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Introduction

Why cognitive behavior therapy?

Over the past two or three decades, there has been something of a revolution in the field of psychological treatment. Freud and his followers had a major impact on the way in which psychological therapy was conceptualized, and psychoanalysis and psychodynamic psychotherapy dominated the field for the first half of this century. So, long-term treatments were offered which were designed to uncover the childhood roots of personal problems – offered, that is, to those who could afford it. There was some attempt by a few health service practitioners with a public conscience to modify this form of treatment (by, for example, offering short-term treatment or group therapy), but the demand for help was so great that this had little impact. Also, whilst numerous case histories can be found of people who are convinced that psychotherapy did help them, practitioners of this form of therapy showed remarkably little interest in demonstrating that what they were offering their patients was, in fact, helpful.

As a reaction to the exclusivity of psychodynamic ther -apies and the slender evidence for its usefulness, in the 1950s and 1960s a set of techniques was developed, broadly collect -ively termed ‘behavior therapy’. These techniques shared two basic features. First, they aimed to remove symptoms (such as anxiety) by dealing with those symptoms themselves, rather than their deep-seated underlying historical causes. Second, they were techniques, loosely related to what laboratory psychologists were finding out about the mechanisms of learning, which were formulated in testable terms. Indeed, practitioners of behavior therapy were committed to using techniques of proven value or, at worst, of a form which could potentially be put to the test. The area where these techniques proved of most value was in the treatment of anxiety disorders, especially specific phobias (such as fear of animals or of heights) and agoraphobia, both notoriously difficult to treat using conventional psychotherapies.

After an initial flush of enthusiasm, discontent with behavior therapy grew. There were a number of reasons for this, an important one of which was the fact that behavior therapy did not deal with the internal thoughts which were so obviously central to the distress that patients were experi -encing. In this context, the fact that behavior therapy proved so inadequate when it came to the treatment of depression highlighted the need for major revision. In the late 1960s and early 1970s a treatment was developed specifically for depression called ‘cognitive therapy’. The pioneer in this enterprise was an American psychiatrist, Professor Aaron T. Beck, who developed a theory of depression which emphasized the importance of people’s depressed styles of thinking. He also specified a new form of therapy. It would not be an exaggeration to say that Beck’s work has changed the nature of psychotherapy, not just for depressions but for a range of psychological problems.

In recent years the cognitive techniques introduced by Beck have been merged with the techniques developed earlier by the behavior therapists to produce a body of theory and practice which has come to be known as ‘cognitive behavior therapy’. There are two reasons why this form of treatment has come to be so important within the field of psychotherapy. First, cognitive therapy for depression, as originally described by Beck and developed by his successors, has been subjected to the strictest scientific testing; and it has been found to be a highly successful treatment for a significant proportion of cases of depression. Not only has it proved to be as effective as the best alternative treatments (except in the most severe cases, where medication is required), but some studies suggest that people treated successfully with cognitive behavior therapy are less likely to experience a later recurrence of their depression than people treated successfully with other forms of therapy (such as antidepressant medication). Second, it has become clear that specific patterns of thinking are associated with a range of psychological problems and that treatments which deal with these styles of thinking are highly effective. So, specific cognitive behavioral treatments have been developed for anxiety disorders, like panic disorder, generalized anxiety disorder, specific phobias and social phobia, obsessive compulsive disorders, and hypochondriasis (health anxiety), as well as for other conditions such as compulsive gambling, alcohol and drug addiction, and eating disorders like bulimia nervosa and binge-eating disorder. Indeed, cognitive beha -vioral techniques have a wide application beyond the narrow categories of psychological disorders: they have been applied effectively, for example, to helping people with low self-esteem and those with marital difficulties.

At any one time almost 10 per cent of the general population is suffering from depression, and more than 10 per cent has one or other of the anxiety disorders. Many others have a range of psychological problems and personal difficulties. It is of the greatest importance that treatments of proven effectiveness are developed. However, even when the armoury of therapies is, as it were, full, there remains a very great problem – namely that the delivery of treatment is expensive and the resources are not going to be available evermore. Whilst this shortfall could be met by lots of people helping themselves, commonly the natural inclination to make oneself feel better in the present is to do precisely those things which perpetuate or even exacerbate one’s problems. For example, the person with agoraphobia will stay at home to prevent the possibility of an anxiety attack; and the person with bulimia nervosa will avoid eating all potentially fattening foods. Whilst such strategies might resolve some immediate crisis, they leave the underlying problem intact and provide no real help in dealing with future difficulties.

So, there is a twin problem here: although effective treatments have been developed, they are not widely available; and when people try to help themselves they often make matters worse. In recent years the community of cognitive behavior therapists have responded to this situation. What they have done is to take the principles and techniques of specific cognitive behavior therapies for particular problems and represent them in self-help manuals. These manuals specify a systematic program of treatment which the individual sufferer is advised to work through to overcome their difficulties. In this way, the cognitive behavioral therapeutic techniques of proven value are being made available on the widest possible basis.

Self-help manuals are never going to replace therapists. Many people will need individual treatment from a qualified therapist. It is also the case that, despite the widespread success of cognitive behavioral therapy, some people will not respond to it and will need one of the other treatments available. Nevertheless, although research on the use of cognitive behavioral self-help manuals is at an early stage, the work done to date indicates that for a very great many people such a manual will prove sufficient for them to overcome their problems without professional help.

Many people suffer silently and secretly for years. Sometimes appropriate help is not forthcoming despite their efforts to find it. Sometimes they feel too ashamed or guilty to reveal their problems to anyone. For many of these people the cognitive behavioral self-help manuals will provide a lifeline to recovery and a better future.

