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174 STAGEsS OoF RECOVERY

to demonstrate that she is in fact capable of taking good care of herself CHAPTER 9
and that the therapist is being overly cautious. If, on the contrary, the A -
therapist minimizes the danger, the patient may be forced to demonstrate
her lack of safety in a dramatic way. , : .

To counter the compelling fantasy of a fast, cathartic cure, the therapist
may compare the frecovety process to running a marathon. Sutvivors
immediately grasp' the complexities of this image. They recognize that
recovety, like 2 marathon, is a test of endurance, requiring long ptepata-
tion and repetitive. practice. The metaphor of a marathon captures the
strong behavioral focus on conditioning the body, as well as the psycho-
logical dimensions of determination and courage. While the image may
lacka strong social dimension, it captures the survivor’s initial feeling of
isolation. It also offers an image of the therapist’s role as a trainer and
coach. While the therapist’s technical expertise, judgment, and moral
support ate vital to the enterprise, in the end it is the ‘survivor who
determines her trecovery through her own actions. :

Patients often wonder how to judge their readiness to move on to the
" next stage of the work. No single, dramatic event marks the completion of
the first stage. The transition is gradual, occurring in fits and starts. Little by
little, the traumatized person regains some rudimentary sense of safety, ot
atleast predictability, in her life. She finds, once again, that she can counton
herself and on others. Though she may be far more wary and less trusting
than she was before the trauma, and though she may still avoid intimacy, she
no longer feels'completely vulnerable or isolated. She has some confidence
in her ability to protect herself; she knows how to control her most
distutbing symptoms, aid she knows whom she can rely on for support.
The susvivor of chronic trauma begins to believe not only that she can take

‘Remembrance and ‘Mourning

M THE m.mOOZU STAGE OF RECOVERY, the survivor tells

.._n_ € stoty .Om the trauma. She tells it completely, in depth and. in
Bnnmn. This work of reconstruction actually transforms the Qm,.c-

. atic memory, so that it can be integrated int ivor’s li
story. Janet described normal memoty as o e rons e

“the action of tellin »
Tranmasi , o of telling a story.
Tr ;Bnﬁn memoty, rw contrast, is wordless and static. The mEd?MMw
initial account of the event may

be repetitious
stereotyped, and i
oy at o 2 typed, and emotion-
»mmm ﬁmubn observer describes the trauma stoty in its untransformed state
e ?? ,
a “prenatrative.” It does not develop or progtess in time,.and it does
.

not ré , , i i

Hrmnn aﬂ.\d&mgo .mnano__mmm feelings or interpretation of events.! Another
: apist Wmnnvmm traumatic memory as a series of still snapshots or a
slent movie; the role of therapy is to provide the music and

le; the ¢ words.?
The basic principle of empowerment continues to apply

good cate of herself but that she deserves no less. In her relationships with  second stage of : duting the
others, she has learned to be both appropriately trusting and self-protective. cests with nmr fecovery. The choice to confront the hotrors of the w»m"‘
In her relationship with the therapist, she has arrived at a reasonably secure nwhose ?mmMMMMM.MH cﬁnﬂn therapist plays the role of 2 witness and ally,
alli: h th ‘onnection. A ) -sutvivor can speak of A ’
Homﬂwm mﬁomwmmwnunmmnw»ﬂ MMMMOMMN MM MM_HMDMMMMW the survivor ma truction of trauma places great mnﬁwnmm Mbnww SR o
wish to m the ; rien % ut of: BMQ for 2 while and get on with EM and therapist. It requires that both. be clear i nmﬁ.vﬁmmn of both patient
life. A %cw ¢ Q%.o Ma% doi F M wm“ .MA» wmn anwﬁ sitte ‘ in their alliance. Freud provides an eloquent M.n mdn m.cnmoma and mwnE..o
e. she may succee oing so for a time. Nowhere is it w pptoach to uncovering ,W. q escription of the patient’s
that the recovery process must follow a linear, uninterrupted sequenc g work in psychotherapy: “[The patient] must find

i . ) .
EM courage to direct his attention to the phenomena of his illness. His
ess must no. longet seem to him contemptib .

le, but mast becor
enemy -worthy-of his mettle, a : s sold

> and out of which things of value for his future

The way is thus
. paved ... for a reconciliation wi
€ repressed matetial which is coming to exp: _ .

But traumatic events ultimately refuse to be put away. At some point th
memory of the trauma is bound to return, demanding attention: Ofte
the precipitant is a significant reminder of the trauma-—an annivetsaty
for instance—or.a change in the survivor’s life circumstances that brinj
her back to the unfinished work of integrating the traumatic expedenc

‘She is then ready to embark upon the second stage of recovery. reson i bis symptoms
b
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while at the same time place is found for a certain tolerance for the state
R,
Om.\NMﬂMMMrn&aSH summons her memories, the need to wS.%MS mw_.mnMM
must be balanced constantly against the nm.nm to face the wwmﬁ_u e wn” Mg ¢
and therapist together must learn to negotiate m.mw,.».n passage nMMnn on the
twin dangers of constriction and intrusion. ><o&5m the Q»SED i
oties leads to stagnation in the recovery process, ér__w wwwnwmmw ! %mﬁsm
too precipitately leads to a mn&&mmmu &.& damaging _...arﬁbm osnnmoa »nm
Decisions regarding pacing and timing b.onm meticulous a rention and
frequent review by patient and therapist in non.nnn. .Hwnno _mw:nnm for
honest disagreement between patient and therapist on t Mnt . “ao_%
differences of opinion should be aited freely and resolved before ‘
econstruction proceeds. . «
o»..mfn patient’s mnnwsm?n wwawnoaw_w_mﬂﬁ _uwm Boﬂmﬂﬂﬂ%ﬂﬂﬂmﬁ% MTMM.
coveting work remains within the realm . .
Mwumuwmvam éowman dramatically duting active nxw_nnwno%_ of ﬁMMm WMMM.N
this should be a signal to slow down and RHnMOMM&MM» Mowovﬂ ol the
tient should also expect that s
MMMM.NW Mwwwwﬁmwmmm level of her »_UEQN or even at Wnnwswc& HMMMM
duting this time. Reconstructing the trauma is maﬁcozm wor. m. t MMM oires
some m_»nroarm of ordinary life mnamn.am, some “tolerance mop. the stae
of being ill.” Most often the uncovering /.aoH_m can .?MMS%QM hin the
ordinaty social framework of the patient’s E.w. Onnm&on Mﬂ nm maads
of the therapeutic work may tequire a protective setting, Mcn Mm Mﬁ oned
hospital stay. Active uncovering work mro.c.E not be undert nM tmes
when immediate life crises claim the patient’s attention or when

important goals take priority.

