CHAPTER 13

HEALING FROM TRAUMA:
OWNING YOUR SELF

I don’t go to therapy to find out if I'm a freak

I go and I find the one and only answer every week -
And when I talk about therapy, I know what people think

That it only makes you selfish and in love with your shrink

But, oh how I loved everybody else

When I finally got to talk so much about myself

—Dar Williams, What Do You Hear in These Sounds

z obody can “treat” a war, or abuse, rape, molestation, or any other hor-

endous event, for that matter; what has happened cannot be undone.
But what can be dealt with are the imprints of the 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 being on alert for danger or
rejection; the self-loathing; the nightmares and flashbacks; the fog that keeps
you from staying on task and from engaging fully in what you are doing;
being unable to fully open your heart to another human being.

Trauma robs you of the feeling that you are in charge of yourself, of what
will call self-leadership in the chapters to come.! The challenge of recoveryis to
reestablish ownership of your body and your mind—of your self. This means
feeling free to know what you know and to feel what you feel without becoming
overwhelmed, enraged, ashamed, or collapsed. For most people this involves
(1) inding a way to become calm and focused, (2) learning to maintain that
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calm in response to images, thoughts, sounds, or @J@n.m_ mmammﬁosmn QHM
remind you of the past, (3) finding a way to be .?5 alive in the @Mmmmp ME?
engaged with the people around you, (4) not having to keep secrets woB y
self, including secrets about the ways that you have managed no.mE.S,\m. o
These goals are not steps to be achieved, one by one, in some xma
overlap, and some may be more difficult than others, %ﬂms :.
ing on individual circumstances. In each of the nrw.@ﬁmmm that follow, M : Mm.ﬁ M
about specific methods or approaches to mnnoam.v:mr them. I rm<mr rie -
make these chapters useful both to trauma survivors and to the t meﬂ_m s
who are treating them. People under temporary stress may also fin ﬁ em
1. 've used every one of these methods extensively to treat my @wcmwﬁm.
erienced them myself. Some people get better using just
are helped by different approaches at differ-

sequence. They

usefu
and I have also exp
one of these methods, but most

ent stages of their recovery. .
I have done scientific studies of many of the treatments I describe here

and have published the research findings in peer-reviewed mnwmsﬁ“_mn ‘9.:-
nals.? My aim in this chapter is to provide an overview of underlying prin-

ciples, a preview of wh
don't cover in depth later on.

A NEW FOCUS FOR RECOVERY

When we talk about trauma, we often start witha mﬁoﬂm or a question: _.cmr,m
happened during the war?” “Were you ever Bowmmﬁ.m% Let Bm.ﬁm: you wE ,}
that accident or that rape” or “Was anybody in your family a mno M
drinker?” However, trauma is much more than a mﬁoﬂ\ about moBm.ﬂr_:m. ths
happened longago. The emotions and physical mm:mwnwoa a..mw a.zmnm _M.%Eﬂ .
during the trauma are experienced not as memories but as disruptive p ,

ical reactions in the present.
In order to regain contro
el

er or later you need to confront what has happened to you, but ob.€ i
will not be retraumatized by it. The first order of business
g overwhelmed by the sensations and em

Soon
you feel safe and
to find ways to cope with feelin,
tions associated with the past. . -

As the previous parts of this book have shown, the engines of posttra
matic reactions are located in the e
nal brain, which expresses itself in thoughts,
itself in physical reactions: gut-wrenching sensations, heart mo.cn
breathing becoming fast and shallow, feelings of heartbreak, speaking

at’s to come, and some brief comments on methods I

1 over your self, you need to revisit the trauma

motional brain. In contrast with the Eﬁo,
the emotional brain manifest:
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an uptight and reedy voice, and the characteristic body movements that sig-
nify collapse, rigidity, rage, or defensiveness. .

Why can't we just be reasonable? And can understanding help? The ratio-
nal, executive brain is good at helping us understand where feelings come
from (as in: “I get scared when I get close to a guy because my father molested
me” or “I have trouble expressing my love toward my son because I feel guilty
about having killed a child in Iraq”). However, the rational brain cannot abol-
ish emotions, sensations, or thoughts (such as living with a low-level sense of
threat or feeling that you are fundamentally a terrible person, even though you
rationally know that you are not to blame for having been raped). Understand-
ing why you feel a certain way does not change /ow you feel. But it can keep
you from surrendering to intense reactions (for example, assaulting a boss
who reminds you of a perpetrator, breaking up with a lover at your first dis-
agreement, or jumping into the arms of a stranger). However, the more fraz-
zled we are, the more our rational brains take a backseat to our emotions.®

LIMBIC SYSTEM THERAPY

The fundamental issue in resolving traumatic stress is to restore the proper
balance between the rational and emotional brains, so that you can feel in
charge of how you respond and how you conduct your life. When we're trig-
gered into states of hyper- or hypoarousal, we are pushed outside our “win-
dow of tolerance”—the range of optimal functioning.* We become reactive
and disorganized; our filters stop working—sounds and lights bother us,
unwanted images from the past intrude on our minds, and we panic or fly
into rages. If we're shut down, we feel numb in body and mind; our thinking

ecomes sluggish and we have trouble getting out of our chairs.
As long as people are either hyperaroused or shut down, they cannot
earn from experience. Even if they manage to stay in control, they become

- s0 uptight (Alcoholics Anonymous calls this “white-knuckle sobriety”) that

hey are inflexible, stubborn, and depressed. Recovery from trauma involves

‘the restoration of executive functioning and, with it, self-confidence and the
capacity for playfulness and creativity.

If we want to change posttraumatic reactions, we have to access the

“emotional brain and do “limbic system therapy” repairing faulty alarm sys-
tems and restoring the emotional brain to its ordinary job of being a quiet
ackground presence that takes care of the housekeeping of the body, ensur-

ng that you eat, sleep, connect with intimate partners, protect your children,
id defend against danger.
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: but first I need to stress the fact that we have a host of inbuilt skills to keep
Medial pre-frontal Cortex us on an even keel. In chapter 5 we saw how emotions are registered in the

; B Self Awareness body. Some 80 percent of the fibers of the vagus nerve (which connects the
working memory- Interoception . . . )
Plans for action. ™ , 0 brain with many internal organs) are afferent; that is, they run from the body
into the brain.® This means that we can directly train our arousal system by
the way we breathe, chant, and move, a principle that has been utilized since
time immemorial in places like China and India, and in every religious prac-

tice that I know of, but that is suspiciously eyed as “alternative” in main-

stream culture.