Professor Peter Cooper
The University of Reading


PART ONE

Understanding Traumatic Stress


1

When trauma strikes

In the grip of trauma

Terrible events are hard to deal with. Sudden, traumatic experiences can shatter people’s lives and leave a profound mark on the way they feel about themselves and their lives. Traumas hurt! Often they not only cause terrible physical injuries but emotional injury as well, which can be far more painful and take much longer to heal. The effect of trauma can be a lingering feeling that your world has changed utterly.

Despite hearing or reading about terrible events all the time on the television, radio or newspaper, people often cannot really believe that such things could happen to them. You have probably felt relatively safe in your own world and at least felt you were able to cope with problems as they came along.

Suddenly, even little things can feel overwhelming and there is a sense that things are no longer within your control. It is as if your bubble of safety has burst. All the beliefs you held about yourself and your world before the trauma seem to have changed and are no longer felt to be true (Janoff-Bulman, 1992). You are in the Grip of Trauma!

What is a traumatic event?

Although everyone encounters many intensely upsetting and stressful situations during the course of their lives, not many of these would be considered traumatic events. An experience can be described as traumatic when a person’s normal ability to cope has been completely overwhelmed by a terrible event, such as the one described below:

On Saturday, 5 October 1997, 2 p.m. Francine picked up her friend Jim to go for a walk in the woods. It was a lovely and sunny autumn afternoon. As they were driving towards the woods, Francine noticed that all the colors were so vivid around them and despite the hint of cool air, which had already turned some of the leaves brown, she thought that this would be a lovely treat for them. They drove along a clear stretch of country road, when she saw a car coming over the brow of a hill some way ahead of them. She noticed that the other car was starting to swerve and pull further and further out onto their side of the road. She thought that the driver must surely soon notice them and pull back into the other lane. As she started to slow down, she felt her heart pounding. She heard Jim swearing from his passenger seat. The driver of the other car didn’t seem to have noticed them. He didn’t seem to be aware even that he was on the wrong side of the road, heading straight towards their car. Thoughts started to race through Francine’s mind: Was he dead or had he passed out? . . . Should she pull over into the other lane? . . . But what if he had fallen asleep at the wheel and would wake up to pull over onto his side of the road in the last minute? He would drive into them and kill them. She thought that she was too young to die . . . she felt angry . . . she felt terrified . . . she wondered if she should pull over into the ditch on her side of the road. But what if he drove straight into them there? He didn’t seem to wake up . . . he was coming closer and closer . . . she didn’t want to die . . . and then the bang, this awful crushing noise of metal. She heard Jim scream and felt herself pulled up into the air, her head hit the inside of the roof of her car. She felt dazed, confused and couldn’t move . . . then she looked over to Jim . . . he was totally slumped forward, he was moaning, blood trickled from his head. She heard herself asking: Jim, Jim, are you alive, can you hear me? Stay with it, stay alive! . . . don’t leave me!

Francine

There are many ways in which traumas can occur. Usually, an event would be considered traumatic if a person had experienced or been a witness to an event that involved actual or threatened death or serious injury. There might also have been a threat to this person’s or other people’s physical integrity, so that they feared physical harm would come to them. This threat could have been so overwhelming that the person would have experienced intense fear, helplessness or horror, at least some of the time during the event (DSM-IV, 1994).

In the example above, both Francine and Jim experienced an event that could be categorized as a trauma. They had a road traffic accident, which could potentially have led to death and/or serious injury. Francine’s response was one of intense fear and horror (upon realizing that they could not avoid the crash). She also felt very helpless as there was nothing that she or Jim could do to prevent the accident from happening.

For the purposes of this book, Francine’s and Jim’s story ends there. In reality, however, the subsequent rescue operation, the nature of the injuries and the experiences in hospital, the reactions of family, friends and professionals, and possibly the resulting legal proceedings could have been further sources of traumatization. Sometimes the after-effects of a trauma can even be experienced as more traumatic than the initial traumatic event itself, for example if a person suffers serious injuries, which require one or more painful and life-threatening operations. In addition, other people’s unhelpful responses after a traumatic event can sometimes be further sources of traumatization – if others cast blame on the person or if there is an expectation that they should recover from an event far quicker than they are actually able to.

Different types of traumatic events

There are many different types of traumatic events. Some of these, like road traffic accidents, are called traumatic incidents. Larger scale events are often called disasters and these can be divided into three categories: man-made disasters, natural disasters and acts of violence, crime or terrorism (Hodgkinson & Stewart, 1991). Man-made disasters imply that the trauma had occurred because of a human error or an error made by a machine or a system, designed by humans. Some examples of man-made dis asters include:


•   Transport disasters, by train, coach, underground or subway

•   Air disasters, such as the Swiss Air crash near Halifax in Nova Scotia in 1998; the SpanAir crash in Madrid in August 2008

•   Maritime disasters, such as the sinking of the Estonia in September 1994

•   Fires and gas explosions

•   Severe electric shocks, caused by accidents on electric power lines

•   Building or other structural collapses, such as, the partial collapse of Terminal 2E at Charles de Gaulle Airport, Paris in 2004

•   Environmental disasters, like the nuclear catastrophe in Chernobyl, Russia in 1986.



Natural disasters constitute another category of trauma, and examples of this include:


•   Earthquakes and Tsunami, such as the Asian Tsunami in December 2004 or the Sichuan Earthquake, China in 2008

•   Floods, such as those in Bangladesh in 1998; in parts of the UK in 2007

•   Hurricanes, like Hurricane Katrina, New Orleans in August 2005

•   Forest fires, such as the massive wild fires in California, USA, in 2007 and 2008

•   Volcano eruptions, avalanches, such as Chaitén Volcano in Southern Chile in 2008.