RECONSTRUCTING THE STORY

. .
Reconstructing of the trauma story begins with a review of the wnhummwn am_
life before the trauma and the nwnncBmSa.nmw that led up nov the M\dbimno
Danieli speaks of the importance of anEBH.bm mw@ .w»nnﬁ s eatlier mon_m..w
in order to “re-create the flow” of the patient’s life and nmmSnM wﬁ i
of continuity with the past.* The w»nn.nn should be nnnocn»mmw ) Mﬁd :
about her impottant n&mmonmﬁmww her ideals and .mnn»Bm. and he 1&%
gles and conflicts prior to the traumatic event. This wxm;onunoa pro m.n
a context within which the particular meaning of the trauma can

understood.
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The next step is to reconstruct the traumatic event as a recitation of
fact. Out of the fragmented components of frozen imagery and sensation,
patient and therapist slowly reassemble an organized, detailed, verbal
account, oriented in time and historical context. ‘The narrative includes
not only the event itself but also the survivor’s response to it and the
tesponses of the important people in her life. As the narrative closes in
on the most unbearable moments, the patient finds it more and mote
difficult to use words, At times the patient may spontaneously switch to
nonvetbal methods of communication, such as drawing or painting.
Given the “iconic,” visual nature of traumatic memoties, creating pictures
may represent the most effective initial approach to these “indelible
images.” The completed narrative must include a full and vivid descrip-
tion of the traumatic imagery. Jessica Wolfe describes her approach to the
trauma natrative with combat veterans: “We have them reel it off in great
detail, as though they were watching a movie, and with all the senses
included. We ask them what they are seeing, what they are hearing, what
they ‘are smelling, what they are feeling, and what they are thinking,”
Terence Keane stresses the impottance of bodily sensations in recon-
structing a complete memory: “If you don’t ask specifically about the
smells, the heart tacing, the muscle tension, the weakness in their legs,
they will avoid going through that because it’s so aversive,”s

A narrative that does not include the traumatic imagery and bodily
sensations is barren and incomplete.¢ 'The ultimate goal, however, is to
put the story, including its imagery, into words. The patient’s first at-
tempts to develop a natrative language may be partially dissociated, She
may write down her story in an altered state of consciousness and then
disavow it. She may throw it away, hide it, or fotget she has written jt. Or
she miay give it to the therapist, with a request that it be read outside the
therapy session. The therapist should beware of developing a sequestered
“back channel” of communication, reminding the patient that their mu-
tual goal is to bring the story into the room, where it can be spoken and

heard. Written communications should be read together.

The recitation of facts without the accompanying emotions is a sterile

exercise, without therapeutic effect. As Breuer and Freud noted a century
ago, “recollection without affect almost invariably produces no result,””
At each point in the natrative, therefore, the patient must teconstruct not
only what happened but also what she fel. The description of emotional
 States must be as painstakingly detailed as the description of facts. As the
patient explores her feelings, she may become either agitated or with-
_drawn. She is not simply describing what she felt in the past but is reliving
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those feelings in the present. The therapist must help the patient move
back and forth in time, from her protected anchorage in the present to
immession in the past, so that she can simultaneously reexperience.the
feelings in all their intensity while holding on to the sense of safe connec-
tion that was destroyed in the traumatic moment.®
Reconstructing the trauma story also includes a systematic review of
the meaning of the event, both to the patient and to the important people
in'her life. The traumatic event challenges an otdinary person to become
a theologian, a philosophet, and a jutist. The susvivor is called upon to
articulate the values and-beliefs that she once held and that the trauma
destroyed. She stands mute. before the emptiness of evil, feeling the
insufficiency of any known system.of explanation. Survivors of atrocity
of evety age and-every culture come to a point in their testimony where
all questions are reduced to one, spoken more in bewilderment than in
outrage: Why? The answet is beyond human undetstanding.
Beyond this unfathomable question, the sutvivor confronts another,
equally incomprehensible question: Why me? The arbitrary, random qual-
ity of her fate defies the basic human faith in a just or even predictable
wotld order. In order to develop a full understanding of the trauma story,
the survivor must examine the moral questions of guilt and responsibility
and reconstruct a system of belief that makes sense of her undeserved
suffering. Finally, the survivor cannot reconstruct a sense of meaning by
the exetcise of thought alone. The remedy for injustice also requires
action. The survivot. must decide what is to be done. :
As the survivor attempts to resolve these questions, she often comes
into conflict with important people in her life. There is a rupture in her
sense of belonging within a shared system of belief. Thus she faces a
double task: not only must she rebuild her own. “shattered assumptions”
about meaning, order, and justice in the world but she must also find a
way to resolve her differences with those whose beliefs she can no longer ,
shate.® Not orly must she restote her own sense of worth but she must
also be prepared to sustain it in the face of the critical judgments of

others. S o
The moral stance of the therapist is therefore of enormous importance,

It is not enough for the therapist to be “neutral” or “nonjudgmental.” The
patient challenges the therapist to share her own struggles with these
immense philosophical questions. The therapist’s role is not to provide
teady-made answers, which would be impossible in any case, but rather
to affirm a position of moral solidarity with the sutvivor.

Throughout the exploration of the trauma stoty, the therapist:is called

 uncettainty,
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Mﬂon nmo ?H.ZE@ a context that is at once cognitive, emotional and moral
¢ therapist normalizes the patient’s res  facil : !
, ponses, facilitates naming.
Mﬁ use of .F:m:»mn“ wnm shates the emotional burden of the RncB»m MMM
2 MMn MMMWMH...W mmu nowwgnmsm a new interpretation of the Rmﬁrwmn
at aftirms the dignity and value of th i
what advge they . - the sutvivor. When asked
give to therapists, sutrvivors m i
the importance of the therapist’s validatin. A
: pist’s validating role. An incest survi
ance ¢ . 3 Vivor coun-
MMN. n”nwmﬂma. “Keep encouraging people to talk even if it’s vety painful
o h %n ! MB. It SMMm a long time to believe. The more I talk about it,
- hore 1 have contidence that it happened, the m int w
. : N ore I can integrate it.
M”on.um.ﬂmun no»mmcn»wno Is vety impottant—anything that keeps BMH fr
eeling I was one isolated terrible little gir 10 o
nmm\w,nmn nrM nwnwm%mn listens, she must constantly remind herself to B»_.mn no
umptions about either the facts or the meaning of the
: . ng of the trauma to th
patient. If she fails to ask detailed questi i rimposing her
£ st , : questions, she risks supetimposing ]
own feelings and her own intert i o th e oo St
n fee Tpretation onto the patient’s story. Wh
seems like a.minor détail to the therap; | important
ot , erapist may be the most im
aspect.of the story to the patient, Con , , e that
the st at, Conversely, an aspect of th
the therapist finds intolerable m w pcance 10 the psers
>t able may be of lesser significance to the patj
.. : nds ! . atlent,
Mﬂﬂ@hnm .nWaﬁﬂn &mnn.aw»bn points of view can enhance the Bn.ﬂc&vcbmwn
ding.of the trauma story. The case of Stephanj . i
college freshman who was . ity gy, aster o
-5t HeShman who was gang-raped at a fratetnity party, illustrai
importance of clarifying each detail of the stoty: 7 P, fstates the