In research supported by the National Institutes of Health, my colleagues
and I have shown that ten weeks of yoga practice markedly reduced the PTSD
symptoms of patients who had failed to respond to any medication or to any
other treatment.” (I will discuss yoga in chapter 16.) Neurofeedback, the topic
of chapter 19, also can be particularly effective for children and adults who
are so hyperaroused or shut down that they have trouble focusing and pri-

Joseph LeDoux 2003 Modified with permission

i i .Nwzm.
Accessin ﬂ—d@ 030&—0—.—”— bra Ther ion ana zin Um_ﬂ of the brain, Oﬁnﬁm
[} n. e rati m_. _< Ing . . N | |
ig on the QO«WAu_mnm_m_ o] efrol tal cor tex, has no direct conr ections _ earn :mwos\ ~ ~
cente ed . . ) - a i to _ _
with the QBOEODN_ brain, where nost if _U__Dnm of trauma _mm_Qm_ but the v mmwa HQH:N:~:~m 1n a state 0m relative @T‘\m

S.
medial prefrontal cortex, the center of self-awareness, doe

ical relaxation, even while accessing painful and horrifying memories, is
- an essential tool for recovery’ When you deliberately take a few slow, deep
breaths, you will notice the effects of the parasympathetic brake on your
--arousal (as explained in chapter 5). The more you stay focused on your
breathing, the more you will benefit, particularly if you pay attention until
the very end of the out breath and then wait a moment before you inhale
again. As you continue to breathe and notice the air moving in and out

DRAWING BY LICIA SKY

The neuroscientist Joseph LeDoux and his colleagues Jmﬁ.w shown that ﬁ_w
usly access the emotional brain is through se

prefrontal cortex, the part of the bra
Jows us to feel what we'n
“lookin

only way we can CONscio
i.e. by activating the medial
at is going on inside us and thus al :
m for this is “interoception’—Latin for
edicated to focusing on the outsid

awareness,
that notices wh
feeling® (The technical ter
inside.” ious brain is d ,
inside.”) Most of our conscious : s
world: mmab.m along with others and making plans for the future. Howeve

i th
that does not help us manage ourselves. Neuroscience research shows nrm.ﬂ
we can change the way we feel is by becoming aware of our inn
ing to befriend what is going on inside ourselves.

of your lungs you may think about the role that oxygen plays in nourish-
ing your body and bathing your tissues with the energy you need to feel
ive and engaged. Chapter 16 documents the full-body effects of this simple
. Since emotional regulation is the critical issue in managing the effects of
trauma and neglect, it would make an enormous difference if teachers, army

rgeants, foster parents, and mental health professionals were thoroughly
schooled in emotional-regulation techniques. Right now this still is mainly
e domain of preschool and kindergarten teachers, who deal with immature

only way
experience and learn
BEFRIENDING THE EMOTIONAL BRAIN brains and impulsive behavior on a daily basis and who are often very adept
at managing them.”

Mainstream Western psychiatric and psychological healing traditions
ave paid scant attention to self-management. In contrast to the Western
eliance on drugs and verbal therapies, other traditions from around the
tld rely on mindfulness, movement, rhythms, and action. Yoga in India, tai

1. DEALING WITH HYPERAROUSAL

focused on usi

des mainstream psychiatry has w

d this has become the accepted way
s drugs later in this chapt

Over the past few deca
drugs to change the way we feel, an his
deal with hyper- and hypoarousal. I will discus
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chi and qigong in China, and rhythmical drumming nrﬂocmrocn. >m~.~_omr m“M
just a few examples. The cultures of Japan and ﬁrm.w M.AOnmm: va:mm,.M a ha -
spawned martial arts, which focus on the cultivation of vzsuomw u 396-
ment and being centered in the present, abilities that are mmﬁ.swmma in chmbm

tized individuals. Aikido, judo, tae kwon do, wmsmo, and E:SF as ,Mm . mmm
capoeira from Brazil, are examples. These techniques all involve p «@Mmﬂ
movement, breathing, and meditation. Aside from «.Omw.r few of ﬁrwmm popu M

non-Western healing traditions have been systematically studied for the

treatment of PTSD.

2. NO MIND WITHOUT MINDFULNESS

At the core of recovery is gelf-awareness. The most wawozma Eﬁmmm.m ~M
trauma therapy are “Notice that” and “What happens next? Hﬂcﬂmﬁﬁmm
people live with seemingly unbearable sensations: w?mv\ feel heart : HM en ms.
suffer from intolerable sensations in the pit of their mﬁoamn# 0w tightness in
their chest. Yet avoiding feeling these sensations in our bodies increases our
vulnerability to being overwhelmed by them. - p
Body awareness puts us in touch with our inner world, the lan mnmwwmﬂ .
our organism. Simply noticing our annoyance, nervousness, o.w. mbxﬁrm«m
immediately helps us shift our perspective and opens up new .ow.aosmv o <
than our automatic, habitual reactions. Mindfulness puts us in ﬁocm wi ;
the transitory nature of our feelings and perceptions. When we pay focused
recognize the ebb and flow of our

attention to our bodily sensations, we can
emotions and, with that, increase our control over .&53.. w:

Traumatized people are often afraid of feeling. It is not so nﬂcn M :
perpetrators (who, hopefully, are no longer around to hurt wrmB‘wu :nﬁ Mm”
own physical sensations that now are the enemy. Apprehension M MMm BE
hijacked by uncomfortable sensations keeps the body ?on: m:_u -
shut. Even though the traumaisa thing of the past, the emotional brain .6 p
at make the sufferer feel scared and helpless. It’s not.

enerating sensations th . n
. rvivors are compulsive eaters and drink

isi many trauma su
M”.W MH:MMWMM Muo<9 mM& avoid many social activities: Their sensory world
_mnmmH_M MM_MMMMNTND% you need to open yourself to your w:.:mn mxmmamsw
The first step is to allow your mind to focus on your sensations and bon._nmw
how, in contrast to the timeless, ever-present experience of Q@EP phys X
sensations are transient and respond to slight shifts in Uom.r\ position, nﬂ—mbmm
in breathing, and shifts in thinking. Once you pay attention to your physi
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sensations, the next step is to label them, as in “When I feel anxious, I feel a
crushing sensation in my chest.” I may then say to a patient: “Focus on that
sensation and see how it changes when you take a deep breath out, or when
you tap your chest just below your collarbone, or when you allow yourself to
cry.” Practicing mindfulness calms down the sympathetic nervous system, so
that you are less likely to be thrown into fight-or-flight.!! Learning to observe
and tolerate your physical reactions is a prerequisite for safely revisiting the
past. If you cannot tolerate what you are feeling right now, opening up the
past will only compound the misery and retraumatize you further.”?

We can tolerate a great deal of discomfort as long as we stay conscious of
the fact that the body’s commotions constantly shift. One moment your
chest tightens, but after you take a deep breath and exhale, that feeling soft-
ens and you may observe something else, perhaps a tension in your shoulder.
Now you can start exploring what happens when you take a deeper breath
and notice how your rib cage expands.’* Once you feel calmer and more curi-
ous, you can go back to that sensation in your shoulder. You should not be
surprised if a memory spontaneously arises in which that shoulder was
somehow involved.

A further step is to observe the interplay between your thoughts and
your physical sensations. How are particular thoughts registered in your
body? (Do thoughts like “My father loves me” or “my girlfriend dumped me”
produce different sensations?) Becoming aware of how your body organizes
particular emotions or memories opens up the possibility of releasing sensa-
tions and impulses you once blocked in order to survive* In chapter 20, on
the benefits of theater, I'll describe in more detail how this works.

Jon Kabat-Zinn, one of the pioneers in mind-body medicine, founded the
Mindfulness-Based Stress Reduction (MBSR) program at the University of
Massachusetts Medical Center in 1979, and his method has been thoroughly
studied for more than three decades. As he describes mindfulness, “One way
to think of this process of transformation is to think of mindfulness as a lens,

taking the scattered and reactive energies of your mind and focusing them
into a coherent source of energy for living, for problem solving, for healing.”*®

Mindfulness has been shown to have a positive effect on numerous psy-

- chiatric, psychosomatic, and stress-related symptoms, including depression
and chronic pain.' It has broad effects on physical health, including improve-
ments in immune response, blood pressure, and cortisol levels.”” It has also
-_been shown to activate the brain regions involved in emotional regulation®
~and to lead to changes in the regions related to body awareness and fear.””
‘Research by my Harvard colleagues Britta Holzel and Sara Lazar has shown




212 THE BODY KEEPS THE SCORE

that practicing mindfulness even decreases the activity of the brain’s smoke

detector, the amygdala, and thus decreases reactivity to potential triggers.?

