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mitted participants in the movement. As in the case of rape, the psycho-
logical investigations of domestic violence and child sexual abuse led to
a rediscovery of the syndrome of psychological trauma. The psychologist
Lenore Walker, describing women who had fled to a shelter, initially
defined what she called the “battered woman syndrome.”” My own inital
descriptions of the psychology of incest survivors essentially recapitulated
the late nineteenth-century observations of hysteria,”

Only after 1980, when the eflorts of combat veterans had legitimated
the concept of post-traumatic stress disorder, did it become clear that the
psychological syndrome seen in survivors of rape, domestic battery, and-
incest was essentially the same as the syndrome seen in survivors of war.
The implications of this insight arc as horrifying in the preseat as they
were a century ago: the subordinate condition of women is maintained
and enforced by the hidden violence of men. There is wat between the
sexes. Rape victims, battered women, and scxually abused children are its
casualties, Hysteria is the combat neurosis of the sex war.

Fifty years ago, Visginia Woolf wrote that “the public and private worlds
are inscparably connected . . . the tyrannies and servilities of one are the
tyrannics and servilities of the other.”™ It is now apparent also that
the traumas of one are the traumas of the other. The hysteria of women and
the combat neurosis of men are one. Recognizing the commonality of
2 afflicdon may even malfc it possible at times to tfa.nsccnd the immense gulf
that scparates the public sphere of war and politics—the world of men—
and the private sphere of domestic life—the world of women.

Will these insights be lost once again? At the moment, the study of
psychological trauma seems to be firmly established as a legitimate field
of inquiry. With the creative energy that accompanies the return of
repressed ideas, the field has expanded dramatically, Twenty years ago,
the literature consisted of a few out-of-print volumes moldering in ne-
glected corners of the library. Now each month brings forth the publica-
ton of new books, new research findings, new d1scussmns in the pubhc
‘media.

- But history teaches us that this knowledge could also disappear. With-
out the context of a political movement, it has never been possible to
advance the study of psychological trauma. The fate of this field of
knowledge depends upon the fate of the same political movement that
has inspired and sustained it over the last centuty, In the latc nineteenth
century the goal of that movement was the establishment of secular
democracy. In the early twentieth century its goal was the abolition of
war. In the late twentieth century its goal was the liberation of women.
All of these goals remain. All are, in the end, inseparably connected.

CHAPTER 2

Terrot

SYCHOLOGICAL TRAUMA is an affliction of the power-

less. At the moment of trauma, the victim is rendered helpless

by overwhelming force. When the force is that of nature, we

speak of disasters. When the force is that of other human
beings, we speak of atrocities. Traumatic cvents overwhelm the ordi-
nary systems of care that give people a sense of control, connection,
and meaning,

It was once believed that such events were uncommon, In 1980, when
post-traumatic stress disorder was first included in the diagnostic manual,
the American Psychiatric Association described traumatic everits as “out-
side the range of usual human experience.™ Sadly, this definition hax
proved to be inaccurare. Rape, battery, and other forims ol sexuul wnl
domestic violence are so common a part of women's lives that they can
hardly be described as outside the range of ordinary experience. And in
view of the number of people killed in war over the past century, military
trauma, too, must be considered a common part of human experience;
only the fortunate find it unusual.

Traumatic évents arc extraordinary, not because they occur rarely, but
rather because they overwhelm the ordinary human adaptations to life.
Unlike commonplace misfortunes, traumatic events generally involve
threats to life or bodily integrity, or a close personal encounter with
violence and death. They confront human beings with the extremities of
helplessness and terror, and evoke the responses of catastrophe. Accord-
ing to the Comprehensive Texthook of Psyehiatry, the common denominator
of psychological trauma is a feeling of “intense fear, helplessness, loss of
control, and threat of annihilation.'?

The severity of traumatic events cannot be measured on any single
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dimension; simplistic efforts to quantify trauma ultimately lead to mean-
ingless comparisons of horror, Nevertheless, certain identifiable experi-
ences increase the likelihood of harm. These include being taken by
surprise, trapped, or exposed to the point of exhaustion.® The likelihood
of harm is also increased when the traumatic events include physical
violadon or injury, exposure to extreme violence, or witnessing grotesque
death.* In each instance, the salient characteristic of the traumatic event
is its power to inspire helplessness and terror.

The ordinary human response to danger is a complex, integrated
system of reactions, encompassing both body and mind. Threat initially
arouses the sympathetic nervous system, causing the person in danger to
feel an adrenalin rush and go into a state of alert. Threat also concentrates
a person’s attention on the immediate situation. In addition, threat may
alter ordinary perceptions: people in danger are often able to disregard
hunger, fatigue, or pain. Finally, threat evokes intense feelings of fear and
anger. These changes in arousal, attention, perception, and emotion are
normal, adapudve reactions. They mobilize the threatened person for
strenuous action, either in batte or in flight.

Traumatic reactions occur when action is of no avail. When neither
resistance nor escape is possible, the human system of self-defense be-
comes overwhelmed and disorganized. Each component of the ordinary
response to danger, having lost its udility, tends to persist in an altered and
exaggerated state long after the actual danger is over. Traumatic events
produce profound and lasting changes in physiological arousal, emotion,
cognition, and memory. Moreover, traumatic events may sever these
normally integrated functions from one another. The traumatized person
may experience intense emotion but without clear memory of the event,
or may remember everything in detail but without emotion. She may find
herself in a constant state of vigilance and irritability without knowing
why. Traumatic symptoms have a tendency to become disconnected from
their source and to take on a life of their own.