MQMM_,_ meﬁmwww% ﬁ_w mm ma.q, her therapist was hotrified by the sheer
i €, which had gone on for over two hg ie
howerer. the P v © houts. To Stephanie
vever, part of the ordeal had occurred after th as
over, when the rapists pressured her to s i b “bese e s o
> . ay that it was the “best sex
had. ..ZcBE% »«E automatically, she had obeyed. She Enn.mMMx mﬂn med
and disgusted with herself, . hamed
The therapist named this 2 mi . Sh |
, ‘ . S 2 mind rape. She explained th i
“MMMaMﬁnW hnnmo_, "ﬂ:m asked whether mﬁ@ﬁu&m,w»mﬂmg »é»nM %:“MMMM
{a. Stephanie then temembered more of th i
st e thet embe © of the story: the rapists had
Y “just might have to give it to her again” if she did nc
say that she was “completely sati 2 Wi i onal it
| y satisfied:” With this additional informati
she came to understand her compliance as a mR»HWw.&mn w»mnmnomnmmm
mn_.m_.pv»mnsgr A

escape rather than simply as a form of

Both patient and therapist must develop tolerance for moB.n. degree of

even regarding the basic facts of the story. In the course of

Ieconstructi : ) issi
‘ iction, the story ‘may change. as missing pieces are tecovered
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Because the truth is so difficult to face, sutvivors often vacillate in
reconstructing their stoties. Denial of reality makes them feel crazy, but
acceptance of the full reality seems beyond what any human v&bm“ can
bear. The sutvivor’s ambivalence about truth-telling is also reflected in
conflicting therapeutic approaches to the trauma story. Janet sometimes
wnnﬁwﬂnm in his work with hysterical patients to erase traumatic memo-
ties or even to alter their content with the aid of hypnosis.!! Similarly, the
n&.@. “abteactive” treatment of combat veterans attempted ommanmnw_. to
get .nm of traumatic menioties. This image of catharsis, ot exorcism, is M_mo
an 5.%:&.“ fantasy in many traumatized people who seek Ro»gmnﬁ

Itis cb&o.nmn»bmw_&n for both patient and therapist to wish for a magic
transformation, a pusging of the evil of the trauma,i? Psychotherapy,
however, does not get rid of the trauma. The goal of recounting nrm
_”.nncam stoty is integration, not exorcism. In the process of reconstruc-
tion, the trauma story does undergo a transformation, but only in the
sense of becoming more present and more real, The fundamental premise
M.M M..nﬂ nmwm.wo&on»vncnn wotk is a belief in the 8%0396 powet of

In the telling, the trauma story becomes a testimony. Inger Agger and
m.OHg Jensen, in their wotk with refugee survivors of political persecu-
tion, note the universality of testimony as a titual of healing. Testimony’
has ﬁ.yonr a ptivate dimension, which is confessional and spiritual, and M
mﬁvrn aspect, which is political and judicial. The use of the word NM&QQQ
rnw.m ._uomu meanings, giving a new and larger dimension to the patient’s
individual experience.!® Richard Mollica describes: the transformed
trauma story as simply a “new story,” which is “no longer »wo.ﬁ shame
and humiliation” but rather “about dignity and virtue.” Through their
storytelling, his refugee patients “regain the world they have lost.”4

This is particulatly true in situations where the patient has expetienced
significant gaps in memory. Thus, both patient and therapist must accept
the fact that they do not have complete knowledge, and they must learn
. to live with ambiguity while exploting at a tolerable pace. .

In order to resolve her own doubts or conflicting feelings, the patient
may sometimes try to reach premature closure on the facts of the story.
She may insist that the therapist validate a partial and incomplete version
of events without further exploration, or she may push for more aggres-
sive pursuit of additional memoties before she has dealt with the emo-
tional impact of the facts already known. The case of Paul, 2 23-year-old
man with a history of childhood abuse, illustrates one therapist’s response
to a patient’s premature demand for certainty:

After gradually disclosing his involvement in a pedophilic sex ring, Paul
suddenly announced that he had fabricated the entire story. He threatened
to quit therapy immediately unless the therapist professed to believe that
he had been lying all along. Up until this moment, of course, he had wanted
the therapist to believe he was telling the truth. The therapist admitted that
she was puzzled by this turn of events. She added: “I wasn’t there when
you were a child, so I can’t pretend to know what happened. I do know
that it is important to understand your story fully, and we don’t understand
it yet. I think we should keep an open mind until we do.” Paul grudgingly
accepted this premise. In the course of the next year of therapy, it became
clear that his recantation was a last-ditch attempt to maintain his loyalty to

his abusers.

Therapists, too, sometimes fall prey to the desire for certainty. Zealous
conviction can all too easily replace an open, inquiring attitude. In the
past, this desire for certainty genetally led therapists to discount or mini-
mize their patients’ traumatic experiences. Though this may still be the
therapist’s most frequent type of etror, the recent rediscovery of psycho-
logical trauma has led to errors of the opposite kind. Therapists have been
known to tell patients, metely on the basis of a suggestive history of
“symptom profile,” that they definitely have had a traumatic expetience.
Some therapists even seem to specialize in “diagnosing” a particular type
of traumatic event, such as ritual abuse. Any expression of doubt can be
dismissed as “denial.” In some cases patients with only vague, nonspecific
symptoms have been informed after a single consultation that they have.
undoubtedly been the victims of a Satanic cult. The therapist has t
remember that she is not a fact-finder and that the reconstruction of the
trauma story is not a ctiminal investigation. Her role is to be an open
minded, compassionate witness, not a detective.

TRANSFORMING TRAUMATIC MEMORY

, q.rnnm.wncmn techniques for transforming the trauma story.have devel-
oped Smnw.anmnn%.mg many different populations of traumatized peo-
, w_n. .Hx.<o highly evolved techniques are the use of “direct exposute” ot
. “flooding” in the treatment of combat veterans and the use of formalized
“testimony” in the treatment of survivors of torture.