3. RELATIONSHIPS

Study after study shows that having a good support network constitutes the
single most powerful protection against becoming traumatized. Safety and
terror are incompatible. When we are terrified, nothing calms us down like
the reassuring voice or the firm embrace of someone we trust. Frightened
adults respond to the same comforts as terrified children: gentle holding and
rocking and the assurance that somebody bigger and stronger is taking care
of things, so you can safely go to sleep. In order to recover, mind, body, and
brain need to be convinced that it is safe to let go. That happens only when
you feel safe at a visceral level and allow yourself to connect that sense of
safety with memories of past helplessness.

After an acute trauma, like an assault, accident, or natural disaster,
survivors require the presence of familiar people, faces, and voices; physical
contact: food; shelter and a safe place; and time to sleep. It is critical to com-
municate with loved ones close and far and to reunite as soon as possible
with family and friends in a place that feels safe. Our attachment bonds are
our greatest protection against threat. For example, children who are separ-

ated from their parents after a traumatic event are likely to suffer serious

negative long-term effects. Studies conducted during World War II in En
gland showed that children who lived in London during the Blitz and wer

sent away to the countryside for protection against German bombing raids;

fared much worse than children who remained with their parents an
endured nights in bomb shelters and frightening images of destroyed build

ings and dead people.”

Traumatized human beings recover in the context of relationships: with

families, loved ones, AA meetings, veterans’ organizations, religious com
munities, or professional therapists. The role of those relationships is to pro

vide physical and emotional safety, including safety from feeling shamed,

admonished, or judged, and to bolster the courage to tolerate, face, and pro

cess the reality of what has happened.
As we have seen, much of the wiring of our brain circuits is devoted t

being in tune with others. Recovery from trauma involves (re)connecting

with our fellow human beings. This is why trauma that has occurred withi
relationships is generally more difficult to treat than trauma resulting fro
traffic accidents or natural disasters. In our society the most commo
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.Ed.:Bmm in women and children occur at the hands of their parents or
wzzamﬁm partners. Child abuse, molestation, and domestic violence all are
w:mmnﬁma by people who are supposed to love you. That knocks out the most
important protection against being traumatized: being sheltered by the peo-
ple you love. o
H.m the people whom you naturally turn to for care and protection terrify
.9. reject you, you learn to shut down and to ignore what you feel.”? As we saw
in part 3, when your caregivers turn on you, you have to find alternative ways
to deal with feeling scared, angry, or frustrated. Managing your terror all _M
yourself gives rise to another set of problems: dissociation, despair, mm&ov.\
tions, a chronic sense of panic, and relationships that are marked ww\ alien-
ation, disconnection, and explosions. Patients with these histories rarel
make the connection between what happened to them long ago and how %m%
currently feel and behave. Everything just seems unmanageable. !
Relief does not come until they are able to acknowledge what has hap-

pened and recognize the invisible demons they're struggling with. Recall, for

example, the men I described in chapter 11 who had been abused by pedo-

phile priests. They visited the gym regularly, took anabolic steroids, and were
 strong as oxen. However, in our interviews they often acted like scared kids;
- the hurt boys deep inside still felt helpless. ‘

While human contact and attunement are the wellspring of physiologi-

cal self-regulation, the promise of closeness often evokes fear of getting hurt
betrayed, and abandoned. Shame plays an important role in this: “You SE,
find out how rotten and disgusting I am and dump me as soon mm.V\o: reall

get to know me.” Unresolved trauma can take a terrible toll on relationshi W
m your heart is still broken because you were assaulted by someone you _o<wm“

u are likely to be preoccupied with not getting hurt again and fear opening

up to someone new. In fact, you may unwittingly try to hurt them before they
rm<m a chance to hurt you.

= This poses a real challenge for recovery. Once you recognize that post-
traumatic reactions started off as efforts to save your life, you may gather the

ourage to face your inner music (or cacophony), but you will need help to do

50, You have to find someone you can trust enough to accompany you, some-
wsm who can safely hold your feelings and help you listen to the wmw:mh: mes-
sages from your emotional brain. You need a guide who is not afraid of your
wmn,non and who can contain your darkest rage, someone who can safe Mma
the wholeness of you while you explore the fragmented experiences ﬁrmmﬁ you

d to keep secret from yourself for so long. Most traumatized individuals

eed an anchor and a great deal of coaching to do this work.
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Choosing a professional Therapist

The training of competent trauma therapists involves learning about the
impact of trauma, abuse, and neglect and mastering a variety of techniques
that can help to (1) stabilize and calm patients down, (2) help tolay traumatic

s to rest, and (3) reconnect patients with their

memories and reenactment
fellow men and women. Ideally the therapist will also have been on the

receiving end of whatever therapy he or she practices.
While it’s inappropriate and unethical for therapists to tell you the

details of their personal struggles, it is perfectly reasonable to ask what par-

ticular forms of therapy they have been trained in, where they learned their

skills, and whether they've personally benefited from the therapy they pro-

pose for you.
There is no one “treatment of choice” for trauma, and any therapist who

believes that his or her particular method is the only answer to your prob- .
lems is suspect of being an ideologue rather than somebody who is interested
in making sure that you get well. No therapist can possibly be familiar with
every effective treatment, and he or she must be open to your exploring:
options other than the ones he or she offers. He or she also must be open t
learning from you. Gender, race, and personal background are relevant only
if they interfere with helping the patient feel safe and understood. ‘

u feel basically comfortable with this therapist? Does he or sh

Do yo
ith you as a fello

seem to feel comfortable in his or her own skin and w
human being? Feeling safe is a necessary condition for you to confront you
fears and anxieties. Someone who is stern, judgmental, agitated, or harsh is
likely to leave you feeling scared, abandoned, and humiliated, and that won
help you resolve your traumatic stress. There may be times as old feelin
from the past are stirred up, when you become suspicious that the therapi
resembles someone who once hurt or abused you. Hopefully, this is some:
thing you can work through together, because in my experience patients. gel
better only if they develop deep positive feelings for their therapists. &m,
don’t think that you can grow and change unless you feel that you have som
impact on the person who is treating you. ‘
The critical question is this: Do you feel that you
find out who you are and what you, not some generic “PTSD patient,” nee
Are you just a list of symptoms on SOme diagnostic questionnaire, or dot
your therapist take the time to find out why you do what you do and t
what you think? Therapy is a collaborative process—a mutual explo

r therapist is curious t

your self.