This kind of fragmentation, whereby trauma tears apart a complex
system of self-protection that normally functions in an integrated fashion,
is central to the historic observations on post-traumatic stress disorder.
A century ago, Janet pinpointed the essential pathology in hysteria as
“dissociation’: people with hysteria had lost the capacity to integrate the
memory of overwhelming life events. With careful investigative tech-
niques, including hypnosis, Janet demonstrated that the traumatic memo-
ries were preserved in an abnormal state, set apart from ordinary con-
sciousness. He believed that the severing of the normal connections of
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memory, knowledge, and emotion resulted from intense emotional rcac-
tions to traumatic events. He wrote of the “dissolving”™ effects of intense
emotion, which incapacitated the “synthesizing” function of the mind.*

Fifty ycars later Abram Kardiner described the essential pathology of
the combat neurosis in similar terms. When a person is overwhelmed by
terror and helplessness, “the whole apparatus for concerted, coordinated and
purposeful activity is smashed. The perceptions become inaccurate and per-
vaded with terror, the coordinative functions of judgment and discrimina-

tion fail . . . the sense organs may even cease to function. . . . The
aggressive impulses become disorganized and unrelated to the situation
in hand. . . . The functions of the autonomic nervous system may also

become disassociated with the rest of the organism.”®

Traumatized people feel and act as though their nervous systems have
been disconnected from the present. The poet Robert Graves recounts
how in civilian life he continued to react as though he were back in the
trenches of the First World War: “I was still mentally and nervously
organized for War. Shells used to come bursting on my bed at midnight,
even though Nancy shared it with me; strangers in the daytime would
assume the faces of friends who had been killed. When strong enough to
climb the hill behind Harlech and visit my favorite country, I could not
help secing it as a prospective battlefield.”

The many symptoms of post-traumatic stress disorder fall into three
main categories. These are called “hyperarousal,” “intrusion;” and “con-
stricdon.” Hyperarousal reflects the persistent expectation of danger;
intrusion reflects the indelible imprint of the traumatic moment; constric-
tion reflects the numbing response of surrender.

HYPERAROUSAL

After a traumatic experience, the human system of self-preservatdon
scems to go onto permanent alert, as if the danger might return at any
moment. Physiological arousal continues unabated. In this state of hypet-
arousal, which is the first cardinal symptom of post-traumatic stress
disorder, the rraumatized person startles easily, reacts irritably to small
provocations, and sleeps poorly. Kardiner proposed that “the nucleus of
the [traumatic] neurosis is a physioneurosis.”® He believed that many of the
symptoms observed in combat veterans of the First World War—startle
reactions, hyperalertness, vigilance for the return of danger, nightmares,
and psychosomatic complaints—could be understood as resulting from
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chronic arousal of the autonomic nervous system. He also interpreted the
irritability and explosively aggressive behavior of traumatized men as
disorganized fragments of a shattered “fight or flight” response to over-
whelming danger.

Similatly, Roy Grinker and John Spiegel observed that traumatized
soldiers of the Second Wotld War “seem to suffer from chronic stimula-
tion of the sympathetic nervous system. . . . The emergency psychological
reactions of anxicty and physiological preparedness . . . have overlapped
and become not episodic, but zlmost continuous. . . . Eventually the
soldier is removed from the environment of stress and after a time his
subjective anxiety recedes. But the physiological phenomena persist and
are now maladaptive to a life of safety and security.”

After the Vietnam War, researchers were able to confirm these hypoth-
eses, documenting alterations in the physiology of the sympathetic ner-
vous system in traumatized men. The psychiatrist Lawrence Kolb, for
example, played tapes of combat sounds to Viemnam veterans. The men
with post-traumatic stress disorder showed increased heart rate and blood
pressure when the tapes were played. Many became so distraught that
they asked to discontinue the experiment. Veterans without the disorder
and those who had not experienced combat were able to listen to the
combat tapes without emotional distress and without significant physio-
logical responses.'®

A wide array of similar studies has now shown that the psychophysio-
logical changes of post-traumatic stress disorder are both extensive and
enduring. Patients suffer from a combination of generalized anxiety
symptoms and specific fears.'!! They do not have a normal “baseline”
level of alert but relaxed attention. Instead, they have an elevated baseline
of arousal: their bodies are always on the alert for danger. They also have
an extreme startle response to unexpected stimuli, as well as an intense
reaction to specific stimuli associated with the traumatic event.’? It also
appears that traumatized people cannot “tune out” repetitive stimuli that
other people would find merely annoying; rather, they respond to each
repetition as though it were a new, and dangerous, surprise.'* The in-
crease in arousal persists during sleep as well as in the waking state,
resulting in numerous types of sleep disrurbance. People with post-
traumatic stress disorder take longer to fall asleep, are more sensitive to
noise, and awaken more frequently during the night than ordinary peo-

ple. Thus traumatic events appear to recondition the human nervous
system.'*
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INTRUSION

Longafter the danger is past, traumatized people relive the eventas though
it were continually recurring in the present. They cannot resume the normal
course of their lives, for the trauma repeatedly interrupts. It is as if time
stops at the moment of trauma. The traumatic moment becomes encoded
in an abnormal form of memory, which breaks spontanecusly into con-
sciousness, both as flashbacks during waking states and as traumatic
nightmares during sleep. Small, seemingly insignificant reminders can also
evoke these memories, which often return with all the vividness and
emotional force of the original event. Thus, even normally safe environ-
ments may come to feel dangerous, fot the survivor can never be assured
that she will not encounter some reminder of the trauma.