.ﬁpn.moo&nm technique is part of an intensive program, developed
e.&:: the Veterans’ Administration, for Rn».mbm post-traumatic stress
disorder. It is a behavioral therapy designed to overcome the terror of the
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traumatic event by exposing the patient to a controlled reliving .experi-
ence. In preparation for the flooding sessions, the patient is taught how
to manage anxiety by using relaxation techniques’ and by visualizing
soothing imagery. The patient and. therapist then carefully prepare a
written “script,” desctibing: the ‘traumatic event in detail. This script
includes the four elements of context, fact, emotion, and meaning. If
there were several traumatic events, a separate script is developed for each
one. When the scripts are completed, the patient chooses the sequence
for their presentation in the flooding sessions themselves, progressing
from the easiest to the most difficult. In a flooding session; the patient
narrates a script aloud to the therapist, in the present tense, while the
therapist encourages him to express his feelings as fully as possible. This
treatment is repeated weekly for an average of twelve to fourteen ses-
sions. The majority of patients undergo treatment as outpatients, but
some require hospitalization because of the severity of their symptoms
during treatment.'® . L B S
This technique shares many- features with the testimony method for
treating survivors of political torture. The testimony method was first
reported by two Chilean psychologists, who published. their findings
under pseudonyms in order to protect their own security: The central
project of the treatment is to ctreate 2 detailed, extensive record of the
vsmnnmm_ traumatic- experiences. First, therapy sessions are recorded and

a verbatim transcript of the patient’s narrative is prepared. The patient
and therapist then revise the document together. During revision, the
patient is able to assemble the fragmented recollections into a coherent
testimony. . “Paradoxically,” the psychologists observe, “the testmony:is
the very confession that had been sought by the torturers . ... but through
testimony, confession becomes denunciation rather than betrayal.”¢ In
Denmark, Agger and Jenisen further refined this technique. In their
method, the final written testimony is read aloud, and the therapy is
concluded with a formal “delivery ritual,” duting which the document is
signed by the patient as plaintiff and by the therapist as witness. An
average of 12-20 weekly sessions is needed to complete a testiiony.!”

- The social and political components of the testimony method of treat:

ment are far more explicit and developed than in the more natrowl
behavioral flooding. This should not be surprising, since the testimon
method developed within organizations committed to human tights ac
tivism, whereas the flooding method developed within an institution o

the United States government. What is susprising is the degree of congru

ence in these techniques: Both models requite an active collaboration

While intrusive and hyp
floodi ictive sy

I mmmv the oowmnnnnﬁ symptoms of numbing and social withdrawal do
; ange, and marital, social, and

. , wortk . problems do not n i
o chaoer, . ecessaril
imp _o<.o By nmma_m“ reconstructing the trauma does not address the moauw
ot relational dimension of the traumatic exp :
of the recovery. process, but'it is not sufficient. -
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m»nawe H@Eﬂ»@g to construct a fully detailed, written trauma narra
< ) - - . ’3 )
& €. Both treat this narrative with formality and solemnity. And both use

.n .m.ﬁdnano, of the narrative to foster an intens
within the context of a safe relationship.

The Enwﬂ%ncnn effects are also. similar. Reporting on 39 treatment
case i i
- mvﬁ e O.EﬁMmb psychologists noted substantial relief of post-traumatic

ptoms in the great majority of survivors
: urvivors of torture or k i
R , . i ot mock execution.
i M,Mnron M\»m Mwnemnms effective for the aftereffects of terror, It did
et much solace to patients, su i ;

t of such as the relative issi
8 . : R atives of missing . or
m&mmw.voﬁnm persons, who were suffering from unresolved grief vsw A
Irom post-traumatic stress disorder.18 - bon

The o i
o ohe zﬁnoﬂm of the flooding treatment with combat veterans gives
o M»Mn_.,n”ﬁ&abno for the effectiveness of this technique. Patients who

eted the -treatment reported dramati tons in
1 d amatic reductions in the intrusi

oon e intrusive
and %M.vnnmnomm& symptoms of post-traumatic stress disorder. They suf-
roed. ewer E.mrnu»mnm and flashbacks, and they expetienced a general
nww vement In anxiety, depression, concentration problems, and psy.

. > )
moowﬂwamnn m%BHunOBm.. -Moreovet, six months after completing the
fooc DMW W.omnsgn patients reported lasting improvement in their intru

Ve an , ‘
yperarousal symptoms. The effects of the flooding treatment

e reliving experience

MM.MM mwn.nmmn momH each traumatic event. Desensitizing one memoty did not
over to others; each had to be ap : .

. proached separately, and all
to be addressed in order to achieve the fullest relief of mwwbwnoam.zgm

It appears, then, that the “action of telling a story” in the safety of a.

Ho : y . - .
_um annna.m telationship can actually produce a change in the abnormal
processing of the traumatic memory. With this transformation of mem
o . . ’ i
ty comes relief of many of the major symptoms of post-traumatic stress

; 3 . , . . . B .
ese ntensive thetapeutic techniques, however, have limitations
erarousal symptoms appear to improve after

erience. It is a necessary part

Unless the relational aspect of the trauma is also addressed, even ‘m.gn

rwwﬁm goal of relieving Eaamw.\o Symptoms may remain out of reach, The
M an. MS% be reluctant to give up symptoms such as ernB»nom or
Hashbacks, because they have acquited important meaning, The symp
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toms may be a symbolic means of keeping faith with a womﬁ.wmnmon. a
substitute for mourning, or an exptession of unresolved guilt. Hn.mﬁ
absence of a socially meaningful form of testimony, many traumatized
people choose to keep their symptoms. In the words of the war poet
Wilfred Owen: “I confess I bring on what few war dreams I now have,
entirely by willingly considering war of an evening. I have my duty to
perform towards Wat.”?! ' .
Piecing together the trauma story becomes a more complicated project
with survivors of prolonged, repeated abuse. Techniques that are effective
for approaching circumscribed traumatic events may not be m@m@ﬁmﬁ for
chronic abuse, particulatly for survivors who have major gaps in memory.
The time required to reconstruct a complete story is usually far longer
than 12-20 sessions. The patient may be tempted to resort to .u.= sorts of
powetful treatments, both conventional and cnooa‘wnmonpr in onw@n to
hasten the process. Large-group marathons or vawow: :m»nw.»mw pro-
grams frequently attract survivors with the unrealistic promise 9&.»
“blitz” apptoach will effect a cure. Programs m.ﬁ.\n promote the rapid
uncovering of traumatic memories without m.nowu&nm an mmomﬂ.uuna con-
text for integration are therapeutically irresponsible and woﬁnn»:.% dan-
gerous, for they leave the patient without the resources to cope with the
moties uncovered.
Bmwnmwﬁnm through the batriers of amnesia is not in mmnn the difficult
part of reconstruction, for any number of nonwﬁﬁsam. will usually work.
The hard part of this task is to come face-to-face with the womnnwnm on
the other side of the amnesiac battier and to integrate these expetiences
into a fully developed life narrative. This slow, m»wzm"»_mb.mv often frus-
trating process resembles putting together a &m._n&m picture puzzle.
First the outlines are assembled, and then each new piece of Smwnb».
tion has to be examined from many different angles to see wﬁ.éq it fits
into the whole. A hundred years ago Freud used this same image NM ‘
solving a puzzle to describe the uncovering of early sexual trauma.
The reward for patience is the occasional breakthrough moment é.wg a
number of pieces suddenly fall into place and a new part of the picture
becomes clear. o
The simplest technique for the recovery of new memories is ﬁrw nmnnm.p_ |
exploration of memoties the patient already w»m” Most Om. the time this ;
plain, workaday approach is sufficient. As the patient experiences the full
emotional impact of facts she already knows, new recollections :.mﬁp__w
emerge spontaneously, as in the case of Denise, a 32-year-old incest
survivor:
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Denise entered treatment tormented by doubt about whether she had been
abused by her father. She had a strong “body feeling” that this was the case
but claimed to have no clear memories. She thought hypnosis would be
needed to recover memories. The therapist asked Denise to describe-her
current relationship with her father, In fact, Denise was dreading an
upcoming family gathering, because she knew her father would get boister-
ously drunk, subject evetyone at the party to lewd remarks, ‘and fondle all

nrnéoann.mrnmn_;sono&m :9.851&?mEnnEnm»BEoo:mEQ&
her father’s behavior amusing and innocuous. :