HEALING FROM TRAUMA: OWNING YOUR SELF 215

Pati .
o DOMWMMS eMTo .TN:B been brutalized by their caregivers as children often
safe with anyone. I often ask my pati i
patients if they can think of
person they felt safe with while the i m hold
: y were growing up. Many of th
tight to the memory of that one t i g o
eacher, neighbor, shopkee i
ister who showed that he or she e
cared, and that memory is of
learning to reengage. We are e ot
) a hopeful species. Working wi i
! . g with trauma is as
Bcom._ m__uocn remembering how we survived as it is about what is broken
o ﬁrm so ask my patients to imagine what they were like as newborns—
e oM NWB\ were lovable and filled with spunk. All of them believe the
wer i
e and have some image of what they must have been like before th .
vere e they were
. mmw_ﬁm m.mMEm don’t remember anybody they felt safe with. For them
Umw: mm Dwg <.<; Tonmwm or dogs may be much safer than dealing with rEﬁmbV
s. This principle is currently being applied i
pplied in many therapeutic setti
to great effect, including in jail i i e o vote
) jails, residential treatment pro
ans’ rehabilitation. Jennifer, a memb B b v
. , er of the first graduating cl
der Kolk Center,”® who had ¢ B ol e
) ome to the program as an out-of:
fourteen-year-old, said durin e boviog o
, g her graduation ceremon i
. ing y that having been
entrusted with the responsibility of caring for a horse was the QEnM_ first

‘ wMM. mom TmM. Her mﬂxi:m bond with her horse helped her feel safe enough to
in to relate to the staff of the center and then t
o f
her SATSs, and be accepted to college.** euson herclasses ale

4. COMMUNAL RHYTHMS AND SYNCHRONY

. .
mSB the moment of our birth, our relationships are embodied in responsive
~faces, gestures, and touch. As we saw i
. n chapter 7, these are the fi i
of attachment. Trauma results i : S
i . in a breakdown of attuned physi
o re physical synchrony:
o MM%B#“ mwﬁmn ﬁrM waiting room of a PTSD clinic, you can immediately ﬁmw
A ients from the staff by their frozen face
. , s and collapsed (but simul

= . ultane-

sly agitated) bodies. Unfortunately, many therapists ignore those physical

. . . .
8) . . () Am “Avn"—hm o) : on H_“—Q €<OH.QW W M_UT. W w.:OT HT.QHH. _mvm.ﬁu.mpﬁm com-

Th . .
e healing power of community as expressed in music and rhythms

o . .
’ Nmrwnmcmmm romsm for me in the spring of 1997, when I was following the work
t ruth and Reconciliation Commission in Sou i ‘
e : : th Africa. In some pl
we visited, terrible violence continued. One day I attended a group mow M e
ape

oc‘m\mz in the courtyard of a clinic in a township outside Johannesburg. We
ear the sound of bullets being fired at a distance while smoke E:o.éma
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over the walls of the compound and the smell of teargas hung in the air. Later

we heard that forty people had been killed.

Yet, while the surroundings were foreign and terrifying, I recognized this
group all too well: The women sat slumped over—sad and frozen—Tlike so
many rape therapy groups [ had seen in Boston. I felta familiar sense of help-
surrounded by collapsed people, 1 felt myself mentally collapse

while gently swaying backand
joined in. Soon the

lessness, and,
as well. Then one of the women started to hum,
forth. Slowly a rhythm emerged; bit by bit other women
whole group was singing, and getting up to dance. It was an astound-
ing transformation: people coming back to life, faces becoming attuned, vital-
ity returning to bodies. I made a vow to apply what I was seeing there and to
study how rhythm, chanting, and movement can help to heal trauma.

We will see more of this in chapter 20, on theater, where I show how
groups of young people—among them juvenile offenders and at-risk foster
kids—gradually learn to work together and to depend on one anothet,
whether as partners in Shakespearean swordplay or as the writers and per-
formers of full-length musicals. Different patients have told me how much
choral singing, aikido, tango dancing, and kickboxing have helped them, and
T am delighted to pass their recommendations on to other people I treat.
lesson about rhythm and healing when clin
cians at the Trauma Center were asked to treata five-year-old mute girl, Yiny
Mee, who had been adopted from an orphanage in China. After months
failed attempts to make contact with her, my colleagues Deborah Rozelle a
Liz Warner realized that her rhythmical engagement system didn
she could not resonate with the voices and faces of the people around h
That led them to sensorimotor therapy.” ;

The sensory integration clinic in Watertown, Massachusetts, i
drous indoor playground filled with swings, tubs full of multicolored ru
balls so deep that you can make yourself disappear, balance beams, craw
spaces fashioned from plastic tubing, and ladders that lead to platforms fr
which you can dive onto foam-filled mats. The staff bathed Ying Mee in
tub with plastic balls; that helped her feel sensations on her skin. They hel
her sway on swings and crawl under weighted blankets. After six wee!
something shifted—and she started to talk?® o

Ying Mee's dramatic improvement inspired us to start a sensory integ
tion clinic at the Trauma Center, which we now also use in our resident
treatment programs. We have not yet explored how well sensory integrati
but I regularly incorporate sensory inte

moving,

I learned another powerful

works for traumatized adults,
experiences and dance in my seminars.
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Learni .
e AMES:wm to _um.n05m attuned provides parents (and their kids) with
e m.nmnm . mxwmd.m:nm of reciprocity. Parent-child interaction therap
vnm an H_Emnmocé therapy that fosters this, as is SMART (sensory Eoﬁow
arousal regulation treatment
pouse nt), developed by my colleagues at the Trauma
W
o ”mb we E.B\ together, we feel physically attuned and experience a
rﬁwm\\w oow:mncos and joy. Improvisation exercises (such as those found at
://learnimprov.com/) also are a marvelous wa ,
! : y to help people connect i
joy and exploration. The moment break
: . you see a group of grim-faced people b
out in a giggle, you know that the spell of misery has broken peoplebrest

5. GETTING IN TOUCH

Mainstream trauma treatment has paid scant attention to helping terrifi
people to safely experience their sensations and emotions Zmaw m e
as serotonin reuptake blockers, Respiridol and mmnomc&. W:QmM,Mhoﬂ‘m w:nr
HMmMa MTM Emnnm ow helping people to deal with their sensory world.* %oﬂ\,\mwww
st natural way that we humans calm dow. i | ing
85.7&. hugged, and rocked. This helps with mxnmm”wm_ MMMMHW M o h_um_:m
feel intact, safe, protected, and in charge. .

Rembrandt van Rijn: Christ Healing the Sick. Gestures of

comfort are universall i
y recognizable and reflect th i
power of attuned touch. ® heslng
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Touch, the most elementary tool that we have to calm down, is pro-

scribed from most therapeutic practices. Yet you can’t fully recover if you

don’t feel safe in your skin. Therefore, [ encourage all my patients to engage

: in some sort of bodywork, be it therapeutic massage, Feldenkrais, or cranio-
sacral therapy.

I asked my favorite bodywork practitioner, Licia Sky, about her practice
with traumatized individuals. Here is some of what she told me: “I never
begin a bodywork session without establishing a personal connection. I'm
not taking a history; I'm not finding out how traumatized a person is or what
happened to them. I check in where they are in their body right now. I ask
them if there is anything they want me to pay attention to. All the while, I'm
assessing their posture; whether they look me in the eye; how tense or relaxed
they seem; are they connecting with me or not.

“The first decision I make is if they will feel safer face up or face down. If
I don't know them, I usually start face up. I am very careful about draping;

on. These are important boundaries to set up right at the beginning.

their hand and forearm, because that’s the safest place to touch anybody, the
place where they can touch you back.

“You have to meet their point of resistance—the place that has the most
tension—and meet it with an equal amount of energy. That releases the fro-
zen tension. You can't hesitate; hesitation communicates a lack of trust in
yourself. Slow movement, careful attuning to the client is different from
hesitation. You have to meet them with tremendous confidence and empath
let the pressure of your touch meet the tension they are holding in thei
bodies.”