Trauma arrests the course of normal development by its repetitive
intrusion into the survivor’s life. Janet described his hysterical patients as
dominated by an “idée fixe.” Freud, struggling to come to grips with the
massive evidence of combat neuroses after the First World War, remarked,
*“The patient is, one might say, fixated to the trauma. . .. This astonishes us
far too litde,”** Kardiner described “fixation on the trauma” as one of the
essential features of the combat neurosis. Noting that traumatic nightmares
can recur unmodified for years on end, he described the perseverative
dream as “onc of the most characteristic and at the same time one of the
most enigmatic phenomena we encounter in the disease.™*

Traumatic memorics have a number of unusual qualities. They are
not encoded like the ordinary memories of adults in a verbal, linear nar-
rative that is assimilated into an ongoing life story. Janet explained the
difference:

[Normal memory,] like all psychological phenomena, is an action; essen-
tially it is the action of telling a story. . . . A situation has not been
satisfactorily liquidated . . . until we have achieved, not merely an outward
reaction through our movements, but also an inward reaction through the
words we address to oursclves, through the organization of the recital of
the event to others and to ourselves, and through the putting of this recital
in its place as one of the chapters in our personal history. . . . Strictly
speaking, then, one who rewins a fixed idea of a happening cannot be said
to have a “memory” . . . it is only for convenience that we speak of it as
a “traumatic memory.”"” :

The frozen and wordless quality of traumatic memories is captured in
Doris Lessing’s portrait of her father, a First World War combat v~—ran
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who considered himself fortunate to have lost only a leg, while the rest
of his company lost their lives, in the trenches at Passchendaele: “His
childhood and young man’s memories, kept fluid, were added to, grew,
as living memories do. But his war memories were congealed in stories
that he told again and again, with the same words and gestures, in
stereotyped phrases. . . . This dark region in him, fate-ruled, where
nothing was true but horror, was expressed inarticulately, in brief, bitter
exclamations of rage, incredulity, betrayal.™s.

Traumatic memories lack verbal narrative and context; rather, they are
encoded in the form of vivid sensations and images.'® Robert Jay Lifton,
who studied survivors of Hiroshima, civilian disasters, and combat, de-
scribes the traumatic memory as an “indelible image” or “death im-
print.”** Often one particular set of images crystallizes the experience, in
what Lifton calls the “ultimate hotrot.” The intense focus on fragmentary
sensation, on image without context, gives the traumatic memory a
heightened reality, Tim O’Brien, 2 combat veteran of the Vietnam War,
describes such a traumatic memory: “I remember the white bone of an
arm. I remember the picces of skin and something wet and yellow that
must've been the intestines. The gore was horrible, and stays with me. But
what wakes me up twenty years later is Dave Jensen singing ‘Lemon Tree’
as we threw down the parts.”*!

In their predominance of imagery and bedily sensation, and in their
absence of verbal narrative, traumatic memoties resemble the memories
of young children.?? Studies of children, in fact, offer some of the clearest
examples of traumatic memory. Among 20 children with documented
histoties of early trauma, the psychiatrist Lenore Terr found that none of
the children could give a verbal description of the events that had occur-
red before they were two and one-half ‘'years old. Nonetheless, these
experiences were indelibly encoded in memory. Eighteen of the 20 chil-
dren showed evidence of traumatic memory in their behavior and their
play. They had specific fears related to the traumatic events, and they were
able to reenact these events in their play with extraordinary accuracy. For
example, 2 child who had been sexually molested by a babysitter in the
first two years of life could not, at age five, remember or name the
babysitter. Furthermore, he denied any knowledge or memory of being
abused. But in his play he enacted scenes that exactly replicated a porno-
graphic movie made by the babysitter.?® This highly visual and enactive
form of memory, appropriate to young children, seems ro be mobilized
in adults as well in circumstances of overwhelming terror.

.These unusual features of traumatic memory may be based on altera-
tons in the central nervous system. A wide array of animal experiments
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show that when high levels of adrenaline and other stress hormones are
circulating, memory traces are deeply imprinted.** The same t.raumam:
engraving of memory may occur in human beings. The psychiatrist Bessel
van der Kolk speculates that in states of high sympathetic nervous system
arousal, the linguistic encoding of memory is inactivated, and the central
nervous system reverts to the sensory and iconic forms of memory that
predominate in eatly life.? : . .

Just as traumatic memories are unlike ordinary memories, traumanc
dreams are unlike ordinary dreams. In form, these dreams share many of
the vnusual features of the traumatic memories that occur in waking
states. They often include fragments of the traumatic event in exact form,
with litde ot no imaginative claboration. Identical dreams often occur
repeatedly. They are often experienced with terrifying immediacy, as if
occurring in the present. Small, seemingly insignificant environmental
stimuli occutring during these dreams can be perceived as signals of a
hostile attack, arousing violent reactions, And traumatic nightmares can
occur in stages of sleep in which people do not ordinarily dream.® Thus,
in sleep as well s in waking life, traumatic memories appear to be based
in an altered neurophysiological organization.