At first Denise belittled the importance of this current information, She
was looking for something much more dramatic, something that her family
would take seriously. The therapist asked Denise what she felt when her
father fondled her in public. Denise described feeling disgusted, humili-
ated, and helpless. This reminded her of the “body. feeling” she had
reported at the start of therapy. As she explored her feelings in the present,
she began to recall many instances in childhood when she had sought
protection from her father, only to have her complaints ridiculed and

dismissed. Eventually she recovered memories of her father

entering her
bed at night.

The patient’s present, daily expetience is usually rich in clues to dis-
sociated past memoties. The observance of holidays and special occasions
often affords an entry into past associations. In addition to following the
ordinary clues of daily life, the patient may explore the past by viewing
photographs, constructing a family tree, or visiting the site of childhood
expetiences. Post-traumatic symptoms such as flashbacks or nightmares
are also valuable access routes to memory, Sharon Simone describes how
a flashback triggered by sexual intercoutse offered a clue to her forgotten
childhood history of incest: “I was having sex with my husband, and T had
come to 2 place in the middle of it where I felt like I was three yeats old.
I'was very sad, and he was doing the sex, and I remember looking atound
the room and thinking, ‘Emily” (who’s my therapist), “please come and
get me out from under this man.’ I knew ‘this man’ wasn’t my husband,

but I didn’t yet say ‘Dad.’ 723

In the majority of cases, an adequate narrative can be constructed

without resort to formal induction of altered states of consciousness.
Occasionally, however, major amnesiac gaps in the stoty remain even
after careful and painstaking exploration. At these times, the judicious use
of powerful techniques such as hypnotherapy is warranted. The resolu-
tion of traumatic. memories through hypnosis, however, requires a high
degree of skill.2* Each ventute into uncovering work must be preceded
_ by careful preparation and followed by an adequate period for integration.
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The patient learns to use trance for soothing and relaxation first, moving
on to uncovering work only after much anticipation, planning, and prac-
tice. Shirley Moore, a psychiatric nurse and hypnotherapist, describes her
approach to hypnotic uncovering wotk with traumatized people:

We might use an age regression technique like holding a ribbon-ora rope
that goes to the past. For some survivors you can’t use topes. There ate
a lot of standard techniques that you have to change the language for:
Another technique that wotks well for a lot.of people is imagining they ate -
watching a portable TV. When we use this, they become accustomed to
having a “safe” channel, and that’s always where we tufie in first. The
working channel is 2 VCR channel. It has 2 tape that covers the traumatic
expetience, and we can use it in slow-motion, we can fast-forward it, we -
can reverse'it. They also know how to use the volume control to modulate
the intensity of their feelings. Some people like to just dream. They’ll be
in their protected place and have a dréam about the trauma. These are all
hypnotic projective techniques. o

Then I will suggest that the tape or the dream is going to tell us
something about the traumna. I will count and then they will begin to report
to me. I watch very closely for changes in facial expression, body fhove-

"ments. If a memoty is going to come up, it comes at this time. We work
with whatever comes up. Sometimes when it’s an image of a very young
child being abused, I will check whether it’s-all right to continue. People
in trance can be cleatly aware that they are split: there is the observing adult
part and the experiencing child part. It’s intense, no question about it, but
the idea is to keep it beatable.

People come out of trance with 2 lot of affect but also with some
distance. A lot of the affect is sadness, and feeling appalled and stunned by
the brutality. On coming out of trance they frequently will begin to ‘make
connections for themselves. There are suggestions to help them do that:
they will remember only what they are ready to remember, they will have
thoughts, images, feelings, and dreams that will help them undetstand it
bétter ovet time, they will be able to talk about it in therapy. It’s pretty
incredible whén you're sitting with it: There are those moments of having
to reassute yourself that this really is helpful. But people do feel better after
they've retrieved the memory.*® E :

In addition to hypnosis, many other techniques can be used to produce
an altered state of consciousness in which dissociated traumatic memories
are mote readily accessible: These range from social methods, such as
intensive group thetapy or psychodrama, to biological methods, such as
the use of sodium amytal. In skilled hands, any of these methods can be
effective. Whatever the technique, the same basic rules apply: the locus of
control remains with the patient, and the timing, pacing, and design of the
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.mom,&oa must be carefully planned so that the uncovering technique is

Snnmn.»nnm into the architecture of the psychothetapy.

: H..Em n.»nmms_ structuting applies even to the design of the uncovering
session itself. Richard Kluft, who wotks with patients with multiple
wawmonwmq disotder, expresses this principle as the “rule of thirds :va
“ ty wor. " is to be done, it should -begin within the first third Om. the
session; otherwise it should be postponed. Intense exploration is done in
the second third of the session, while the last third is set aside to allow -
the patient to reotient and calm herself.26

For .survivors of prolonged, repeated trauma, it is not practical to -
.»mvmp.o»nr each memory as a sepatate entity. Thete are simply too man
incidents, and' often similar ‘memoties have blurred together. dmcpsz
howevet, a few distinct and particularly ananmmc_ incidents stand oﬁw
Nonowmndnmon of the trauma narrative is often based heavily upon these
paradigmatic incidents, with the understanding that one episode stands
for many. ‘ S S s

A.H.oﬁnm one incident stand for many is an effective nmn_gbwﬁ?n for creating
new understanding and'meaning. However, it probably does not work well
for physiological -desensitization.. While behavioral techniques such as
mo.o&b.m Eﬁﬁ proved to be effective for alleviating the intense reactions to
memories of single traumatic events, the same techniques are much less
effective for prolonged, repeated, traumatic expetiences. This contrast is
appatent in a patient, reported on by the psychiatrist Arieh Shalev, who
sought treatment after an automobile accident for the symptoms of LB@H

bo.m?n»cn»»mn stress disorder. She also had a histoty of repeated abuse in
ngmroo@ A standard behavioral treatment successfully tesolved her
symptomns related to the auto accident. However, the same approach did
__ﬂ_.o toalleviate the patient’s feelings about her childhood victimization, for
which prolonged psychotherapy wis requited.?’ . .
The physiological changes suffered ‘by chronically traumatized people
ate 0.@3 extensive. People who have been subjected to repeated abuse
in Q.:E.:oom may be prevented from developing normal sleep, eating, ot
endocrine cycles and may develop extensive somatic symptoms and ww-
no,n.E&.wE.D perception: It is likely, therefore, that some chronjcally
abused ‘people will continue to suffer a’ degree of physiological distur-
bance even after full reconstruction of the trauma narrative. These sutvi-
vors may need to devote separate attention to their. vgawowommn& symp-
noBm..m%&anmn.HnnOb&moEam or long-term use of medication may
sometimes be necessary. This atea of treatment is still almost nnmmoq
expetimental.? IR : A A
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" MOURNING TRAUMATIC LOSS