What does bodywork do for people? Licia’s reply: “Just like you can thirs
for water, you can thirst for touch. It is a comfort to be met confidentl

deeply, firmly, gently, responsively. Mindful touch and movement groun

long that they are no longer even aware of them. When you are touched, you
wake up to the part of your body that is being touched. w
“The body is physically restricted when emotions are bound up insid
People’s shoulders tighten; their facial muscles tense. They spend enormou
energy on holding back their tears—or any sound or movement that mig
betray their inner state. When the physical tension is released, the feelin

very careful to let them feel safe with whatever clothing they want to leave

“Then, with my first touch, I make firm, safe contact. Nothing forced or
sharp. Nothing too fast. The touch is slow, easy for the client to follow, gently .
rhythmic. It can be as strong as a handshake. The first place I might touch is -

people and allows them to discover tensions that they may have held for so.
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can be released. Movement helps breathing to become deeper, and as the
tensions are released, expressive sounds can be discharged. The body be-
comes freer—breathing freer, being in flow. Touch makes it possible to live in
a body that can move in response to being moved.

“People who are terrified need to get a sense of where their bodies are in
space and of their boundaries. Firm and reassuring touch lets them know
where those boundaries are: what’s outside them, where their bodies end.
They discover that they don't constantly have to wonder who and where they
are. They discover that their body is solid and that they don't have to be con-
stantly on guard. Touch lets them know that they are safe.”

6. TAKING ACTION

The body responds to extreme experiences by secreting stress hormones.
These are often blamed for subsequent illness and disease. However, stress
hormones are meant to give us the strength and endurance to respond to
extraordinary conditions. People who actively do something to deal with a
disaster—rescuing loved ones or strangers, transporting people to a hospital,
being part of a medical team, pitching tents or cooking meals—utilize their
stress hormones for their proper purpose and therefore are at much lower

risk of becoming traumatized. (Nonetheless, everyone has his or her break-

ing point, and even the best-prepared person may become overwhelmed by
the magnitude of the challenge.)

Helplessness and immobilization keep people from utilizing their stress
ormones to defend themselves. When that happens, their hormones still are
being pumped out, but the actions they're supposed to fuel are thwarted.

Eventually, the activation patterns that were meant to promote coping are

urned back against the organism and now keep fueling inappropriate fight/
ight and freeze responses. In order to return to proper functioning, this
persistent emergency response must come to an end. The body needs to be
stored to a baseline state of safety and relaxation from which it can mobi-
ize to take action in response to real danger.

- My friends and teachers Pat Ogden and Peter Levine have each developed
powerful body-based therapies, sensorimotor psychotherapy” and somatic
experiencing® to deal with this issue. In these treatment approaches the
story of what has happened takes a backseat to exploring physical sensations
p:n_ discovering the location and shape of the imprints of past trauma on the
va&. Before plunging into a full-fledged exploration of the trauma itself,
atients are helped to build up internal resources that foster safe access
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sensations and emotions that overwhelmed them at the time of the trauma.
Peter Levine calls this process pendulation—gently moving in and out of
accessing internal sensations and traumatic memories. In this way patients
are helped to gradually expand their window of tolerance.

Once patients can tolerate being aware of their trauma-based physical
experiences, they are likely to discover powerful physical impulses—like hit-
ting, pushing, or running—that arose during the trauma but were suppressed
in order to survive. These impulses manifest themselves in subtle body move-
ments such as twisting, turning, or backing away. Amplifying these movements
and experimenting with ways to modify them begins the process of bringing
the incomplete, trauma-related “action tendencies” to completion and can
eventually lead to resolution of the trauma. Somatic therapies can help patients
to relocate themselves in the present by experiencing that it is safe to move.
Feeling the pleasure of taking offective action restores a sense of agency and
a sense of being able to actively defend and protect themselves.

Back in 1893 Pierre Janet, the first great explorer of trauma, wrote about
and I regularly observe that pleasure’
somatic experiencin; ;

“the pleasure of completed action,”
when 1 practice sensorimotor psychotherapy and
When patients can physically experience what it would have felt like to fight
back or run away, they relax, smile, and express a sense of completion.
When people are forced to submit to overwhelming power, as is true for
most abused children, women trapped in domestic violence, and incarce
ated men and women, they often survive with resigned compliance. The best
way to overcome ingrained patterns of submission is to restore a physic
capacity to engage and defend. One of my favorite body-oriented ways t
build effective fight/flight responses is our local impact center’s model mu
ging program, in which women (and increasingly men) are taught to activ
fight off a simulated attack.® The program started in Oakland, California,
1971 after a woman with a fifth-degree black belt in karate was raped. Won
dering how this could have happened to someone who supposedly could | ,A
with her bare hands, her friends concluded that she had become de-skilled b
fear. In the terms of this book, her executive functions—her frontal lobes-
went off-line, and she froze. The model mugging program teaches women to.
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she successfully fought off a gigantic male attacker who ended up lying cring-
ing on the floor (shielded from her blows by a thick protective suit) while she
faced him, arms raised in a karate stance, calmly and clearly yelling no.

Not long afterward, she was walking home from the library after mid-
night when three men jumped out of some bushes, yelling: “Bitch, give us
your money.” She later told me that she took that same karate stance and
yelled back: “Okay, guys, I've been looking forward to this moment. Who
wants to take me on first?” They ran away. If youre hunched over and too
afraid to look around, you are easy prey to other people’s sadism, but when
you walk around projecting the message “Don’t mess with me,” youre not
likely to be bothered.

INTEGRATING TRAUMATIC MEMORIES

People cannot put traumatic events behind until they are able to acknowl-
edge what has happened and start to recognize the invisible demons they're
struggling with. Traditional psychotherapy has focused mainly on construct-
ing a narrative that explains why a person feels a particular way or, as Sig-
mund Freud put it back in 1914 in Remembering, Repeating and Working
Through:** “While the patient lives [the trauma] through as something real
and actual, we have to accomplish the therapeutic task, which consists chiefly
of translating it back again in terms of the past.” Telling the story is impor-
tant; without stories, memory becomes frozen; and without memory you
cannot imagine how things can be different. But as we saw in part 4, telling
a story about the event does not guarantee that the traumatic memories will

be laid to rest.

There is a reason for that. When people remember an ordinary event
they do not also relive the physical sensations, emotions, images, smells .EH
sounds associated with that event. In contrast, when people fully recall &.5:
traumas, they “have” the experience: They are engulfed by the sensory or
emotional elements of the past. The brain scans of Stan and Ute Lawrence,

the accident victims in chapter 4, show how this happens. When Stan was
remembering his horrendous accident, two key areas in his brain went blank:

, the area that provides a sense of time and perspective, which makes it pos-
; .&Em to know that “that was then, but I am safe now,” and another area that
integrates the images, sounds, and sensations of trauma into a coherent story.
When those parts of the brain are knocked out, you experience moamﬂrw:m.
1ot as an event with a beginning, a middle, and an end but in fragments of
ensations, images, and emotions.

recondition the freeze response through many repetitions of being placed in-
the “zero hour” (a military term for the precise moment of an attack) and
Jearning to transform fear into positive fighting energy.
One of my patients, a college student with a history of unrelenting child
abuse, took the course. When I first met her, she was collapsed, %@nm.m
and overly compliant. Three months later, during her graduation ceremon
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A trauma can be successfully processed only if all those brain structures
are kept online. In Stan’s case, eye movement desensitization and reprocess-
ing (EMDR) allowed him to access his memories of the accident without
being overwhelmed by them. When the brain areas whose absence is respon-
sible for flashbacks can be kept online while remembering what has hap-
pened, people can integrate their traumatic memories as belonging to the
past.
Ute's dissociation (as you recall, she shut down completely) complicated
recovery in a different way. None of the brain structures necessary to engage
in the present were online, s0 that dealing with the trauma was simply impos-
sible. Without a brain that is alert and present there can be no integration
and resolution. She needed to be helped to increase her window of tolerance
before she could deal with her PTSD symptoms.