Traumatized people relive the moment of trauma not only in their
thoughts and dreams but also in their actions, The reenactment of trau-
matic scenes is most apparent in the repetitive play of children. Terr
differentiates between normal play and the “forbidden games” of children
who have been traumatized: “The everyday play of childhood . . . is free
and easy. It is bubbly and light-spirited, whereas the play that follows
from trauma is grim and monotonous. . . . Play does not stop casily when
it is traumatically inspired. And it may not change much over time. As
opposed to ordinary child’s play, post-traumatic play is obsessively re-
peated. . . . Post-traumatic play is so literal that if you spot it, you may be
able to guess the trauma with few other clues.” :

Adults as well as children often feel impelled to re-create the moment
of terror, cither in literal or in disguised form. Sometimes people reenact
the traumatic moment with a fantasy of changing the outcome of the
dangerous encounter. In their attempts to undo the traumatic moment,
survivors may even put themselves at risk of further harm. Some reenact-
ments are consciously chosen. The rape survivor Sohaila Abdulali de-

_ scribes her determination to return to the scene of the trauma:

P've always hated feeling like something’s got the better of me. When this
thing happened, 1 was at such a vulnerable age—I was seventcen—I had
to prove they weren’t going to get me down. The guys who raped me told
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“If we ever find you out here alone again wc'r%- going to get you.” And
?:;licv‘cd them, So it)'(s always a bit of a terror walking up that lane, bcczt:sc
I'm always afraid I'll see them. In fact, no one I know would walk up that
lane at night alone, because it's just not safe. People have bcel; nt;zaggcfdl,
and there’s no queston that it’s dangerous. Yet part of me feels that ;‘
don't walk there, then they'll have gouen me. And 30, even mose than

other people, | will walk up that lane™*

Mote commonly, traumatized people find thc.msclvcs rc.elnzct'mg sc:lr,nc
aspect of the trauma scene in disguised form, without rcnllzmghwlrt ey
are doing. The incest survivor Sharon Simone recc?unts how she c:a;nc
aware of a link between her dangcrous risk-taking behavior and her

childhood history of abuse:

For a couple of months, 1 had been playing .chickcn on the hlgl";\alray with
men, and finally I was invelved in an auto accident. A male truck nv::; wa's
wrying to cut me off, and I said to myself in thqcsuc.icst of Ianguage_, c.rchs
no f——ing way you're going to push your pems into my lane. Like right
" out of the bluel Boom! Like that! That was r?zlly strange. 1
1 had not really been dealing with any of the incest issues. I' knc: ;radg:xic ')'r:
there was something there and 1 knew I had to de?l with it and 1 didn
want to. | just had a lot of anger at men. So Ilet this man s:mashllnto mt-;
_and it was 2 humongous scenc. 1 was really out of control Wwhen I got ?u
of the car, just raging at this man. T didn't tell my therapist al:;outd it for
about six wecks—I just filed it away. When I told I got confrontc —it’s
very dangerous—so 1 made a contract that I would deal with my issues

with men??

Not all reenactments are dangerous. Some, in fact, aze adap'tiv-c. Su'nn-
vors may find a ‘way to integrate teliving experiences into their hvcss_ in t;
contained, even socially useful manner. ‘The combat vctcrnF Ken Smi :
describes how he managed to re-creatc some aspects of his war expert-

ence in civilian life:

1 was in Victnam 8 months, 11 days, 12 hours, and 45 minutes. 'I'hcs;
things you remember. I remember it exactly. 1 returned homzli a mtz;:l
diffcrent person from when 1 left. | went to .work as a paramedic, an )
found a considcrable amount of self-satisfaction out rff df)mg. that wot:' .
It was almost like a continuance of what I had been doing in Vietnam, but
on a much, much lower capacity. There was no gunshot trauma, thfrc was
no burn trauma, I wasn't secing sucking chest woun-ds or ampum;?ls or
shrapnel. T was seeing a lot of medical emergencics, a lot of diabetic

emergencies, 2 lot of elderly people. Once in awhile there would be an auto

accident, which would be the juice. | would turn on the sirens and know
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I'm going to something, and the adrenalin rush that would run through my
body would fucl me for the next 100 calls.*®

There is something uncanny about reenactments. Even when they arc
consciously chosen, they have a fecling of involuntariness. Even when
they arc not dangerous, they have a driven, tenacious quality. Freud
named this recurrent intrusion of traumatic experience the “repetidon
compulsion.” He first conceptualized it 25 an attempt to master the
traumatic cvent, But this ‘explanation did not satisfy him. It somehow
failed to capture what he called the “daemonic” quality of reenactment.
Because the repetition compulsion scemed to defy any conscious intent
and to resist change so adamantly, Freud despaired of finding any adap-
tive, life-affirming explanation for it; rather, he was driven to invoke the
concept of a “death instinct,”

Most theorists have rejected this Manichacan explanation, concurring
with Freud’s initial formulation, They speculate that the tepetitive reliving
of the traumatic experience must represent a spontaneous, unsuccessful
attempt at healing. Janet spoke of the person’s need to “assimilate” and
“liquidate” traumatic experience, which, when accomplished, produces a
feeling of “triumph.” In his use of language, Janet implicitly recognized
that helplessness constitutes the essential insult of trauma, and that resti-
tution requires the restoration of a sense of efficacy and power. The
traumatized person, he believed, “remains confronted by a difficult situa-

. tion, one in which he has not been able to play a satisfactory part, one

to which his adaptation has been imperfect, so that he continues to make
efforts at adaptation."*

More recent theorists also concepmalize intrusion phenomena, includ-
ing recnactments, as spontancous attempts to integrate the traumatic
event. The psychiatrist Mardi Horowitz postulates a “completion princi-
ple” which “summarizes the human mind’s intrinsic ability to process
new information in order to bring up to date the inner schemata of the
self and the world.” Trauma, by definition, shatters these “inner
schemata.” Horowitz suggests that unassimilated traumatic experiences
are stored in a special kind of “active memory,” which has an “intrinsic
tendency to repeat the representation of contents.” ‘The trauma is re-
solved only when the survivor develops a- new mental “schema® for
understanding what has happened.®* '

The psychoanalyst Paul Russell conceptualizes the emotional rather
than the cognitive experience of the trauma as the driving force of the
repetition compulsion. What is reproduced is “what the person needs to
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feel in order to repair the injury.” He sees the repetition compulsion as
an attempt to relive and master the overwhelming feelings of the trau-
matic moment.* The predominant unresolved feeling might be terror,
helpless rage, or simply the undifferentiated “adrenaline rush” of mortal
danger.