Trauma inevitably btrings loss. Even &Omn who atre: _cnww&obﬁw“w”#“
escape physically unscathed still lose the internal v&awo_omm.o w=m ates
of a self securely attached to others. .H.w.omo é.wo are physically parmed
Jose in addition their sense of bodily Enomn.nw. >H.& nwwmn Mb ) o
important people in their lives face 2 new .40& in their a&mnnnﬂa M&n
friends, family, or community. Traumatic *ommnm ».sm.vann e MObm»MM
sequence of generations and defy the ordinary moQ”L n@bﬂwa ons of
bereavement. The telling of the trauma story thus inevitably p wam s
the survivor into profound grief. mwnnn. so many of zpn. losses pﬂ s
ible or unrecognized, the customary rituals of moutning provide
3 29
non%mwh—.““a into mourning is at once the most necessary and the BMM“
dreaded task of this stage of recovery. Patients often fear Em.n %.5 SMW
insurmountable, that once they allow nraan?o.m to start mnnﬂ.sm“m nMM
will never stop. Danieli quotes a 74-year-old widow who mc§<M | the
Nazi Holocaust: “Even if it takes one year to moufn nu.nw ~0wMu EM e
if I live to be 107 [and moutn all members of my family], what do
of the six million?™?°
»voﬂﬁnﬁ”““m“n frequently resists mourning, not only out of mnmm Mﬁw ».—mo
out of ptide. She may consciously anm:mo. Rw grieve as a way 0». hnﬁaﬂm
victoty to the perpetrator. In this case it 1s important 8 e nw o e
patient’s mousning as an act of courage rather mw»b humiliation. %
extent that the patient is unable to grieve, she is cut off mnopwb.» pa o
herself and robbed of an important part .Om Wnn. ropr.bm. Rec »wﬁznmmnn-‘
ability to feel the full range of emotions, E&c@B.m grief, must be Eun n.m
stood as an act of resistance rather than ma_unzmﬂon to the Wn_..monp Onr .
intent. Only through moutning n<nn<m=.nm that &..6 has lost n»bEE.
patient discover her indestructible inner life. >.mc220n of mown.nn n. ,
hood abuse desctibes. how she came to feel grief for the first-time:

By the time I was fifteen I had had it. I was m.no_.nr ».Eu little Eﬁﬂw MMM
survived just fine without comfort or affection; it didn’t voﬁ.w@n Bn.— o0
could get me to cty. If my miothen threw me out, I would just Msn up %
o to sleep in a trunk in the hallway. Even s.ra._.a that woman mwﬁ nmnw !
m«»w was she going to make me cry. I .Dn<M.n cried éwmn B%%MMm MM . m”wn,
: ’d knock me down and I'd get up for more. It's 2 w |
MMM.WM“_MM. T've cried more in therapy than in my whole __Mw MrnnMnM nnnwwnnm
»m—w.oun enough to let them see me cty. Not even you, e ”w,, p)
of months. There, T've said it! That’s the statement of the year!
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Since mourning is so difficult, resistance to mourning is probably the
most common cause of stagnation in the second stage of recovery.
Resistance to mourning can take on numerous disguises. Most frequently
it appears as a fantasy of magical resolution through revenge, forgiveness,
or compensation, :

The revenge fantasy is often a mitror image of the traumatic memory,
in which the roles of perpetrator and victim are reversed. It often has the
same grotesque, frozen, and wordless quality as the traumatic memory
itself. The revenge fantasy is one form of the wish fot nwE»nﬂm., The
victim imagines that she can get rid of the terror, shame, and pain of the
trauma by retaliating against the perpetrator. The desire for revenge also
atises out of the experience of complete helplessness. In her humiliated
fury, the victim imagines that revenge is the only way to restore her own
sense of power. She may also imagine that this is the only way to force

the perpetrator to acknowledge the harm he has done her. .
Though the traumatized person imagines that revenge will bring relief,
tepetitive revenge fantasies actually inctease het torment. Violent, graphic
lno<n,nmn fantasies may be as arousing, frightening, and intrusive as images

-of the original trauma. They exacerbate the victim’s feelings of hotror and

degrade her image of herself. They make her feel like 2 monster. They are
also highly frustrating, since revenge can never change or compensate for
the harm that was done. People who actually commit acts of revenge,
such as combat veterans who commit atrocities, do not succeed in getting

1id of their post-traumatic symptoms; tather, they seem to suffer the most
severe and intractable distutbances.?

During the process of mourning, the sutvivor must come to terms with

the impossibility of getting even. As she vents her rage in safety, her
helpless futy gradually changes into 2 more powerful and satisfying form
_ of anger: righteous indignation.? This transformation allows the sutvivor
to free herself from the prison of the revenge fantasy, in which she is
alone with the petpetrator. It offers her a way to regain a sense of power
without becoming a criminal herself, Giving up the fantasy of revenge
does not mean giving up the quest for justice; on the contrary, it begins

the process of joining with others to hold the petpetrator accountable for
 his crimes. _ _