Hypnosis was the most widely practiced treatment for trauma from the

late 1800s, the time of Pierre Janet and Sigmund Freud, until after World War

{1. On YouTube you can still watch the documentary Let There Be Light, by -

the great Hollywood director John Huston, which shows men undergoing

hypnosis to treat “war neurosis.” Hypnosis fell out of favor in the early 1990s

and there have been no recent studies of its effectiveness for treating PTSD

However, hypnosis can induce a state of relative calm from which patients:

can observe their traumatic experiences without being overwhelmed by

them. Since that capacity to quietly observe oneself is a critical factor in the:

integration of traumatic memories, it is likely that hypnosis, in some form,

will make a comeback.

COGNITIVE BEHAVICRAL THERAPY (CBT)

During their training most psychologists are taught cognitive behaviora

therapy. CBT was first developed to treat phobias such as fear of spiders;
airplanes, or heights, to help patients compare their irrational fears with
harmless realities. Patients are gradually desensitized from their irrational
fears by bringing to mind what they are most afraid of, using their narrati fes
”), or they are placed in actual (but actually
safe) anxiety-provoking situations (“in vivo exposure”), or they are exposed
to virtual-reality, computer-simulated scenes, for example, in the case of

and images (“imaginal exposure

combat-related PTSD, fighting in the streets of Fallujah.
The idea behind cognitive behavioral treatment is that when patients

repeatedly exposed to the stimulus without bad things actually happening

they gradually will become less upset; the bad memories will have becon
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associated with “corrective” information of being safe.® CBT also tries to
help patients deal with their tendency to avoid, as in “I don’t want to talk
about it.”** It sounds simple, but, as we have seen, reliving trauma reactivates
.nrm g,&.s,m alarm system and knocks out critical brain areas necessary for
“.MMMWM”MMMMMM %M.mr making it likely that patients will relive rather than
Prolonged exposure or “flooding” has been studied more thoroughl
than any other PTSD treatment. Patients are asked to “focus their mﬁm:mmow
on the traumatic materialand . . . not distract themselves with other thoughts
or activities.”* Research has shown that up to one hundred minutes of momoa-
ing (in which anxiety-provoking triggers are presented in an intense, su
tained form) are required before decreases in anxiety are reported.* Ex WW:M
sometimes helps to deal with fear and anxiety, but it has not vmm.s r .
help with guilt or other complex emotions.*” provene
In contrast to its effectiveness for irrational fears such as spiders, CBT
has not done so well for traumatized individuals, particularly those 2:,7 his-
tories of childhood abuse. Only about one in three participants with PTSD
who finish research studies show some improvement.* Those who complete

~ CBT treatment usually have fewer PTSD symptoms, but they rarely recover

completely: Most continue to have substantial problems with their health
work, or mental] well-being.* u

In .ﬁrm largest published study of CBT for PTSD more than one-third of
the patients dropped out; the rest had a significant number of adverse reac-

" tions. Most of the women in the study still suffered from full-blown PTSD

after three months in the study, and only 15 percent no longer had major

_.w,H.mU mws\_wnoam.g A thorough analysis of all the scientific studies of CBT
_show that it works about as well as being in a supportive therapy relation-

T .ﬁ H
ip.# The poorest outcome in exposure treatments occurs in patients who

suffer from “mental defeat”—those who have given up.*?

Being traumatized is not just an issue of being stuck in the past; it is just
much a problem of not being fully alive in the present. One form of expos-

awm treatment is virtual-reality therapy in which veterans wear high-tech
‘goggles that make it possible to refight the battle of Fallujah in lifelike detail
As far as I know, the US Marines performed very well in combat. The —,ov\.
,WS is that they cannot tolerate being home. Recent studies of .>:mﬂwcm:
- anvmn veterans show that their brains are rewired to be alert for emergen-
.cies, at the expense of being focused on the small details of everyday :mmm 8

’ 1 Hmmnj more about this in chapter 19, on neurofeedback.) More than
rtual-reality therapy, traumatized patients need “real world” therapy, which
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helps them to feel as alive when walking through the local supermarket or
playing with their kids as they did in the streets of Baghdad.

Patients can benefit from reliving their trauma only if they are not over-
whelmed by it. A good example is study of Vietnam veterans conducted in
the early 1990s by my colleague Roger Pitman. I visited Roger’s lab every
week during that time, since we were conducting the study of brain opioids
in PTSD that I discussed in chapter 2. Roger would show me the videotapes
of his treatment sessions and we would discuss what we observed. He and his
shed the veterans to talk repeatedly about every detail of their
experiences in Vietnam, but the investigators had to stop the study because
many patients became panicked by their flashbacks, and the dread often per-
sisted after the sessions. Some never returned, while many of those who
stayed with the study became more depressed, violent, and fearful; some
coped with their increased symptoms by increasing their alcohol consump-
tion, which led to further violence and humiliation, as some of their families

called the police to take them to a hospital.

colleagues pu

DESENSITIZATION

Over the past two decades the prevailing treatment taught to @mﬁro_om*

students has been some form of systematic desensitization: helping patients.

become less reactive to certain emotions and sensations. But is this the cot:

1? Maybe the issue is not desensitization but integration: putting th
traumatic event into its proper place in the overall arc of one’s life.

Desensitization makes me think of the small boy—he must have bee:
about five—I saw in front of my house recently. His hulking father was <m=5m
at him at the top of his voice as the boy rode his tricycle down my street. The
Kkid was unfazed, while my heart was racing and I felt an impulse to deck the
guy. How much brutality had it taken to numb a child this young to his

father’s brutality? His indifference to his father’s yelling must have been
but, | wondered, at what price? Yes, we can take

rect goa

result of prolonged exposure,
drugs that blunat our emotions or we can learn to desensitize ourselves..
medical students we learned to stay analytical when we had to treat children
with third-degree burns. But, as the neuroscientist Jean Decety at the Un
versity of Chicago has shown, desensitization to our own or to other people’
pain tends to lead to an overall blunting of emotional sensitivity.*®

A 2010 report on 49,425 veterans with newly diagnosed PTSD from the
Iraq and Afghanistan wars who sought care from the VA showed that fewel

than one out of ten actually completed the recommended treatment.* A

overwhelming physiological and emotional arousal.

HEALING FROM TRAUMA: OWNING YOUR SELF 225

Pitman’s Vi
_m:m W\_mgmg veterans, exposure treatment, as currently practiced
H.NH.m 13 » ’
o swwéo« ks ﬂvn them. We can only “process” horrendous experiences if they
overwhelm us. And that means that other approaches are necessary.

DRUGS TO SAFELY ACCESS TRAUMA?