Reliving 2 trauma may offer an opportunity for mastery, but most
survivors do not consciously seek or welcome the opportunity. Rather,
they dread and fear it. Reliving 2 traumatic experience, whether in the
form of intrusive memories, dreams, or actions, carries with it the emo-
tional intensity of the original event. The survivor is continually buffeted
by tetror and rage. These emotions are qualitatively different from ordi-
nary fear and anger. They are outside the range of ordinary emotional
experience, and they overwhelm the ordinary capacity to bear feelings.

Because reliving a traumatic experience provokes such intense emo-
tional distress, traumatized people go to great lengths to avoid it. The
effort to ward off intrusive symptoms, though self-protective in intent,
further aggravates the post-traumatic syndrome, for the attempt to avoid
reliving the trauma too often results in a narrowing of consciousness, a
withdrawsal from engagement with others, and an impoverished life.

CONSTRICTION

When a person is completely powerless, and any form of resistance is
futile, she may go into a state of surrender. The system of self-defense
shuts down entirely. The helpless person escapes from her situation not
by action in the real world but rather by altering her siate of conscious-
ness. Analogous states are observed in animals, who sometimes “freeze”
when they are attacked. These are the responses of caprured prey to
predator or of a defeated contestant in battle. A rape survivor describes
her experience of this state of surrender: “Did you ever see 2 rabbit stuck
in the glare of your headlights when you were going down a road at night.
Transfixed—Tlike it knew it was going to get it—that’s what happened.”**
In the wortds of another rape survivor, “I couldn’t scream. I couldn’t
move. I was paralyzed . . . like 2 rag doll.”

These alterations of consciousness are at the heart of constriction or
numbing, the third cardinal symptom of post-traumatic stress disorder.
Sometimes situations of inescapable danger may evoke not only terror
and rage but also, paradoxically, a state of detached calm, in which terror,
rage, and pain dissolve. Events continue to register in awareness, but it
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is as though these events have been disconnected from their ordinary
meanings. Perceptions may be numbed or distorted, with partial anesthe-
sia or the loss of particular sensadons. Time sense may be altered, often
with a sense of slow motion, and the experience may lose its quality of
ordinary reality. The person may feel as though the event is not happening
to her, as though she is observing from outside her body, or as though
the whole experience is a bad dream from which she will shortly awaken.
These perceptual changes combine with a feeling of indifference, emo-
tional detachment, and profound passivity in which the person relin-
quishes all initiative and struggle. This altered state of consciousness
might be regarded as one of nature’s small mercies, a protection against
unbearable pain. A rape survivor describes this detached state: “T left
my body at that point. I was over next to the bed, watching this hap-
pen. . .. I dissociated from the helplessness. I was standing next to me
and there was just this shell on the bed. . . . There was just a feeling of
flatness, I was just there, When I repicture the room, I don’t picture it
from the bed. I picture it from the side of the bed. That’s where I was
watching from.”>” A combat veteran of the Second World War reports
a similar experience: “Like most of the 4th, I was numb, in a state of
virtual disassociation. There is a conditon . . . which we called the
two-thousand-year-stare, This was the anesthetized look, the wide, hol-
low eyes of 2 man who no longer cares. I wasn't to that state yet, but the
numbness was total. I felt almost as if I hadn't actually been in a bate."®

These detached states of consciousness are similar to hypnotic trance
states. They share the same features of surrender of voluntary action,
suspension of initiative and critical judgment, subjective detachment or
calm, enhanced perception of imagery, altered sensation, including numb-
ness and analgesia, and distortion of reality, including depersonalization,
derealization, and change in the sense of time.** While the heightened
perceptions occurring during traumatic events resemble the phenomena
of hypnotic absorption, the numbing symptoms resemble the comple-
mentary phenomena of hypnotic dissociatdon.*”

Janet thought that his hysterical patients’ capacity for trancc states was
evidence of psychopathology. More recent studies have demonstrated
that although people vary in their ability to enter hypnotic states, trance
is 2 normal property of human consciousness.*' Traumatic events serve
as powerful activators of the capacity for trance.** As the psychiatrist
David Spiegel points out, “it would be surprising indeed if people did no¢
spontaneously use this capacity to reduce their perception of pain during
acute trauma,”*> But while people usually enter hypnotic states under
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controlled circumstances and by choice, traumatic trance states occur in
an uncontrolled manner, usually without conscious choice,