Revolted by the fantasy of revenge, some survivors attempt to bypass

their outrage altogether through a fantasy of forgiveness. This fantasy,
like its polar opposite, is an attempt at empowerment. The survivor
imagines that she can transcend her rage and erase the impact of the
trauma through a willed, defiant act of love. But it is not possible to
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exorcise the trauma, through ‘either hatred or love. Like revenge, the
fantasy of forgiveness often becomes-a cruel torture, because it remains
out of reach for most ordinary human beings. Folk wisdom recoghizes
that to forgive is divine. And even divine forgiveness, in most religious
systems, is not unconditional. Ttrue forgiveness cannot be granted until
the perpetrator has sought and earned it through confession, repentance,
and restitution. : : K :
Genuine conttition in a perpetrator is-a rate miracle. Fortunately, the
survivor does not need to wait for it. Her healing depends on the discov-
ery of restorative love in her own life; it does not requite that ‘this love
be extended to the perpetrator. Once the sutvivor has moutned the
traumatic event, she may be surprised to discover how uninteresting the
perpetrator has become to her and how little concern she feels for his
fate. She may even feel sorrow and compassion for him, but this disen-
gaged feeling is not the same as forgiveness. o
The fantasy of compensation, like the fantasies of revenge and forgive-
ness, often becomes a:formidable impediment to mourning. Patt of the
problem is the very legitimacy of the desire for compensation. Because
an injustice has been done to he, the sutvivor naturally feels entitled to
some form of compensation. The quest for fair compensation is often an
important part of recovery. However, it also presents a potential trap.
Prolonged, fruitless struggles to wrest compensation from the perpetrator
ot from others may represent a defense against facing the full reality of
~ what was lost. Mourning is-the only way to give due honor to loss; there
is no adequate compensation. o [
The fantasy of compensation is often fueled by the desire for a victory
over the petpetrator that erases the humiliation of the trauma. When the
compensation fantasy is explored in detail, it usually includes psychologi-
cal components that mean more to the patient than any material gain: The
compensation may reptesent an acknowledgment of harm, an apology, or
a public humiliation of the perpetrator. Though the fatitasy is about
empowerment, in reality the struggle for compensation ties the patient’s
fate to that of the perpetrator and holds her récovery hostage to his
whims. Paradoxically, the patient may liberate herself from the perpetra-
tor when she renounces the hope of getting any compensation ffom him.
As grieving progresses, the patient comes to envision a mote social,
general, and abstract process of restitution, which permits het to putsue
her just claims without ceding any power over her present life to. the
petpetrator. The case of Lynn, a 28-year-old incest sutvivor, illustrates
how a compensation fantasy stalled the progress of recovery:
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Lynn mmnnnnm.wmwnwonrnnwvw. with a history of numetous hospitalizations
for suicide attempts, relentless self-mutilation, and anotexia. Her symp-
toms ..mSUENnm after a connection was made between her mo_m.mn.mwann%n
.vnr»Son. and a history of abuse in childhood. After two yeats of stead
Improvement, however, she seemed to get “stuck.” She began calling _._M
sick at g.\op.w. canceling therapy appointments, ,Enrmnn.émnm from friends
and staying in bed during the day. . . - -
.mxw_op.mmon of this impasse revealed that Lynn had essentially gone “on
.mnn:no: against her father. Now that she no longer blamed herself for the
incest, she deeply resented the fact that her father had never been held
accountable. She saw her continued psychiattic disability as the one possi-
ble means of making her father pay for his crimes. She .expressed the
fantasy that if she were too disturbed to-work, her father would have to
take care of Jn&mnm eventually feel sorry for what he had done.
.H.rn therapist asked Lynn how many years she was ?owmnnm to wait for
@:m dream to come true. At this, Lynn burst into tears, She bewailed all the
time she had already lost, waiting and hoping for acknowledgment from
her father. As she grieved, she tesolved not to lose any more precious time

in a fruitless struggle and renewed her active engagemert in her own

therapy, work, and social life.

A ﬁm»ﬁ of -the compensation fantasy seeks redress not from the
petpetrator but from teal ot symbolic bystanders. The demand for com-
pensation may be placed upon society as a whole or upon one muﬂ..mOb in
mﬂ.dn&.»n. The demand may appeat to be entitely ecoriomic, such as 2
.&BE for disability, but inevitably it includes important psychological
components as well. o .

In the coutse of psychotherapy, the patient may focus her demands for
,noEwanmaonp on the therapist. She may come to resent the limits and
R.mwon&vEnnm of the therapy contract, and she may insist upon some
form of special dispensation. Underlying these demands is the fantasy
that OEM the boundless love of the therapist, ot some other magical
personage, can undo the damage of the trauma. The case of Olivia, a
36-yeat-old survivor of mm<mnm.ngmwoom abuse, reveals how a fantasy .o».
compensation took the form of a demand for physical coutact:

UE.EW psychotherapy Olivia began to uncover hortible memoties. She
| Emanna that she could not endure her feelings unless she could sit on her

FQ»?&.MF@ and be cuddled like a child. When the therapist refused, on
- .nwn m.mogwm that touching would confuse the boundaties of their €On_mnm
.nn_mﬁonmr_? Olivia became enraged. She accused the therapist of with-
onE.m the one thing that would make her well. At this impasse the
therapist suggested a consultation. ,
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The consultant affirmed Olivia’s desire for hugs and cuddling but won-
dered why she thought her therapist was a suitable person to fulfill it, rather
than a lover of friend. Olivia began to cry. She feared she was so damaged
that she could never have a mutual relationship. She felt like 2 “bottomless
pit” and feared that sooner or later she would exhaust everyone with her
insatiable demands. She did, not dare tisk physical intimacy in a peer
relationship, because she believed she was incapable of giving as well as
teceiving love. Only “reparenting” by an all-giving therapist could heal her.

The consultant suggested that therapy focus on mourning for the dam-
age that had been done to the patient’s capacity for love. As Olivia grieved
the harm that was done to het, she discovered that she was not, after all,
a “bottomless pit.” She began to recognize the many ways in which her
natural sociability had sutvived, and she began to feel more hopeful about
the possibility of intimacy in het life. She found that she could both give
and receive hugs with friends, and she no longer demanded them from her
therapist,

Unfortunately, therapists sometimes collude with their patients’ unreal-
istic fantasies of restitution. It is flattering to be invested with grandiose
healing powers and only too tempting to seek a magical cure in the laying
on of hands. Once this boundary is crossed, however, the therapist

cannot maintain 2 disinterested therapeutic stance, and it is foolhardy to .

imagine that she can. Boundary violations ultimately lead to exploitation
of the patient, even when they are initially undertaken in good faith.,

The best way the therapist can fulfill her responsibility to the patient
is by faithfully beating witness to her stoty, not by infantilizing her or
granting her special favors. Though the sutvivor is not responsible for the
injury that was done to her, she is responsible for her recovery. Paradoxi-
cally, acceptance of this apparent injustice is the beginning of empowet-
ment. The only way that the sutvivor can take full control of her recovery
is to take responsibility for it. The only way she can discover her unde-
stroyed strengths is to use them to their fullest.

Taking responsibility has an additional meaning for survivors who have
themselves harmed othets, either in the desperation of the moment or in
the slow degradation of captivity. The combat veteran who has commit-
ted atrocities may feel he no longer belongs in a civilized community. The
political ptisoner who has betrayed others under duress or the battered
woman who has failed to protect her childten may feel she has committed
a wotse crime than the perpetrator. Although the sutvivor may come to
understand that these violations of relationship were committed under
extreme citcumstances, this undetstanding by itself does not fully resolve
the profound feelings of guilt and shame. The survivor needs to moutn
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for the loss of her moral integtity and to find her own way to atone for
what cannot be undone. This restitution in no way exonerates the perpe-
trator of his ctimes; rather, it reaffirms the survivor’s claim to moral
nwn.vmnn in the present. The case of Renée illustrates how one sutvivor took
action to repait the harm for which she felt responsible.