The third category of trauma refers to acts of terrorism, violence, and crime:


•   Terrorist Bombing of the Twin Towers in New York, USA, on 11th September 2001 and the London bombings on 7th July 2005

•   Acts of domestic violence, such as physical assault;

•   Stabbings

•   Hold-ups and robberies

•   Shootings, for example the school shooting at Blacksburg Virginia Technical College, USA, in 2007

•   Bomb explosions, such as the Nail Bomb in Soho, London, in 1999

•   Rape

•   Sexual abuse

•   Acts of inhumanity, such as torture or solitary confinement

•   Hostage-takings

•   Wars and Military undertakings, such as the ongoing military conflicts in Afghanistan and Iraq.



Man-made disasters and the traumas caused by acts of violence, crime and terrorism are often harder to adjust to, and come to terms with, than natural disasters.

Other life events that can be experienced as traumatic

Some life events, although not outside the range of typical human experience, can become so overwhelming and frightening for some people that they respond with horror or a feeling of helplessness as intense as if it was a full traumatic experience. Such events might include job loss, redundancy, the end of a long-term relationship or divorce, miscarriage, surgical operations or the death of someone close. Not everyone will experience these events as traumatic, because it always depends on the circumstances in which the events take place and the extent to which they render the person overwhelmed and helpless.

Your experience of trauma

Many people live through very upsetting life events or witness them happening to others. Perhaps you have, too. The following checklist (adapted from Tyler, 1998) will help you to recognize which traumas you have experienced and how they have affected you.
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Loosening the grip of trauma

To overcome the effects of trauma it is necessary to examine the experience and work to change the distressing responses produced since the event. To cope with what has happened you need to understand your reactions. This will help you to face up to memories, thoughts and feelings which may have been deeply buried in response to the trauma and may now be hindering you from getting on with your life.

Here is how Harry felt after surviving a serious house fire:

After I had survived the actual trauma, I thought it was all over – but it was then when it all really began. For many months I was unable to get the images from the fire out of my mind. It was as if every day parts of the trauma were happening again. I wanted to forget it, to put it behind me, to move on with my life, but it was as if the trauma wouldn’t let me. Worse still, not only were my days filled with terrifying reminders of what had happened to me, but even when I tried to get some rest from it through sleep at night it wouldn’t leave me. I was haunted by repeated, recurring nightmares which seemed so real that I often woke up screaming and crying, convinced it was all happening all over again. Whatever I did, it felt at the time that I just couldn’t move forward but was totally trapped by the trauma. It all felt so real that I was convinced that I was going mad.

Harry

Many people have the same, or very similar reactions and fears as Harry. People’s responses after a trauma are often so strong and overwhelming that it is quite common for them to feel that ‘they are going mad’ or ‘losing complete control over their life’. Sometimes these thoughts can be so unbearable that people start isolating themselves from others more and more. Such reactions are common and understandable responses to trauma. You may be relieved to hear that you are NOT alone in experiencing these feelings. What’s more, if you are experiencing such reactions you can be helped to heal and recover from your trauma.

Working through a trauma can take many forms. Some people are perfectly able to do this by themselves, others may benefit much more from specialist trauma therapy. There are no hard and fast rules. What works best for one person may not work for another. The one factor that is common to all recovery from trauma is that, as you start to regain control, the trauma will gradually loosen its grip.

Harry sought out specialist trauma therapy and describes here his process of recovery.

At the beginning of the process:

It was as if the trauma had made me fall into a very deep, waterless well. It felt very dark and lonely while I was down there and it took me a long time before I developed the courage to start climbing up its sides to get out of it. When I first started the climb I felt that I had no knowledge of what was waiting for me at the top. The higher I was able to climb, the more I feared that something at the top might make me fall down to the bottom again. It was as if I had lost all trust in my ability to cope with what was out there for me in the world. Sometimes, this fear even made me want to climb back towards the bottom of the well again. This was because I knew that if it came to another fall it would not be quite so deep to go down. At the same time I knew that I had to continue the climb up, because the thought of staying at the bottom of this well and continuing my life in the grip of the trauma, as it had been, was unbearable.

As Harry progressed in his recovery, the images started to change:

It felt as if I was now a fair way up from the bottom of this well. I had come to a kind of resting place, from where, for the first time, since the trauma I could gather some strength again. From here I could start to see the sky above me and there were even days when I saw some brightness and could feel the pleasant warmth from the rays of the sun. I knew that this gave me the strength to continue with the climb out of this well. I still didn’t really know what was waiting for me out there once I reached the top of this well. I imagined that it might be like a huge roundabout with several roads radiating from it. At this stage I was unsure which one of these would be the “right one” for me to take.

Still further on in his process of recovery, Harry described:

I am now sitting on the outside edge of the well and the choice of roads available for me outside the well are only three. It does not feel as overwhelming as I thought it would be. I am now starting to feel confident enough to explore and travel along one of these roads. Before doing this, however, I had decided to cover up the well. I felt I had come out of it and I now felt strong enough to live outside the well. I knew I was traveling along a totally different road compared to the one I had traveled on before the trauma. This was because the trauma had changed me, but this was not a negative change. In many ways, it felt better. I found that I had become a much more understanding and tolerant person. I had stopped taking life for granted, my life seemed much more meaningful and of value to me now. I will never forget the trauma, but it no longer hurts me to think about it nor does it occupy my daily life. Sometimes, I even feel that, however awful it was at the time, in the end it helped me to find a different and better meaning for my life.

