traumatic
situations and how they are experiencing their current situation, environment and people in their environment. If
they feel unsafe, threatened or powerless, the'|muma related survival behaviours may be activated. When children
are direct victims of repeated trauma, like abuse, or exposed to multiple traumas, survival behaviours become mor
acute and include primitive, survival directed, fight, flight and freszieavioursb Q

THE MORRIS CENTER,; for healing from child Swgepor to Thriver Revised 7/99www.ascasupport.org

Burvivors often use a number of mechanisms to numb themselves when the feelings getaiog. Some may
adopt a "workaholic" lifestyle in order to avoid the feelings. Others may try to "stuff* the feelings by compulsive
eating or to anesthetize them by drinking or using drugs. Certain feelings such as anger and rage may be so strc
that they dominate a survivor's internal life and overshadow the other feelings that may also behere.

Goldman, A. Ph.DBehind the Corporate Mask Is a Traumatized Lead&sychology Todalan 31, 2012

W20AY 2AffAlFYQa AayQid GKS FANRG O2YAO (G2 O2YYAld adz
their depression with humour. They learn early in life to hide their deepest, darkest feelings from offegrsessed
peoplS I NB y2i LRLJzZ NI GKS& FNAR Syt O23deNil S3/S RdzLds2 (6K SAe3 |
makeotherslaugh. They makether people feel good. Sometimes in the process they can even experience their own
humour and temporarily escape from tha&wn pain. Not wanting to be a burden to others and believing that others
R2 y2G ¢yl (G2 KSFENI 0KSANI LI Ay>S GKSe& R2y Qi GdzNy (2
their pain often becoming loaners. Or they may turn to substancesa

Reb Buxton, LPIAHSRC | wL +9H ! t | (A Sy Qs {DUmiRS  vi-friblishikgaieihtal JerchitectS Cotinseling

We typically avoid having deep and ongoing conversations with ourselves. Wetegidéhis regular emotional
maintenance bysome form of distraction. It may be a football game or alcohol (or both!) four nights in a row then
three hours of TV after dinner every other night. It may be shopping or going to bars after work most nights. We ma
avoid selfreflection by refusing to mgage in meaningful dialogue with ourselves and our friends and family. We may
use drugs or shopping or sex with strangers. Shopping, sex, and football are not inherently bad. Anything can |
used to avoid the conversations that should be happening abauotimp, lifeless marriages or our deadd jobs or

our child that has gone astray or the pain from our past that is preventing us from living in tgéviifg flow of
vitality® Q

DORTHE BERNTSEN and DAVID C.;RiligiNa Trauma Becomes a Keyltentity: Enhanced Integration of Trauma Memories Predicts
Posttraumatic Stress Disorder Sympton&pplied Cognitive Psychologdppl. Cognit. Psychd1: 417431 (2007)

Many theories of how traumatic events affect memory and-galiwledge take theistarting point in the idea that a
trauma creates a profound imbalance in the mind of thetim. According to this widespread view, the trauma
violates the schemata of the persas,therefore hard to process and as a result becomes poorly integrated into the

seltnarratives of the person (e.g. Ehlers & Clark, 2000; Horowitz, 1986; van der Kislker&1995; for a review, see
Dalgleish, 2004). In order to recover, the person hasctmtommodate his or her schemata to encompass the memory
of the trauma.

Van de Kolk, M.DThe Body Keeps the ScogeéBrain mind and body in the healing of traum&,king 2014

W ¢gKSY CSEtAGUA O0xAyOSyid CSEtAGGA YIFAASNI t SNXIcwRYy (S
initiator of the Adverse Childhood Experienstsdy) net saw her a few months later, she had regained more weight
than he thought was biologically possible in such a short time. What had happened? It turned out that her newl
svelte body had attracted a male -wmrker, who started to flirt with her ath then suggested sex. She went home
and began to eat. She stuffed herself during the day and ate while sleepwalking at night. When Felitti probed thi
extreme reaction, she revealed a lengthy incest history with her grandfélaer

Wwelve years after hedA A Y | f £ &8 GNBFGIGSR KSNE CStAGGA F3IAFLAYy dI &
o NAI GNRAO &adzNHESNE o6-dAE | FIE &NRBKEREBOR 2a8020nS/ Sdézh OAR
hospitalisations and three courses of electroshockctmtrol suicidality. Felitti points out that obesity, which is
considered a major health problem, may in fact be a personal solution for many. Consider the implications: If yo


http://www.ascasupport.org/
https://www.psychologytoday.com/experts/alan-goldman-phd
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happens in addiction programs, but other problems may emérge