Renée, a 40-year-old divorced woman, sought therapy after escaping from
a twenty-year marriage to 2 man who had repetitively beaten her in front
of their children. In therapy she was able to grieve the loss of her matriage
but m.wn became profoundly depressed when she recognized how the wnnnm.
of violence had affected her adolescent sons. The boys had themselves
von.an.»mmanmm?@»nm openly defied her. The patient was unable to set any
limits iﬁa them because she felt that she deserved their contempt. In her
own estimation she had failed in her role as a parent, and now it was too
late to undo the damage.

Hrn therapist acknowledged that Renée might well have reasons to feel
NE_.Q and ashamed. She argued, however, that allowing her sons to misbe-
have would make the harm even worse. If Renée really wanted to make
amends to her sons, she had no right to give up on them or on herself. She
would have to learn how to command their respect and enforce discipline

é:w.oﬁ So_.onnn. Renée agreed to enroll in a parenting course as a way of
making restitution to her sons.

In this case it was insufficient to point out to the patient that she herself
Wwas a victim and that her husband was entirely to blame for the battering.
As long as she saw herself only as a victim, she felt helpless to take charge
of the situation. Acknowledging her own tesponsibility toward her chil-
dren opened the way to the assumption of power and conttrol. The action
of atonement allowed this woman to reassert the authority of her paren-
tal role. , .

Sutvivors of chronic childhood trauma face the task of gtieving not
only for what was lost but also for what was never theirs to lose. The
childhood that was stolen from them is irreplaceable. They must mourn
the loss of the foundation of basic trust, the belief in a good parent. As
they come to recognize that they were not responsible for their wmnnv they
confront the existential despair that they could not face in childhood.
Leonard Shengold poses the central question at this stage of moutrning:
“Without the inner picture of caring parents, how can one survive?

m.SwQ soul-mutder victim will be wracked by the question Ts there life
without father and mother?’ 73

The confrontation with despair brings with it, at least transiently, an

Increased risk of suicide. In contrast to the impulsive self-destructiveness
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of the first stage of recovery, the patient’s suicidality during this second

stage may evolve from a calm, flat, apparently rational decision to reject -

a wotld where such horrors are possible. Patients may engage in sterile
philosophical discussions about their tight to choose suicide. It is impera-
tive to get beyond this intellectual defense and to engage the feelings and
fantasies that fuel the patient’s despair. Commonly the patient has the
fantasy that she is already among the dead, because her capacity for love,

has been destroyed. What sustains the patient through this descent into

despair is the smallest evidence of an ability to form loving connections.

Clues to the undestroyed capacity for love can often be found through
the evocation of soothing imagety. Almost 5<»...EE% it is possible to find
some image of attachment that has been salvaged from the wreckage.
One positive- memory of a-caring, comforting petson may be a lifeline
duting the descent into mourning. The patient’s own capacity to feel
compassion for animals or children, even at a distance, may be the fragile
beginning of compassion for herself. The reward of fourning is realized
as the survivor sheds her evil, mnmﬁmcumm Ensng and mpaom to hope for
new relationships in which she ng longer has anything to hide.

The testorative power of moutning and the extraordinary human ca-
pacity for renewal after even the most profound loss is evident in the
treatment of Mrs. K, a survivor of the Nazi Holocaust:

The turning point in Mrs. K’s treatment came when she “confessed” that
she had been married and had given birth to a baby in the ghetto. whom
she “gave to the Nazis.” Her guilt, shame, and feeling “filthy” were exacet-
bated when she was warned after liberation by “well-meaning people” that
if she told her new fiancé, he would never marry her. The baby, whom she
bote and kept alive for two and a half years under the most hotrendously
inhuman conditions, was torn from her arms and murdered when his
whimper alerted the Nazi officer that he was hidden under her coat .
The K family started shating their history and communicating. It took
about six months, however, of patient requests for her to repeat the above
incident . . . until she was able to end het ghetto. story with “and .&n% took
the nEE away from me.” She then began to thaw her identificatory
deadness and experience the missing emotions of pain' and
. grief. ... . o v
Much of Mrs. K’s healing process capitalized on sources of goodness
and strength before and duting the war, such as her spunk as a child, her
ability to dream of her grandfather consoling her when she gave up in the
camps, her warmth, intelligence, wonderfiil sense of humor, and reawak-
ened sense of delight. . . . Her ability and longing to love were really
resurrected. . .. No _onmon mOnB»E in therapy, Mrs. K says, “I have myself
back, all over wwwS. ... I wasn’t proud. Now I’m proud. There are some
things I don’t like, but I have hope.”**
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The second stage of recovery has a timeless quality that is frightening.
The reconstruction of the trauma requires immersion in a past expetience
of frozen time; the descent into mourning feels like a surrender to tears
that are endless. Patients often ask how long this painful process will last.
There is no fixed answer to the m:.awmon only the assurance that the
process cannot be bypassed or hurried. It will almost surely take longer
than the patient wishes, but it will not go on forever.

After many repetitions, the moment comes when. the telling of the
trauma story-no longer arouses quite such intense feeling, It has become
a part of the sutvivor’s expetience, but only one part of it. The story is
a memoty like other memories, and it begins to fade as other memories
do. Her grief, too, begins to lose its vividness. It occurs to the survivor
that pethaps the trauma is not the most important, ot even the most
interesting, patt of her life story.

. At first these thoughts may seem almost heretical. The sutvivor may
wondet how she can possibly give due respect to the hottor she has enduted
ifshe nolonger devotes her life to remembrance and mourning. And yet she
finds her attention wandeting back to ordinary life. She need not worty. She
‘will never forget. She will think of the trauma every day as long as she lives.
She will grieve every day. But the time comes when the trauma no longer
commands the central place in her life. The rape sutvivor Sohaila Abdulali
recalls a sutprising moment in the midst of addressing a class on rape
awateness: “Someone asked what’s the worst thing about being raped.
Suddenly I looked at them all and said, the thing I hate the most about it is
that it’s boring. And they all looked very shocked and I said, don’t get me
‘wrong. It was a tetrible thing. I’'m not saying it was boting that it happened,
it’s just that it’s been years and 'm not interested in it any more. It’s very

interesting the first 50 times ot the first 500 times when you have the same

phobias and fears. Now I can’t get so worked up any more.”
The teconstruction of the trauma is never entirely completed; new
conflicts and challenges at each new stage of the lifecycle will inevitably

reawaken the trauma and bring some new aspect of the expetience to light.
The major wotk of the second stage is accomplished, however, when the
patient reclaims her own history and feels renewed hope and energy for
engagement with life. Time starts to move again. When the “action of telling
a story
to the past. At this point, the survivor faces the tasks of rebuilding her life
in-the present and mﬁmﬁnm rﬂ. aspirations for the future.
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has come toits nObn_:Eon the traumatic experience truly belongs