Harry recovered from his trauma. The process of achieving this took him over a year.

The aim of this book

This book is written for people (and those close to them or caring for them) who feel they are in the grip of a trauma. You might be at different stages in the process of climbing out of this ‘deep, waterless well’, as Harry described it. You might be at the stage where you still feel very much stuck at the bottom, where it feels dark, lonely and isolated. Or you might have started your process of recovery and are already climbing up inside this well.

You might not even be part of this process at all, but instead are having to witness how a relative or somebody you care for is struggling to find their way out of the well. You may be able to offer a helping hand or you may feel quite powerless.

Whatever your stage or your role along the path to recovery, Harry’s example illustrates that recovery from trauma takes time and can be a long and painful process, during which time it can often feel that there is more darkness than light.

This book is intended as a guide to help you understand the range of reactions, thoughts and feelings that you may be experiencing, so that you will be able to find the confidence and courage within yourself to start or continue the difficult climb upwards. It demonstrates, with practical advice and tested exercises, how to find new, effective ways of coping with, and finally overcoming, traumatic stress. This book is not intended as a replacement for therapy, and may even encourage you to seek out some specialist help (see Chapter 14 where seeking professional help is discussed in further detail). At the end of the book you will find some useful addresses or organizations, should you wish to contact a therapist.

How to use this book

Tips for Easy Reading

Reading a book is not the easiest task while you are in the midst of dealing with your trauma. Your levels of concentration may be poor and you may find it hard to stick with the book for very long. As this book contains a lot of information, here are some tips on how to get the most out of it:


•   Don’t read the book from beginning to end if that is difficult for you. Skim and browse through the book to get to know its format and content. You might find that dipping in and reading little chunks at a time is easier for you. Every person is different, and it is important that you find your own way of making the book useful to you.

•   Then, if you feel up to it, read some of those passages that particularly caught your attention. Some might seem more relevant to your situation than others. Put the book down somewhere in the house where you can pick it up easily during the day to read a little bit.

•   Some people find it helpful to mark or write in their books. Maybe mark those sections that are particularly relevant or helpful to you. Have the book at your side while you try out some of the practical exercises that are described.

•   Try buying yourself little index cards and write down points from the book that might be useful or meaningful to you on each card. Then carry the cards around with you so that you can refer to them whenever you want to.

•   You might find that parts of the book that remind you of your own experiences are rather distressing. If you feel upset, try not to worry about this, because it is quite normal and can even be part of the healing process. You might find it helps to write down your feelings or talk to someone close to you about them. But if your feelings are overwhelmingly strong, please have a look at the Cautions section below.

•   If reading seems very daunting because you have never been a good reader, or you are in the early stages of your recovery, you could ask someone close to you to read the book to you. Sometimes, it can also be very helpful to work together with a close and trusted person when you are doing the exercises from the book.

•   Do not read the book last thing at night or in bed. That time should be reserved for relaxation and winding down and is not the right time to read or think about traumatic events.



Cautions


If you experience any of the following responses, please put the book aside and try to do something completely different to distract yourself:

•   Feeling that you are losing touch with reality, for example, sudden extreme and overwhelming memories of the traumatic event, flashbacks or hallucinations.

•   Very strong anxiety reactions, such as hyperventilation or panic attacks, an irregular heartbeat. But do remember, some anxiety is normal!

•   Very strong physical reactions, such as trembling, feelings of extreme coldness or very hot flushes.

•   Suicidal feelings.

•   Feeling you want to harm yourself or others around you.

•   Feelings of uncontrollable anger or rage.

If you do experience any of these responses while you are reading the book, and they don’t seem to subside fairly easily after you have stopped reading, you should get in touch with your medical practitioner or therapist before continuing with it. The chapters in Part Two provide you with many tips on control strategies which you might find helpful to look at.
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Understanding your reactions

Common reactions after trauma

The focus of this book, and of this chapter in particular, is on your reactions to trauma – the disturbing and frequently overwhelming feelings and symptoms that occur in the aftermath of a terrible event.

Understanding your reactions will help to reduce your sense of isolation, of being alone with your experience. You are not alone! Current research data suggests that, over the course of a lifetime, as many as 25 percent of people exposed to any type of catastrophic and highly stressful event will develop reactions that can be classified as Post-Traumatic Stress Disorder (Green, 1994). The percentage is higher still for rape and assault victims, combat veterans and those who have directly experienced community disasters.

When you are traumatized by a life event, your feelings of extreme fear, horror or helplessness can sometimes lead to a pattern of reactions which is constantly repeated and can be very disruptive to your everyday life. This, in turn, affects your ability to cope and function so that at times you may even wonder if you are losing your mind.

Reactions following trauma can be divided into three main symptom groups:


1   Re-experiencing the event (Intrusive reactions)

A feeling that you are experiencing the original event all over again, through memories intruding into your waking or sleeping life.

2   Arousal reactions

You feel persistently aroused in a nervous, agitated sense, anxious, tense, unable to settle or concentrate, over-reacting very sharply to small things and, especially, have trouble sleeping.

3   Avoidance reactions

You make frantic efforts to avoid anything that could remind you of the trauma, or cause you to think or talk about it in any way. You may shut down your feelings about other people and things you normally care about and keep to yourself. You may feel unusually withdrawn and emotionally numb.

(DSM IV, 1994)



While it is likely that many of these responses will be present immediately following a traumatic incident, for most people they usually subside during the next few days or weeks. If your re -actions don’t subside, but instead recur over and over again, you may begin to despair that you will never be like your old self again. Your thought patterns, your attitude toward yourself begins to shift as well – you might begin to believe that you have been permanently changed or damaged. You tell yourself that you should be coping more efficiently. You might be bothered by feelings of shame or guilt or extreme grief.