Reb Buxton, LPIAHSRC | wL +#9H ! t | (A Sy Qs {DUshiRS  vi-friblishikgRieihtal Jerchitect§ Cotinseling

What is fear? Fear is the worst the worst case scenario. If our fear is loneliness, our greatest fear is living a solitary
life and dying alone. If our greatest fear is futility, failure and meaninglessness lurk around every cooner. If
greatest fear is our own power, beauty, artdesigth, we will do anything to destroy what is good and lovely about
ourselves and elevate our failings to validate thelie.

Whe unforgiving messages generated by our fears permeate the depths of our heart, mind, soul and inevitab’
influence ourday-to-day decisions. They emerge from the dark corners of our psyche at the most inconvenient times
whispering the same vicious lies coated in a veneer of truth. Thesertidi$ prevent us from embracing our lives

and celebrating our individuality. Iinart, they zap our vitality by choking us with shame, discouragement, and yes,
more fear. In this downward spiral our fear perpetuates more fear. If this is the atmosphere in which all that
prevents us from thriving originates, it is no surprise then tih@ unholy space is not easily accessibleprone to
change without intense, intentional effait Q

Klinic Community Health Cent€€anada Traumainformed - The Trauma ToolkiSecond Edition, 2013

Wraumatic events often cause feelings of shame duthe powerlessness they create, which can lead to secrecy
and further embed the experience of shame. It then becomes something to be greatly feared and avoided. It is
this point that negative coping behaviours may start and may continue until a pelstides to face the difficult
emotions thatsur2 dzy R G KS G NJ dzYl 6§AO SELISNASYOS®Q

Karen Fleming, LeMarie Kruger;& { KS 1 S S LJa A éehderediafaldistiitte impact of shame on the rdisclosure of sexual

violence in one lowincome South African communityAfrican Safety Promotion Journal, Vol. 11, No. 2, 2013

WFactors that influence the creation as well as maintenance of the ungertieg of sexualiolence need to be
better understood. The reasons for women not reporting sextiglence remain complex and may be different for
individual women and for women idifferent communities and in different circumstances. As argued by Parpar
(2010, p. 24),d a8 Af SYyOS I|yR &aSONBOe Oy G4I1S Ylye T 2 NJY ¢
RAASYLRGSNY¥SYyG Fa ¢Sttt a Ayy20FiA0S @iNIG§S3IASa F2N

Whe World Health Organization (2012a) proposes the followéagons for the underreportingf sexual violence:
inadequate support systems; fear or risk of not being believed; feaiskrof being blamed; fear or risk of being
mistreated and/or socially ostracised, fearretaliation and shame. Shame has consitliebeen shown to play a
role in impeding thelisclosure of sexual violence (Bdgner, Herlihy, & Brewin, 2007; Gilbert, 1998). It therefore
seems imperative to understand the link between sexual violence, shame and disdbsure.

Bhame can be defined in manvays (Seu, 2012), but generally refers to unbearable psychological pain (Pattison,
2003) related to perceptions of the self as being flaweaddequate and bad (Gilbert & Procter, 2006). Our
understanding of shame in this paperbsoadly informed byselfpsychology and intersubjective psychoanalysis,
relying particulari2 y h NI y3SQad Y2NB NBOSyid 02y OSLIidz f A &ctognkiey 2
experience (Morrison, 2008; Orange 2008) Orange (2008, p. 7) descrlheaammbje:tlve shame system as
F2tft2ayY 2SS FSSt 4SS | NI KRENWAZO AdSSy (iF S5t GRSy LBF R aRIyA fad
we feel so held up to criticacrutiny in our desperate misery that we want to sink into the ground and become
invisid Sl this conceptualisation of shame, shame is always deemed to be a cepinificexperience, shaped

by the dominant discourses (Pattison, 200B).