/x\rm.: I was a medical student, I spent the summer of 1966 working f
Bastiaans, a professor at Leiden University in the Netherlands Mroh. o
known for his work treating Holocaust survivors with LSD. He clai . wz o
rmwm achieved spectacular results, but when colleagues m:.m moﬁma_ﬂ.m .
chives, they found few data to support his claims. The @oﬁmmzm_ f a. mnM\
altering substances for trauma treatment was subsequently :mm_mnwmmas w
2000, <<:mJ Michael Mithoefer and his colleagues in South Carolina BnMHM
FDA wmﬂﬁmmmos to conduct an experiment with MDMA (ecstasy). MDMA
was classified as a controlled substance in 1985 after having vmws. used fi
years mm a recreational drug. As with Prozac and other psychotropic mm M H
we don’t know exactly how MDMA works, but it is known to mso_Mmmm con.
nmsq.mmo:m of a number of important hormones including oxytocin m<no:-
WHmmmS. cortisol, and prolactin’ Most relevant for trauma Qmmghm:mwmo.-
increases people’s awareness of themselves; they frequently report a hei .r;
ened sense of compassionate energy, accompanied by curiosity, clarit o
mmm:.nm. creativity, and connectedness. Mithoefer and his oo_‘_mm cmw vore
looking for a medication that would enhance the effectiveness omm SMS
ﬁrmnmﬂo and they became interested in MDMA because it %Qmmmﬂmw M .
defensiveness, and numbing, as well as helping to access inner experien mm“w
They thought MDMA might enable patients to stay within the ,w:a . f
tolerance so they could revisit their traumatic memories without mcmMM%m

4

The initial pilot studies have supported that expectation.® The first

. study, involving combat veterans, firefighters, and police officers with PTSD
had positive results. In the next study, of a group of twenty victims of a _.
: Sro. had been unresponsive to previous forms of therapy, twelve s WE:
received MDMA and eight received an inactive placebo. m:.a: orl .c Hwnﬁm
| o.oBmoﬁmEm room, they then all received two eight-hour vmwnrmnrmwmw ; Mwmm
KM_o:m‘ Em:ﬂ.a\ using internal family systems (IFS) therapy, the subject of Mwmw-
- hﬁm\%m this book. Two months later 83 percent of the patients who received
o ww» ﬂ“mm vaamrﬂﬁrmnmg were considered completely cured, compared
i anrm of the .Emnmvo. group. None of the patients had adverse side
: . ps most interesting, when the participants were interviewed
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more than a year after the study was completed, they had maintained their some aspect of PTSD The serotonin reuptake inhibitors (SSRIS) such
gains. Prozac, ) s s) such as
By being able to observe the trauma from the calm, mindful state that IFS they nmzNHM_MM WMMH% NH WMMHMM\M%MMS most thoroughly studied, and
calls Self (a term T'll discuss further in chapter 17), mind and brain are ina ‘ SSRIs often feel calmer and more in cont _mmd nw,m manageable. Patients on
position to integrate the trauma into the overall fabric of life. This is very dif- ‘ makes it easier to engage in thera Oﬁrmo ; mw ing less overwhelmed often
ferent from traditional desensitization techniques, which are about blunting a ,. they feel they're “losing their mn_mww.H A mM vam.sa feel _u_c:.ﬁm by SSRIs—
person’s response to past horrors. This is about association and integration— - Let's see what works, and only nrm. mawwﬂomo _u; mw E.H empirical question:
making a horrendous event that overwhelmed you in the past into a memory . other hand, if one SSRI does not 29% e SMM“” ﬁwv\mbm MMMWM of Mrmﬁ. On Mrm
: ’ er, because they

all have slightly different effects. It’s interesting that the SSRIs are widel
used to treat depression, but in a study in which we compared Prozac SMN
eye movement desensitization and reprocessing (EMDR) for patients with
wﬁmp many of whom were also depressed, EMDR proved to be a more effect
ive antidepressant than Prozac.”® I'll return to that subject in chapter 15 ﬂn -
K.m&nm:mm that target the autonomic nervous system, like Eownmso_ﬂ 0
&o:.&:ﬁ can help to decrease hyperarousal and reactivity to stress.> HT.H
family of drugs works by blocking the physical effects of adrenaline .n.rm. f _m_
Om. arousal, and thus reduces nightmares, insomnia, and reactivit ﬁw trau m
triggers.*® Blocking adrenaline can help to keep the rational v«&s«osz: BM
| Bm._ﬁ choices possible: “Is this really what I want to do?” Since [ have mHMnMMn_
to integrate mindfulness and yoga into my practice, I use these medication
less often, except occasionally to help patients sleep more restfully. m
3 Traumatized patients tend to like tranquilizing drugs _umsmoﬁmmmm i
like Klonopin, Valium, Xanax, and Ativan. In many ways, m,ﬂm% work like M_zmm
hol, in that they make people feel calm and keep them from worrying AOmmMM ‘
owners love customers on benzodiazepines; they don't get upset sﬁm: wrmo
_Omw and keep gambling.) But also, like alcohol, benzos weaken M:E_UEOBM
against saying hurtful things to people we love. Most civilian doctors ar
.n.m_cgma to prescribe these drugs, because they have a high addiction pot w
:m_.m:a they may also interfere with trauma processing. Patients S&M mMM
ta king them after prolonged use usually have withdrawal reactions that mal .
. them agitated and increase posttraumatic symptoms. :

of something that happened a long time ago.
Nonetheless, psychedelic substances are powerful agents with a troubled
history. They can easily be misused through careless administration and

poor maintenance of therapeutic boundaries. It is to vmvowmaﬁrﬂzdz\r
m Pandora’s box.

will not be another magic cure released fro

WHAT ABOUT MEDICATIONS?

s used drugs to deal with traumatic stress. Each culture
rences—gin, vodka, beer, or whiskey; hash-
cocaine; opioids like oxycontin; tranquil-
When people are desperate, they

w.wo

People have alway
and each generation has its prefe
ish, marijuana, cannabis, or ganja;
izers such as Valium, Xanax, and Klonopin.
will do just about anything to feel calmer and more in contro

Mainstream psychiatry follows this tradition. Over the past decade the
fense and Veterans Affairs combined have spent over $4.5
antipsychotics, and antianxiety drugs. A Jun
rtment’s Pharmacoeconomic

Departments of De
billion on antidepressants,
2010 internal report from the Defense Depa
Center at Fort Sam Houston in San Antonio showed that 213,972, or 20 per-.
cent of the 1.1 million active-duty troops surveyed, were taking some form of

psychotropic drug: antidepressants, antipsychotics, sedative hypnotics, 0

other controlled substances.®

However, drugs cannot “cure” trauma; they can only dampen the expres-
sions of a disturbed physiology. And they do not teach the lasting lessons o
p to control feelings and behavior, but always at

self-regulation. They can hel
a price—because they work by blocking the chemical systems that regula
colleagues remain -

otivation, pain, and pleasure. Some of my
meetings where serious scientists discuss their
raculously reset the fear circuits

le brain circuit).

I sometimes give my patients low doses of benzodiazepines to use as
needed, but not enough to take on a daily basis. They have to choose when t

tise up their precious supply, and I ask them to keep a diary of what was goi )
on when they decided to take the pill. That gives us a chance to disc ; _”m
specific incidents that triggered them. e
A few studies have shown that anticonvulsants and mood stabilizers,

engagement, m
optimistic: I keep attending
quest for the elusive magic bullet that will mi
of the brain (as if traumatic stress involved only one simp
also regularly prescribe medications.

Just about every group of psychotropic a

h as lithium or valproate, can have mildly positive effects, taking the edge

ts has been used to trea i .
gents has bee off hyperarousal and panic.” The most controversial medications are the
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so-called second-generation antipsychotic agents, such as Risperdal and

Seroquel, the largest-selling psychiatric drugs in the United States ($14.6 bil-
lion in 2008). Low doses of these agents can be helpful in calming down
combat veterans and women with PTSD related to childhood abuse.®® Using
these drugs is sometimes justified, for example when patients feel completely
out of control and unable to sleep or where other methods have failed.® But
tant to keep in mind that these medications work by blocking the

it’s impor
the brain’s reward system, which also functions as the

dopamine system,
engine of pleasure and motivation.