People close to you may be expecting you to get back to normal fairly quickly, and may pressure you with statements like: ‘You’ve changed!’ or ‘You’re not the person you were before!’. While they may mean well, these statements serve to underscore your sense of feeling different and helpless. You may react by being snappy and irritable, very jumpy and easily startled (even by the smallest unexpected noises) or secretive and closed off. Or you might just keep it all to yourself, refusing to talk things over and avoiding friends or social gatherings.

The important thing to remember is that the very fact that these are unusual responses for you and an extreme change from your earlier personality or style of being suggests that they are indications of a traumatic stress reaction. Even if you are not experiencing all the symptoms mentioned here, you will recognize some and you may find that your own responses ‘cluster’ in certain areas. The intensity of your symptoms, the severity of interference to your normal functioning and the duration of your reactions will help you and your medical practitioner determine if further professional treatment is needed.

It is important that you begin to understand what is happening to you, and that you resolve to get whatever help is needed to assist you in becoming yourself again.

Understanding your symptoms

It is useful to try to understand how your body responds to stress. Recognizing that your symptoms are continuing reactions to the overpowering stress you have experienced, and therefore quite normal, is the first step in containing them and feeling more in control.

Stress was defined by Hans Selye in 1946 as a demand on the human system – mental, physical or emotional. According to this model, overwhelming traumatic stress would be perceived as an extreme demand, a threat to existence, to which the body responds by automatically mobilizing all its coping mechanisms to provide the necessary energy for survival – the fight, flight or freeze reactions. What actually happens is that massive amounts of the hormone adrenaline and other internal chemicals are produced by the body and circulated to the muscles, enabling the body to move more quickly, be stronger and more tolerant to pain. The breathing changes, the muscles are tense in anticipation of action and all the physical reactions are swift.

Post-Traumatic Stress Reactions of high arousal have sometimes been described as ‘the system getting stuck on red alert’ – the emergency response fails to shut off and the body is prone to surges of adrenaline, which send messages to the brain to the effect that everything in the environment continues to be dangerous and potentially threatening – just as the trauma was. In other words, traumatized individuals ‘over-react’ to everything. The smallest reminder of something remotely associated with the event (a slight sound, a flash of color, a smell) can set off a dramatic response. For example, a car backfires or there is a loud ‘bang’ in the street, etc. and you find yourself diving to the floor without thinking, as if your body has been ‘programed’ to expect danger and to react to the slightest diversion from the ordinary as if it were life-threatening. Such behavior could also be triggered by memory flashbacks to the actual traumatic event, or the experience of a ‘replay’ of all or part of the trauma before your eyes.

What seems so real to the post-trauma sufferer may not be at all apparent to companions or onlookers. It is disconcerting, and at times embarrassing, when these dramatic over-reactions occur in public or even in front of the family. Diving under a table in a restaurant in response to a dish being dropped and smashing behind you is hard to explain, even to close friends. As a result, you may become very anxious about being in public, or in social gatherings where you feel ‘exposed’. You may begin to avoid such situations or to feel panicky if they are unavoidable. Your ability to predict how you will react decreases and your confidence in your coping ability suffers as a result.

In your attempts to avoid anything that would remind you of your trauma, you might have stopped listening to the tele vision news, reading newspapers, going to familiar places or, especially, you might have stopped talking about how you feel. Even though research has shown that repeating the trauma story and acknowledging thoughts and feelings can be the most helpful healing strategy, many trauma sufferers never admit to anyone how their experience has affected them. Instead they avoid facing what they have experienced by shutting down emotionally and constructing barriers around their feelings. Detaching yourself from your feelings and from other people may be an unconscious, even automatic emotional response. It may seem to you as if there is no hope for the future, that things will never be different, so you begin to ‘go through the motions’ of existing in the present, without really feeling connected or engaged in it.

It should gradually be becoming clear that the symptoms of post-traumatic stress reactions can interact with each other in a kind of ‘vicious circle’ of responses which keep the cycle going.

Understanding specific reactions

It is unlikely (but not impossible) that you will have experienced all of the reactions discussed, so it might be helpful to pay particular attention to the ones that are the worst for you, and bother you the most frequently.

A. Re-experiencing the event (intrusive reactions)

FLASHBACKS

Flashbacks are intrusive memories that are experienced as if the event was happening all over again. They can occur during waking hours or be experienced as dreams or nightmares during sleep. Whether waking or sleeping, flashbacks can be extremely disturbing to the individual (and often to the family) because all the physical sensations that were present during the original trauma are usually experienced again. It is quite natural to feel that you are losing control or that your mind is being ‘taken over’ by past events. For seconds or minutes you may feel that you are again seeing, feeling, smelling, hearing, sensing and reacting to the event. The fear, the horror or the helplessness is also experienced again. One trauma researcher, Bessel van der Kolk (1994), has suggested that ‘the body knows the score’, in other words, the body retains memories that the mind is not yet ready or able to process. The traumatic images or pictures are presented again and again, as the mind struggles to make sense of what has happened.

INTRUSIVE RECOLLECTIONS

While not every vivid memory is experienced as a flashback, most people will have trouble switching off their recollection of a traumatic event. Very simple things in daily life (even breathing heavily after hurrying or being pushed in a crowd) can become triggers that set off a whole chain of traumatic associations in an instant. This can often happen without you even being aware of the initial connection or trigger at the beginning of the chain. Be assured these are not signs that you are losing your mind! It shows that the mind is struggling to use its cognitive processes to make sense of what has happened to the world you knew before the trauma. Your sense of how the world should be has been violated. It feels as if the ‘bubble of safety’ that surrounded you before the trauma, and made it possible for you to get through the day, has now burst. Therefore, the world no longer feels safe and secure.