Karen Fleming, LeMarie Kruger;a { K S 1 § S LJ4 A gehdereciaBaly il iithie impact of sharna the nondisclosure of sexual

violence in one lowincome South African communityafrican Safety Promotion Journal, Vol. 11, No. 2, 2013

Ws clinical psychologists doing research and clinical work ifnlceme South African communities we, as the
authors of this paper, have become aware of the presence of shame in our consulting rooms and in our researc
interviews (Kruger, 2012; Swartz, 2012). We have become aware of the shame of our patients and resear
participants (Jacobs, 1996, as cited in Orarigf#)8), but we have also become aware of our own shame as
therapists and researchers (Morrison, 2008; Orange, 2008). One of us (first author) is a novice in this world; tf
other (second author) has been in the field for more than 20 years. Both of wgrynsimilar but perhaps also
different ways, have become aware of how our powerlessness in our interactions with our most impoverished an
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disempowered participants/clients has left us feeling ashamed. We have wondered whether this feeling of
powerlessnes may be linked to the shame we have felt, but also whether this may be a factor that impacts on the
shame of the women that we workiwi K @ Q

Professor Warwick MiddletotMBBS, FRANZCP, NEactice Guidelines for Treatment Of Complex Trauma and Trauma Informed Care And
Service DeliveryAdults Surviving Child Abuse (ASCA) Authors: Dr Cathy Kezelman and Dr Pam Staapdedolsy the Australian

Government Department of Health and Ageing

Wharacteristically, abusers use a combination of fear, shaming and conditioning to ensunddtieis remain silent.
Abusers have a strong interest in denial of abuse and in attempts to distmediiccounts of victims. As evidenced
by the fact that it las taken almost a century to even beginreally engage with the issues of widespread incest,
abuses in state institutions, boundary violationstlerapy, paedophile groups (some of which are now internet
based), child prostitution/sex traffickingnd the yet unfolding saga of clergy abuseciety has demonstrated an
extreme reluctance t@robe into how trauma and abuse fill our mental health units, our drug and alcohol detox
servicespur prisons and our medical warfs

Van der Kolk, M.Dl'he BodyKeeps the Score Brain mind and body in the healing of traum&,king 2014
WAddicted to trauma: ThePain of Pleasure and the Pleasure of Pain

Many traumatised people seem to seek out experiences that would repel most of us, and the patients ofter
complainabout the vague sense of emptiness and boredom when they are not angry, under duress, or involve i
some dangerous activity.

Normally attractors are meant to make us feel better. So, why are so many people attracted to dangerous or painft
situations? Weeventually found a study that explained how activities that cause fear or pain can later become
GKNAEfEAYy3d SELISNASYyOSaod LYy GKS mMdptnQad wAOKEFENR {2f2Y2
to adjust to all sorts of stimuli. We magtghooked on the recreational drugs because they right away makeels fe
S0 good, but activities like sauna bathing, marathon running, or parachute jumping, which initially cause discomfor
and even terror, can ultimately become very enjoyable. This gilaalljastment signals a new chemical balance has
been established within the body, so that marathon runners, say, get a sense djeigl within the body and
exhilaration from pushing their bodies to the limit.

At this point, just as with drug addictiog,S adl NI G2 OF N¥S GKS I OQGA@AGE |y
available. In the long run people become more preoccupied with the pain of withdrawal than the activity itself. This
theory could explain why some people hire someone to beat thenbuon themselves with cigarettes. Or why they

are only attracted to people who hurt them. Far and aversion, in some perverse way, can be transformed int
pleasureb Q

oNumbing is the other side of the coin in PTSD. Many untreated trauma survivors staif),owith explosive
flashbacks, then numb out later on life. While reliving trauma is dramatic, frightening, and potentialtigseifct,

over time a lack of presence can be more damaging. This is a particular problem with traumatise children. Tt
acting2 dzi {1 AR& GSyR (2 3SG FGGSYyGA2y T GKS oldsé thelr fitRre Htdzi
08 O0OAGO®Q

Q! 3 Siythedte@hnical term for the feeling of being in charge of your life; knowing where you stand, knowing that
you have a sain what happens to you, knowing that you have some ability to shape your circumstances. The
veterans who put their fists through drywall at the VA were trying to assert their agertioymake something
happen. But they ended up feeling even more out afitcol, and many of these oneeonfident men were trapped

in a cycle between frantic activity and immobility.

Agency starts with what scientists call introception, our awareness of our subtle sensorybdmety feelings: the
greater the awareness, the greater our potential to control our lives. Knowingt we feel is the first step to
knowingwhy we feel that wg. If we are of the constant changes in our inner and our environnvemt;an mobilise
G2 YIylF3aS GKSY®DQ