Antipsychotic medications such as Risperdal, Abilify, or Seroquel can
significantly dampen the emotional brain and thus make patients less skit-
tish or enraged, but they also may interfere with being able to appreciate
subtle signals of pleasure, danger, or satisfaction. They also cause weight gain,
increase the chance of developing diabetes, and make patients physically
inert, which is likely to further increase their sense of alienation. These drugs
are widely used to treat abused children who are inappropriately diagnosed

with bipolar disorder or mood dysregulation disorder. More than half a mil-

lion children and adolescents in America are now taking antipsychotic drugs,
which may calm them down but also interfere with learning age-appropriate
skills and developing friendships with other children.s® A Columbia Univer-
sity study recently found that prescriptions of antipsychotic drugs for pr.
vately insured two- to five-year-olds had doubled between 2000 and 20072
Only 40 percent of them had received a proper mental health assessment
Until it lost its patent, the pharmaceutical company Johnson & Johnsei
doled out LEGO blocks stamped with the word “Risperdal” for the waitir
rooms of child psychiatrists. Children from low-income families are fo
times as likely as the privately insured to receive antipsychotic medicines
one year alone Texas Medicaid spent $96 million on antipsychotic drugs for
teenagers and children—including three unidentified infants who were m?m,

the drugs before their first birthdays.? There have been no studies on:the:

effects of psychotropic medications on the developing brain. Dissociatl
self-mutilation, fragmented memories, and amnesia generally do not respon
to any of these medications. i
The Prozac study that I discussed in chapter 2 was the first to discov
that traumatized civilians tend to respond much better to medicatio!
than do combat veterans.® Since then other studies have found similar
crepancies. In this light it is worrisome that the Department of Defense an
the VA prescribe enormous quantities of medications to combat soldiers
returning veterans, often without providing other forms of therapy. Betw
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2001 and 2011 the VA spent about $1.5 billion on Seroquel and Risperdal
while Defense spent about $90 million during the same period, even Woc :.
a research paper published in 2001 showed that Risperdal was Lo more mmmmol
tive than a placebo in treating PTSD.* Similarly, between 2001 and 2012 the
<>mwmb%,\w.w3::0:m:QUmmm:mmmﬁm:%mE.H milliononbenzodiazepines®—
w:uwmwmwmo:m ﬁrmm Mwiomm:m generally avoid prescribing to civilians with
ecause of their addicti i igni
oo o DS ooy iction potential and lack of significant effective-

THE ROAD OF RECOVERY IS THE ROAD OF LIFE

In the first chapter of this book I introduced you to a patient named Bill
Sﬂwa I met over thirty years ago at the VA. Bill became one of my longtime
MM H::M HMM”MMMM:Q our relationship is also the story of my evolution of
Bill had served as a medic in Vietnam in 1967-71, and after he returned

he tried to use the skills he had learned in the army by working on a burn z:.m
in a local hospital. Nursing kept him frazzled, explosive, and on edge, but r~

r.mm no idea that these problems had anything to do with what he :mm ex M
rienced in Vietnam. After all, the PTSD diagnosis did not yet exist, and :Mumr
JzoﬂE:m-Qmmm guys in Boston didn’t consult shrinks. His Emzmwmnmm and
insomnia subsided a bit after he left nursing and enrolled in a seminary to
NMMMMM a minister. He did not seek help until after his first son was born

The baby’s crying triggered unrelenting flashbacks, in which he saw,

heard, and smelled burned and mutilated children in Vietnam. He was so out
of control that some of my colleagues at the VA wanted to put him in the
hospital to treat what they thought was a psychosis. However, as he ahd I
started to work together and he began to feel safe with me, rm graduall

~opened up about what he had witnessed in Vietnam, and he slowly started nM

olerate his feelings without becoming overwhelmed. This helped him to

refocus on taking care of his family and on finishing his training as a minis-
ter. After two years he was a pastor with his own parish, and we felt that our
work was done.

I had no further contact with Bill until he called me up eighteen years

-to the day after I first met him. He was experiencing exactly the same
symptoms—flashbacks, terrible nightmares, feelings that he was goin

Qmﬁ\lﬁrmﬁ he’d had right after his baby was born. That son had just Emn:mm
eighteen, and Bill had accompanied him to register for the draft—at the same
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armory from which Bill himself had been shipped off to Vietnam. By then 1
knew much more about treating traumatic stress, and Billand1 dealt with the
specific memories of what he had seen, heard, and smelled back in Vietnam,
details that he had been too scared to recall when we first met. We could now
integrate these memories with EMDR, so that they became stories of what
happened long 380 instead of instant transports into the hell of Vietnam.
Once he felt more settled, he wanted to deal with his childhood: his brutal
upbringing and his guilt about having left behind his younger schizophrenic

brother when he enlisted for Vietnarm, c:@moﬁmnﬁmm against their father’s vio-

lent outbursts.
Another important theme of our time together was the day-to-day pain

Bill confronted asa minister—having to bury adolescents Killed in car crashes
only a few years after he'd baptized them OF having couples he'd married
come back in crisis OVer domestic violence. Bill went on to organize a support
group for fellow clergy faced with similar traumas, and he became an import-

ant force in his community.
Bill’s third treatment started five years later, when he developed a serious

neurological illness at g€ fifty-three. He had suddenly started to experience
episodic paralysisin several parts of his body, and he was beginning to accept
that he would probably spend the rest of hislifeina wheelchair. 1 thought his
problems might be due to multiple sclerosis, but his neurologists could not
find specific lesions, and they said there wasno cure for his condition. He told
me how grateful he was for his wife’s support. She already had arranged to
have a wheelchair ramp built to the kitchen entrance to their house.
Given his grim prognosis, I urged Bill to find a way to fully feel and
befriend the distressing feelings in his body, just as he had learned to tolerat:
and live with his most painful memories of the war. I suggested that he con-
_ sult a body worker who had introduced me to Feldenkrais, 2 gentle, hands-on
approach to rearranging physical sensations and muscle movements. When
Bill came back to report on how he was doing, he expressed delight with his
increased sense of control. 1 mentioned that 1'd recently started to do yoga
myselfand that we had just opened up a yoga program at the Trauma Cent
1 invited him to explore that as his next step-
Bill found a local Bikram yoga class, a hot and intense practice usuall
reserved for young and energetic people. Rill loved it, even though parts 0
his body occasionally gave way in class. Despite his physical disability, I
gained a sense of bodily pleasure and mastery that he had never felt before.
Bill's vmﬁro_om.E& treatment had helped him put the horrendous exper
ence of Vietnam in the past. Now befriending his body was keeping him fro
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organizing his life around the loss of physical control. He decided to become

certi .
Hmnﬁ %mma as a yoga instructor, and he began teaching yoga at his local armor
o Mm. veterans who were returning from Iraq and Afghanistan ’
i oday, Mb years later, Bill continues to be fully engaged in life—with his
ildren and grandchildren, throu i i o
, gh his work with vete in hi
church. He copes with his ical limi o e
physical limitations as an i i
O o clsses inconvenience. To date
to more than 1,300 returni
still regularly suffers from th _ o rehin
e sudden weakness in his limb i
. : : . s that requires him
o sit or lie down. But, like his memories of childhood and Vietnam these

episodes do not dominate his existe
nce. The i i
T ooy of b e y are simply part of the ongoing,