The biological factors underlying these altered states, both hypnotic
wance. and traumatic dissuciglion. remain an enigma. The paychologist
Ernest Hilgard speculates that hypnosis “may be acting in 2 manner
paralle] to morphine.”*¢ The use of hypnosis as a substitute for opiates
to produce analgesia has long been known. Both hypnosis anc! morphine
produce a dissociative state in which the perception of pain a:-id the
normal emotional responses to pain are severed. Both hypnosis and
opiates diminish the distress of intractable pain without abolishing the
sensation itself. The psychiattists Roger Pitman and van der Kolk, who
have demonstrated persistent alterations in pain perception in combat
veterans with post-traumatic stress disorder, suggest that trauma may
produce long-lasting alterations in the regulation of endogenqus OBIOIC[S,
which are natural substances having the same effects as opiates within the
central nervous system.*s

Traumatized people who cannot spontaneously dissociate may attempt
to produce similar numbing effects by using alcohol or narcotics. Observ-
ing the behavior of soldiers in wartime, Grinker and Spiegel found that
uncontrolled drinking increased proportionately to the combat group’s
losses; the soldiers’ use of alcohol appeared to be an attempt to obliterate
their growing sense of helplessness and terror,*® It seems clear that
traumatized people run a high risk of compounding their difficulties Py
developing dependence on alcochol or othet drugs. The ps‘y.chologlst
Josefina Card, in a study of Vietnam-era veterans and their civilian peers,
demonstrated that men who developed post-traumatic stress disorder
were far more likely to have engaged in heavy consumption of narcotics
and street drugs, and to have received treatment for problems with
alcohol or drug abuse after their return from the war.*” In another study
of 100 combat veterans with severe post-traumatic stress disorder, Her-
bert Hendin and Ann Haas noted that 85 percent devcloped serious drug
and alcohal problems after their return to civilian life. Only 7 percent had
used alcohol heavily before they went to war. The men used alcohol and
narcotics to try to control their hyperarousal and intrusive symptoms—
insomnia, nightmares, irritability, and rage outbursts. Their drug abuse,
however, ultimately compounded their difficulties and further alienated
them from others.* The largest and most comprehensive investigaton of
all, the National Vietnam Veterans Readjustment Study, reported almost

identical findings: 75 percent of men with the disorder developed prob-
lems with alcohol abuse or dependence.*
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Although dissociative alterations in consciousness, or even intoxica-
tion, may be adaptive at the moment of total helplessness, they become
maladaptive once the danger is past, Because.these altered states keep the
traumatic expericnce walled off from ordinary consciousncm, they pre.
vent the integration necessary for healing. Unfortunately, the constrictive
or dissociative states, like other symptoms of the post-traumatic syn-
drome, prove to be remarkably tenacious. Lifton likened “psychic numb-
ing,” which he found to be universal in survivors of disaster and war, to
a “paralysis of the mind.”°

Constrictive symptoms, like intrusive symptoms, were first described
in the domain of memory. Janet noted that post-traumatic amnesia was
due to a “constriction of the field of consciousness” which kept painful
memorics split off from ordinary awareness. When his hysterical patients
were in a hypnotic trance state, they were able to replicate the dissociated
events in exquisite detail. His patient Irene, for cxample, reported a dense
amnesia for a two-month time period surrounding her mother’s death. In
trance, she was able to reproduce all the harrowing events of those two
months, including the death scene, as though they were occurring in the
present.® ‘

Kardiner also recognized that a constrictive process kept traumatic
memories out of normal consciousness, allowing only a fragment of the
memery to emerge as an intrusive symptom. He cited the case of a navy
veteran who complained of a persistent sensation of numbness, pain, and
cold from the waist down. This patient denied any traumatic expericnces
during the war. On persistent questioning, without formal use of hypno-
sis, he recalled the sinking of his ship and the many hours he had spent

awaiting rescuc in the icy water, but he denied having any emotional
reaction to the event. However, as Kardiner ptessed on, the patient
became agitated, angry, and frightened:

The similarities between the symptoms of which he complained . . . and
his being submerged in cold water from his waist down, were pointed out
to him. He admitted that when he closed his eyes and allowed bimself to think
of his present sensations, he still imagined himself clinging to the raft, half
submerged in the sea. He then said that while he was clinging to the raft,
his sensadions were extremely painful and that he thought of nothing else
during the time. He also recalled the fact that several of the men had lost
consciousncss and had drowned. To a large extent, the patient obviously
owed his life to his concentration of the painful sensations occasioned by

the cold water. Hence the symptom represenied a . . . reproduction of the
original sensations of being submerged in the water.%?
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In this case, the constrictive process resulted not in complete amnesia but

in the formation of a truncated memory, devoid of emotion andl mcaning.
The patient did not “allow himself to think” about the meaning of his

symptom, for to do so would have brought b.ack all the pain, terror, and
rage of narrowly escaping death and witnessing the deaths of his com-
rades. This voluntary suppression of thoughts related to the traumatic
event is characteristic of traumnatized people, as are the less conscious
forms of dissociation,

The constrictive symptoms of the traumatic neurosis apply not.on]y to
thought, memory, and states of consciousness but also to the entire ﬁclc:_ _
of purposeful action and initiauve. In an attempt to create SOME SENSC O
safety and to control their pervasive fear, traumat.lzcd people restrict their
lives. Two rape survivors describe how their lives narrowed after the

trautna:

I was terrified to go anywhere on my own. . . . 1 felt too d.cfcnselcss and
100 afraid, and so I just stopped doing anything. . . . 1 would just stay home
and I was just frightened.®

I cut off all my hair. I did not want to be attractive to men. . . . I just wanted
M 4
to lock neutered for awhile because that felt safer.®

The combat veteran Ken Smith describes how he rationalized ‘the
constriction in his life that occirred after combat, so that for 2 long time
he did not recognize how much he was ruled by fear: “I worked exclu-
sively midnight to eight or eleven to seven. Never understood why. I was