I had been the victim of an armed robbery. In order not to be harmed I handed the money over to the robber. For weeks after the trauma I could not forget what had happened. I could not stop myself from thinking about parts of the event, which seemed to pop into my mind at the most unexpected times. I could still remember every little thing in detail. It was like a film being replayed over and over again. I also found myself feeling all the reactions that I had had during this event and sometimes it felt as if it were happening all over again. I re-experienced the shivering that I had felt, the horror and helplessness and I even felt the anger that I had felt when the robber ran away after having kicked an innocent customer to the ground. All this was extremely distressing to me. It felt so out of control, as I could never predict when these reactions would overtake me again.

Ray

B. Arousal reactions

SLEEP DISTURBANCE

When you are highly agitated, unable to relax and constantly on the alert for danger, it is, of course, very difficult to enjoy restful sleep. In fact, disturbed sleep is the after-effect most commonly reported by people who have experienced traumas (Woodward, 1993) and this may manifest itself in several ways: finding it very difficult to settle to sleep, waking in the middle of the night, drenched in sweat, having nightmares or recurring dreams, restless sleep with limbs moving, crying out in sleep, waking in the early morning, e.g. 4 or 5 a.m., and finding it difficult to fall back to sleep again.

I was a pilot and twenty-six years old when one of the engines on my plane caught fire during a military air display. I was able to land the plane and was pulled out by a ground crew together with my co-pilot just before the plane exploded into a fireball a few seconds later. Immediately after the trauma, I could not stop myself from sleeping. I felt tired and slept many hours – it was almost like being in a coma. Then, about four days after the trauma, exactly the opposite happened. I lay awake in bed for hours and could not settle to sleep. When I eventually did get off to sleep I had the most horrific dreams and kept waking up in cold sweat and terror, finding it impossible to get back to sleep. I could count myself lucky if I got more than four hours sleep a night. I also became terribly irritable and found it hard to control sudden rushes of anger that kept welling up in me without any apparent reason. I could blow up over the smallest things, such as someone forgetting to close a door. After a while my friends stopped saying certain things to me and started behaving very cautiously around me. This made me feel even angrier and I became bitter and resentful towards them. Inside myself I had lost all my previous con fidence and I felt very insecure about my indecisiveness, my constant fear of danger and my complete inability to take things in around me. People often had to repeat themselves several times before I could register what they were saying. I also had totally lost my ability to remember dates and appointments and found it impossible to concentrate on reading for much longer than 10 minutes.

Peter

BAD TEMPER AND LACK OF CONCENTRATION

All the jumpiness and increased sensitivity is bound to have an impact on a person’s mood, temper and ability to concentrate on everyday tasks. You might find yourself becoming very negative, argumentative or easily irritated, in ways that were very unlike you before the traumatic event. You could be angry with yourself for not being able to ‘snap out of it’. Or you might find yourself shouting at co-workers or family members about trivial things or because they are pressing you to make simple decisions you don’t feel ready or able to make. Such irritation could escalate if you feel that you have suffered because of government bureaucracy, the legal system or institutional mishandling. Often that deep-seated anger will show itself in biting sarcasm or in attempts to over-control every situation, because inside you are conscious of how difficult it is for you to concentrate and attend to details and you deeply fear making mistakes.

HYPER-ALERTNESS AND EXAGGERATED CONCERN FOR SAFETY

If the trauma you experienced was sudden and dramatic it is quite natural that your previous sense of safety and your ability to handle situations will have been utterly shaken. You may now be especially watchful of your envir -onment. You may be checking things or places for safety and see potential danger in ordinary situations. This could include being especially careful about where you choose to sit when going out, for example, considering certain seats, such as the one with its back to the window, as unsafe domain. This concern might also extend to other people around you and to them you may come across as ‘over-controlling’ in your attempts to ensure their safety. This feeling of being on ‘red alert’ – assessing potential danger all the time – can be extremely draining as your senses have to work overtime to achieve this high level of security.

EXAGGERATED STARTLE RESPONSE AND PANIC ATTACKS

Sudden noises and unexpected movements can startle you severely and the physical arousal reactions that go with this can stay with you for a long time, making you feel nervous and on edge. Nervous agitation might also be experienced as shakiness, light-headedness or even lead to a full-blown panic attack. Panic attacks can occur out of the blue, seemingly without warning, and are quite terrifying. They produce physical symptoms like sudden shortness of breath, severe chest pains or a feeling of dizziness or faintness. A panic attack is another way of showing, in an extreme fashion, the result of (traumatic) stress overload. Quite frequently, it is difficult to pinpoint a direct cause and some people suffer panic attacks after the trauma has passed. But the occurrence of such panic attacks may signal that there are still some deeper feelings to be dealt with. Understanding that they are a sign to ‘pay more attention to yourself and your healing’ and not the onset of a disabling disease, will make them less frightening. Use the strategies in the chapters on ‘Managing Reactions’ to help you to gain confidence and worry less about panic reactions.

C. Avoidance and emotional numbing reactions

‘Avoidance’ reactions can manifest themselves in several ways:

AVOIDANCE BEHAVIOR

Avoidance behavior means avoiding or literally keeping out of the way of any person, place or thing that might be a reminder (even very remotely) of the trauma. In particular, avoiding things that have already served as reminders or ‘triggers’ and caused great anxiety or other overwhelming feelings, such as rage, sadness, guilt or disabling grief, or that have set off a flashback. Thus your world gets narrower and narrower. Frequently, you don’t want to ‘lose face’ by admitting that you are avoiding anything, so you make up excuses or make elaborate arrangements to avoid encountering the site of the trauma – the building, place, person or activity (such as driving after a road traffic accident).