" so concerned about being awake at night, because 1 had this thing about

being afraid of the night. Now I know that; then I didn’t. tationa.lizcl:d i't
because there wasn't as much supervision, I got more freedom, I didn’t
have to listen to the political infighting bullshit, nobody really bothered
me, I was left alone.”s* . ‘ .
Constrictive symptoms also interfere with anticipauop anf:l planqlng
for the future. Grinker and Spicgel observed that soldu.-:rs in wartime
responded to the losses and injuries within their group w:th .du.mmsh.cd
confidence in their own ability to make plans and take initiative, with
increased superstitious and magical thinking, and with greater rcllar?cc on
lucky charms and omens.* Terr, in a study of kidnapped schoolchildren,
described how afterward the children came to believe that thcrc} had bf:cn
omens warning them of the traumatic event. Years after the kldnapplflg,
these children continued to look for omens to protect them and guide

Terror 47

their behavior. Moreover, years after the cvent, the children retained a
foreshortened sense of the future; when asked what they wanted to be
when they grew up, many replied that écy never fantasized or made plans
for the future because they expected to die young.”

" Ii avoiding any situations reminiscent of ‘the past trauma, or any
initiative that might involve future planning and risk, traumatized people

* deprive themselves of those new opportunities for successful coping that

might mitigate the effect of the traumatic experience. Thus, constrictive
symptoms, though they may represent an attempt to defend against
overwhelming emotional states, exact a high price for whatever protec-

tion they afford. They narrow and deplete the quality of life and ultimately
perpetuate the effects of the traumatic event.

THE DIALECTIC OF TRAUMA

In the aftermath of an experience of overwhelming danger, the two
contradictory responses of intrusion and constriction establish an oscillat-
ing rhythm. This dialectic of opposing psychological states is perhaps the
most characteristic feature of the post-traumatic syndromes.*® Since nei-
ther the intrusive nor the numbing symptoms allow for integration of the
traumnatic event, the alternation between these two extreme states might
be understood as an attempt to find a satisfactory balance between the
two. But balance is precisely what the traumatized person lacks. She finds
herself caught between the extremes of amnesia or of reliving the trauma,
between floods of intense, overwhelming feeling and arid states of no
feeling at all, between irritable, impulsive action and complete inhibition
of action. The instability produced by these periodic alternations fur-
ther exacerbates the traumatized person’s sense of unpredictability and
helplessness.®* The dialectic of trauma is therefore potentially self-
perpetuadng.

In the course of time, this dialectic undergoes a gradual evolution.
Initially, intrusive reliving of the traumatic event predominates, and the
victim remains in a highly agitated state, on the alert for new threats.
Intrusive symptoms emerge most prominently in the first few days or
weeks following the traumatic event, abate to some degree within three
to six months, and then attenuate slowly over dme. For example, in a
large-scale community study of crime victims, rape survivors generally
reported that their most severe intrusive symptoms diminished after three
to six months, but they were still fearful and anxious one year following
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the rape.*® Another study of rape survivors also found the mait::'ity (80
percent) still complaining of intrusive feats at the one-year mark.' When
a different group of rape survivors werc recontacted two to three years
after they had first been seenin a hospital emergency room, the ma]m"l;y
were still suffering from symptoms attributablt:: to rape. "I'r.a‘l.xma-spcc:;h c
fears, sexual problems, and restriction of daily life :zcnvmcs were the
symptoms these survivors reported most commonly. _ |

The traumatic injury persists over cven a longer pcnod.. For example,
four to six years after their study of rape victims at 2 hospital emcrgcn;y
room, Ann Burgess and Lynda Holmstrom recontacted the women. By
that time, three-fourths of the women considered themselves to. have
recovered. In retrospect, about one-third (37 percent) thought it haf:l
taken them less than a year to recover, and one-third (37 percent) felt it
had taken more than a year. But onc woman in four (26 percent) felt that
she still had not recovered.®

A Dutch study of people who were taken hostage also documents the
long-lasting effects of a single traumatc event. All of the hostages were
symptomatic in the first month after being set free, and 75 perccn; \:crc
still symptomatic after six months to one yeat. The longer they had been
in captivity, the more symptomatic they were, Iand the slower they were
to recover. On long-term follow-up six to ninc years aftc.r (..hc cvent,
almost half the survivors (46 percent) still reported constricuve symp-
toms, and one-third (32 percent) stll hzt% intn:sivv:: symptoms. Whll.c
general anxiety symptoms tended to diminish ovet time, psychosomauc

actually got worse.**

sym\)g;:l:‘:peciﬁc.t:g:ma-rclated symptoms seem to fade over r.imc,l t.hcy
can be revived, cven years after the event, by reminders of the original
trauma, Kardiner, for example, described a combat veteran who suffered
an “attack” of intrusive symptoms on the anniversary of a plane crash
which he had survived eight yeats previously.** In a more recent case,
nightmares and other intrusive symptoms suddenly recurred in a Second
World War combat veteran after a delay of thirty ycars..“.