EMOTIONAL NUMBNESS

A form of avoidance behavior that is much less easy to identify and understand is emotional numbness – a feeling of hollowness or of being in a void. The traumatized person may feel as though a part of them (the feeling part) has been removed or has died and they experience a sense of being shut down, without the capacity to connect to the world through feelings. This can affect your capacity to laugh, to feel happy or even your ability to cry although you may still feel very sad. Sometimes you might feel that even your capacity to love has been affected, and this can be very frightening, especially if, as a parent, you feel that your capacity to love and feel for your children has dried up.

ALIENATION, DISCONNECTION AND DIFFICULTY WITH INTIMACY

A third form of avoidance is the difficulty in getting close to and communicating with other people. Often people experiencing this feel that they have lost the capacity to connect to the world and their loved ones. They feel a pressure from friends and loved ones to become the person they were before the trauma, but this may not be possible. The response to the pressure to be ‘normal’ may be to withdraw from company and say very little and there might even be resentment toward people who expect you to ‘get over it’. Another common experience is to feel disengaged from other people in your surroundings, as if you are watching things from behind a glass window. You might even feel, for short periods of time, as though you are observing yourself from outside your body.

Your sense of touch and ability to cope with intimacy and physical contact may be affected, too. If you jump when others touch you unexpectedly and shy away from hugging or displays of affection, this is probably because you are so caught up in trying to keep yourself together and contain your feelings that you can’t respond to unexpected demands. If, at times, your guard is lowered (for example, during sex or when falling asleep) this may provoke feelings of sudden panic. The reason for this is that reverting to your former ways of feeling will also ‘get you closer’ to the traumatic experience and the possibility of having to go through it all again.

ALCOHOL, DRUGS AND COMFORT EATING

People will often use alcohol or drugs to escape or block out the painful reactions connected to their trauma and obtain a temporary respite. You might dread falling asleep, because of disturbing or repetitive dreams or fear ‘losing control’ by letting down your guard and becoming too relaxed. When one’s sleep is disturbed over a long period, there is a strong temptation to take a pill to enhance sleep.

Some people also use food and comfort eating as a way of blocking out painful feelings temporarily. For some, just the action of filling themselves with food can alleviate feelings of inner emptiness and unconnectedness.

Although such behavior can temporarily improve things, the improvement is artificial and can have a rebound effect. Over-use of alcohol, drugs, comfort eating or any other artificially induced ‘numbing’ agent can actually inhibit restful sleep and simply compound the problem.

Avoidance behavior or emotional numbing reactions are often motivated by the desire to prevent further pain and to protect the wounded self through a very narrow interpretation of what is ‘safe’. A number of factors such as guilt or self-blame or a particularly horrible detail which you are keeping secret may increase the pressure to preserve that ‘numbness’ as it seems safer. Again, the end result can be counter-productive and you may end up isolated and prevented from moving on with your life and your healing.

Until my rape at the age of twenty, I had been very sociable, outgoing and perfectly happy with my life. I had several close girlfriends and had good relationships with men. I had enjoyed myself at a friend’s party and had trusted Mathew who was well known in the local community to take me home. On our way home we bumped into three of Mathew’s friends whom I had never met before. It was then that Mathew’s behavior started to change. At first I thought that maybe I was a bit too sensitive, especially as I had drunk a bit at the party. However, slowly I became frightened by the change in Mathew’s tone of voice. Cheered on by these friends, he started to become really verbally abusive towards me, calling me names that nobody had ever dared to call me before. We were still several minutes walk away from my home, in a very rural area, when Mathew pushed me to the ground and raped me in front of his friends, who shouted obscene words at me. I was completely frozen and so shocked that I was unable to shout or defend myself in any way.

I felt totally numb when I eventually found my way home. Although I love my parents, they are elderly and a little old-fashioned in their views and I felt I could not confide in them. I also feared that nobody would believe me anyway if I accused Mathew, who was well respected in the community, of having raped me in front of his friends. I felt that people might either laugh at me and not take me seriously or accuse me of having led Mathew on at the party. I felt ashamed and dirty at that thought and I blamed myself and felt guilty for not having been stronger and stood up to Mathew and his friends.

I kept my secret for eight years, until therapy finally enabled me to work things through. Over these years, I changed completely. I broke off all contact with my previous friends and apart from going to work I was spending all my evenings at home. I never went to a party again or any other social events after the rape. When people invited me I would make up excuses about being too busy with other things. Eventually, all invitations stopped. I was unable to use any public transport and only felt safe going out during the light hours. In the winter months, when I had to return from work in the dark, I would park my car right outside the office block and at the other end drive up almost to my front door. I was dutiful at work but withdrew whenever any of my colleagues tried to get close to me. Emotionally I felt completely empty and I couldn’t experience any loving feelings any longer, not even really towards my parents. They were worried about the change in my personality but couldn’t help, as they did not understand my reasons for behaving in the way I did. Occasionally, if my sleeping was very badly affected by intrusive memories I would use alcohol to help me relax and settle to sleep more easily. Eventually I started drinking a bit too much. Although my world felt fairly safe and under my control, I was very isolated, cut-off and lonely.

Cathy

D. Other reactions following trauma

DEPRESSION AND TRAUMATIC GRIEF

In the early stages, following a traumatic incident, some people want to sleep all the time. This is a common immediate reaction, but if it continues for months it may signal the presence of depression.