As intrusive symptoms diminish, numbing or constrictive symptoms
come to predominatc. The traumatized person may no lonscr ‘.f;ccm
frightcned and may resume the outward forms c.)f her previous hfc.. Bfnt
the severing of events from their ordinary meanings and the‘dlftoruon‘ in
the sense of reality persist. She may complain tl_mt she is just going
through the motions of living, as if she were obsc.njmg the events of daslyf
life from a great distance. Only the repeated reliving -of the moment o
horror temporarily breaks through the sense of numbing and disconnec-
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tion. The alienation and inner deadness of the traumatized person is
captured in Virginia Woolf’s classic portrait of a shell-shocked veteran:

“Beautiful,” [his wife] would murmur, nudging Septimus that he might see.
But beauty was behind a panc of glass, Even taste (Rezia liked ices,
chocolates, sweet things) had no relish to him. He put down his cup bn
the litde marble table. He looked at people outside; happy they seemed,
collecting in the middle of the strect, shouting, laughing, squabbling over
nothing. But he could not taste, he could not feel. In the tea-shop among

the tables and the chattering waiters the appalling fear came over him—he
could not feel ¥

The constraints upon the traumatized person’s inner life and outer
range of activity are negative symptoms. They lack drama; their signifi-
cance lies in what is missing. For this reason, constrictive symptoms are
not readily recognized, and their origins in a traumatic event are often
lost. With the passage of time, as these negative symptoms become the
most prominent feature of the post-traumatic disorder, the diagnosis
becomes increasingly easy to overlook. Because post-traumatic symptoms
are so persistent and so wide-ranging, they may be mistaken for enduring
characteristics of the victim's personality, This is a costy error, for the
person with unrecognized post-traumatic siress disorder is condemned to

a diminished life, tormented by memory and bounded by helplessness
and fear. Here, again, is Lessing’s portrait of her father;

The young bank clerk who worked such long hours for so lirde money, but
who danced, sang, played, flirted—this naturally vigarous, sensuous being
was killed in 1914, 1915, 1916, I think the best of my father died in that
war, that his spirit was crippled by it. The people I've met, particularly the
women, who knew him young speak of his high spirits, his energy, his
enjoyment of life. Also of his kindness, his compassion and—a word that
keeps recurring—his wisdom. . . . 1 do not think these people would have
easily recognized the ill, irritable, abstracted, hypochondriac man I knew.**

Long after the event, many traumatized people feel that a part of
themselves has died. The most profoundly aficted wish that they were
dead. Perhaps the most disturbing information on the long-term effects
of traumatic events comes from a community study of crime victims,
including 100 women who had been raped. The average time elapsed
since the rape was nine years. The study recorded only major mental
health problems, without paying attention to more subtle levels of post-
traumatic symptomatology. Even by these crude measures, the lasting,
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destructive effects of the trzuma were apparent. Rape survivors rcpqrf:ld
more “nervous breakdowns,” more suicidal thoughts, and more biula e
attempts than any other group, While prior. to the rape they l.mdﬁ er; ;cza
more likely than anyone elsc to attempt.sulcxdc, almt::t one in five (19.
pcrccnt) made a suicide attempt follow.mg the rape. o ed i
The estimate of actual suicide following severe trauma is riddled wi
controversy. Popular media have reported, for example, that there t}\:n.zfc
mote deaths of Vietnam veterans by suicide afeer the war than deaths in
combat. These accounts appear to be highly cxaggcrfltod, bl'.lt monaltlhty
studies nevertheless suggest that combat trauma may indeed increase the
risk of suicide.” Hendin and Haas found in thcu'.stu'dy of co::nbaf vc;c:;
ans with post-traumatic stress disorder that a significant mmo-ngr r.-th
made suicide atternpts (19 percent) ot were consmntl.y pﬂ.-.oc':c:u-i:l:l d“: .
suicide (15 percent). Most of the men who were pcrmstentlydsmcfl bo: :
had heavy combat exposure. They suffered from u.m:csolvc , gml; a :
their wartime experiences and from severe, unremitting anxiety, el-)t::c
sion, and post-traumatic symptoms. Three of the men died by suici
i urse of the study.™ .
du;rl"ni:,h:hiovcry “threat ofyannihilation” that defined the trau‘;ngjz
moment may pursuc the survivor long after the _dan'gcr has ;‘)?dssc - Ny
wonder that Freud found, in the traumatic neurosis, signs of 2 . gemonic
force at work.”™ The terror, rage, and hatred of the traumatc moment
live on in the dialectic of trauma.

CHAPTER 3

Disconnection

RAUMATIC EVENTS CALL INTO QUESTION basic
human relationships. They breach the attachments of family,
friendship, love, and community. They shatter the construction

of the self that is formed and sustained in relation to others.
They undermine the belief systems that give meaning to human experi-
ence. They violate the victim’s faith in a natural or divine order and cast
the victim into a state of existential crisis.

The damage to relational life is not a secondary effect of trauma, as -
originally thought. Traumatic events have primary effects not only on the -

psychological structures of the self but also on the systems of attachment
and meaning that link individual and community. Macdi Horowitz defines
traumatic life events as those that cannot be assimilated with the victim's
“inner schemata” of self in relation to the world,! Traumatic cvents
destroy the victim’s fundamental assumptions about the safety of the
world, the positive value of the self, and the meaningful order of cre-
ation.? The rape sutvivor Alice Sebold testifies to this loss of security:
“When I was raped I lost my virginity and almost lost my life. I also
discarded certain assumptions I had held 2bout how the wotld worked
and about how safe I was.” '

The sense of safety in the wotld, or basic trust, is acquired in eatliest
life in the relationship with the first caretaker. Originating with life itsclf,
this sense of trust sustains a person throughout the lifecycle, It forms the
basis of all systems of relationship and faith. The original experience of
care makes it possible for human beings to envisage 2 world in which they
belong, 2 world hospitable to human life. Basic trust is the foundation of