Depression literally means ‘pressed down’. It is very common for those who are grieving to go through a stage of depression. The burden of overwhelming sadness that accompanies a severe loss can be too much for some survivors to bear. They find it almost impossible to imagine life carrying on without the loved one they have lost and feel lost and helpless themselves.

Loss of a limb or limbs, or the loss of former looks through physical disfigurement, can be just as painful as losing another person through death. It can feel as if a part of yourself has died. And often, less obvious losses, such as being made redundant, losing friends and associates, a miscarriage (or therapeutic abortion), loss of physical strength or ability – or loss of faith in yourself – can be the trigger for depressed feelings. You might begin to think ‘I’ll never get beyond this’ or ‘I’ll always feel this way’ and you might minimize any efforts you have made on your own behalf. As you sink further into depression, your thinking becomes more negative and may focus on feelings of worthlessness. Self-defeating thoughts, such as: ‘I’ve never been any good’, ‘I always screw things up’, may become familiar patterns in your thinking. There may even be a slightly superstitious tendency in your thinking: ‘Bad things happen to anyone who’s around me’, ‘I should have expected something like this. Things were going just too well for me.’

Depressed thinking is so caught up in negative patterns that it becomes difficult to concentrate on other things. Your mind may feel as if it is racing and at the same time you experience overwhelming fatigue. Some people feel little motivation to eat, and over longer periods of time this can lead to significant weight loss, even health problems. Alternatively, others might use comfort eating to block out their distress. Memory for everyday details, appointments and even ordinary, routine activities is likely to be unreliable. The term ‘burn-out’ is often used to describe the experience of those who have been doing too much for too long, trying to cope with impossible demands and finally sink into a state of exhaustion. Burn-out can also be applied to people who have been trying very hard to cope after trauma, doing all the ‘right things’ and yet still find themselves sinking more and more into a depression.

I was a warehouse controller when I lost my right eye in an industrial accident. One of the sprung metal fittings on a piece of machinery had come undone through my own doing and hit my head, damaging my right eye. After the initial shock and a short period of hospitalization, my company offered me a different job on the factory floor, which I could do with the functioning of one eye only. I tried to get on with life and continue with my work as best as I could. The accident was never really talked about anymore. I tried to ignore my internal emotional reactions, because I was so ashamed of them. I felt that I should be brave, after all, accidents happen all the time in life and, if anything, this accident had been caused by my own wrong-doing. I shouldn’t have fiddled with the machine when I did. However, I was unable to get rid of my feelings and I noticed myself becoming more and more depressed about the loss of my right eye. I blamed myself and I didn’t feel like a proper man anymore. I noticed people staring at me sometimes as if I was some kind of alien. I often felt like screaming out at them, but then I would tell myself that: “It had been my own fault . . . that I only got what I deserved . . . and that I shouldn’t be so stupid now and pull myself together!” I felt very down and upset, but also very alone because I felt too ashamed to talk about my feelings with anybody.

Bob

GUILT AND SELF-BLAME

It is very common for people to blame themselves for all or parts of the traumatic incident. They might think that if only they had done things differently on the day of the trauma, it might never have happened. Often they take personal responsibility for the terrible outcomes, thinking that they ‘should have known’ and thus could have made their decisions differently before or during the trauma. They might also feel guilt for having survived when others didn’t. A belief that ‘It should have been me who died. Her life was worth so much more than mine’, is typical of survivor guilt.

DECREASED SELF-ESTEEM AND LOSS OF CONFIDENCE

As we have seen, one feature of self-blame is a very negative pattern of thinking, where you constantly put yourself down and take no credit for those things that you have achieved. Gradually, your confidence is eroded, leading to feelings of worthlessness and very low self-esteem, which may be further confirmed by the disabling effects of other reactions to the trauma. For example, you may not understand your reactions to the trauma and may belittle yourself for withdrawing from people or avoiding activities that pre -viously you would have really liked to do. Negative thoughts lead to a sense that you are losing control, and even losing your mind: you are caught in the downward spiral of low self-esteem.

I had been a dentist, but had to give this up as a result of the severe back injuries that I sustained during a climbing excursion, when I slipped and fell, before the rope had been securely fastened by one of the fellow climbers. I had difficulties finding a suitable alternative job. Although I got some offers of work, I usually didn’t last very long in the positions I started in, because of the disabling chronic pain, which would keep me off work for long periods of time. I lost all my confidence. I withdrew more and more from my previous circle of friends, because they were all so successful in their careers and I felt ashamed and embarrassed at not being able to keep up with them. I felt useless and hopeless about myself and about my abilities and prospects in my future life.

Pam

What is Post-Traumatic Stress Disorder (PTSD)?

You may have been told by your doctor, psychiatrist, clinical psychologist or any other mental health care professional, that you are suffering from Post-Traumatic Stress Disorder, or PTSD for short.

Post-Traumatic Stress Disorder is the term given to a particular range and combination of reactions following a trauma. It conveys to a health care professional which reactions you may be experiencing and how best to help you. If you continue to experience the responses described in the previous section for longer than a month, it is likely that your reactions will be classed as Post-Traumatic Stress Disorder. This diagnosis will also depend on how many reactions you are experiencing in each of the three symptom groups and how frequent, severe and disabling they are to you.

Whether you have full-blown Post-Traumatic Stress Disorder or suffer from Post-Traumatic Stress Reactions, the content of this book will be equally relevant to you. As a general rule, the sooner you start working through the effects of the trauma and the more you understand what is happening to you, the better equipped you will be to take control of your recovery process.
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