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COMPLEX POST-TRAUMATIC STRESS DISORDER:
Putting the Pieces Back Together

Louise Fréchette

| have been thinking awhile about the kind of article I wanted to write
ain trauma, | was not sure I had something to contribute on this topic,
fiecause 1 do not have any substantial experience in dealing with clients
whio had come to me for therapy because of severe traumatic experience.
iui then, I started to read Judith Lewis Herman’s book, titled Trauma and
ltecovery (1992) and I realized that many of my patients who had been
sextially abused as children could fit the diagnostic of what she calls “com-
jilex post-traumatic stress disorder”. I had found the angle from which I
caotild tackle my subject.

In the first part of this article, I will summarize what Herman says
abiout the traumatic experience, especially concerning prolonged, repeated
itatima, In the second part, I will outline what she says about the recovery
pracess and I will talk about how bioenergetics can be used in this process,

at different stages.

I'RAUMA: THE AFTERMATH OF AN UNBEARABLE EXPERIENCE

“Complex post-traumatic stress disorder” is a term coined, I believe,
liy Herman and, ic is based on seven diagnostic criteria, attempting to dif-
ferentiate the syndrome displayed by people victims of circumscribed trau-
imatic events (for example, survivors of plane crash, terrorist bombing, rape,
wat, natural disasters) from the syndrome found in survivors - most often
wumen - of prolonged, repeated trauma (for example, survivors of child-
hoad abuse, domestic violence, concentration camps). Herman believes that
ihe latter have often been misdiagnosed in the past, because mental health
jriofessionals tended to view their problems in terms of their underlying
puychopathology (Ex: somatization disorder, borderline personality disor-
der, multiple personality disorder) rather than in terms of adaptive responses
i0 un abusive, unbearable traumatic environment.

In her well documented book, Herman refers to several studies to de-
scribe three kinds of typical symptoms survivors of traumatic situation (cir-
cumscribed or prolonged as well) are likely to suffer from. Those typical
symptoms are hyperarousal, intrusion and constriction. Here is how she
describes those symptoms:
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Hyperarousal

Hyperarousal is a state of: “...permanent alert, as if the danger might
return any moment. Physiological arousal continues unabated. In this state
of hyperarousal, which is the first cardinal symptom of post-traumatic stress
disorder, the traumatized person startles easily, reacts irritably to small provo-
cations, and sleeps poorly.” (p. 35).

Intrusion

Intrusion is a symptom related to traumatic memories: “Long after the
danger is past, traumatized people relive the event as though it were con-
tinually 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 abnor-
mal form of memory, which breaks spontaneously into consciousness, both
as flashbacks during waking states and as traumatic nightmares during sleep.”
(p. 37)

Referring to testimonies of survivors of Hiroshima and Vietnam sol-
diers cited in different studies, Herman also outlines the possible neuro-
logical impact of the traumatic situation: “Traumatic memories lack verbal
narrative and context; rather, they are encoded in the form of vivid sensa-
tions and images. These unusual features of traumatic memory may be based
on alterations in the central nervous system.” (p. 38)

Because of the symptom of intrusion, people tend to replay the trau-
matic scenes not only in their dreams, but in their everyday life as well.
Unlike child’s play, which Herman describes as “free, easy, bubbly and light-
spirited”, the kind of play that follows trauma is “grim and monotonous”.
Moreover: “As opposed to ordinary child’s play, post-traumatic play is ob-
sessively repeated. In their attempts to undo the traumatic moment, survi-
vors may even put themselves at risk of further harm.” (p.39)

Constriction

Constriction has to do with reducing the range of one’s consciousness
in order to cope with the trauma. “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
state of consciousness.” (p. 42)

Reactions of frozeness, numbing, dissociation and entering trance states
are all typical of the phenomenon of constriction. According to Herman
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“These perceptual changes combine with a feeling of indifference, emo-
tional detachment, and profound passivity in which the person relinquishes
all initiative and struggle. This altered state of consciousness might be re-
garded as one of nature’s small mercies, a protection against unbearable
pain.” (p. 43).

Constriction symptoms usually start to predominate as intrusive symp-
toms diminish. In a way, they enable the traumatized person to resume her
usual activities. She may appear to function better outwardly but, warns
Herman, “...the severing of events from their ordinary meanings and the
distortion in the sense of reality persists. She (the survivor) may complain
that she is just going through the motions of living, as if she were observing
the events of daily life from a great distance.” (p. 48). One can appreciate
the state of utter loneliness and alienation the survivor finds herself in: the
very mechanism which enables her to “go on with her life” entraps her and
prevents her from connecting with the rest of the world.

TOWARDS A NEW UNDERSTANDING OF COMPLEX TRAUMA

As mentioned at the beginning of this article, the picture gets compli-
cated with people who have survived prolonged, repeated trauma, espe-
cially in childhood. They are less likely to display typical post-traumatic
symptoms similar to those defined just above. Consequently, they can eas-
ily be misdiagnosed and improperly helped as well.

Here is how this happens: “With patients who have suffered prolonged,
repeated trauma, the matter of diagnosis is not nearly so straightforward.
Disguised presentations are common in complex post-traumatic stress dis-
orders. Initially, the patient may complain only of physical symptoms, or of
chronic insomnia or anxiety, or of intractable depression, or of problematic
relationships. Explicit questioning is often required to determine whether
the patient is presently living in fear of someone’s violence or has lived in
fear at some time in the past. Traditionally, these questions have not been
asked. They should be a routine part of every diagnostic evaluation.

When the patient has been subjected to prolonged abuse in childhood,
the task of diagnosis becomes even more complicated. The patient may not
have full recall of the traumatic history and may initially deny such a his-
tory, even with careful, direct questioning. More commonly, the patient
remembers at least some part of her traumatic history but does not make
any connection between the abuse in the past and her psychological prob-
lems in the present. Arriving at a clear diagnosis is most difficult of all in
cases of severe dissociative disorder.” (p. 157)
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But even when the problem is properly diagnosed, the task of helping
the survivors of prolonged, repeated abuse in childhood remains formi-
dable, because we have to take into account the facts that if “Repeated
trauma in adult life erodes the structure of the personality already formed,

repeated trauma in childhood forms and deforms the personality.” (p. 96)
Consequently, a person who has been physically and/or sexually abused as a
child will display a specific personality organization related to these condi-
tions. Here are the main features that mark the lives of children who have
been abused.

Pathological attachment:

Children victims of abuse will tend to develop pathological attach-
ments, that is, attachments that “... they will strive to maintain even at the
sacrifice of their own welfare, their own reality or their own lives.” (p.98)
This happens because they had no choice but to bond with their abusive
caretakers and learn how to play their game in order to survive.

Frozen watchfulness:

Those children, “... while in a constant state of autonomic hyperarousal
must also be quiet and immobile, avoiding any physical display of their
inner agitation. The result is the peculiar, seething state of ‘frozen watchful-
ness’ noted in abused children.” (p. 100)

Social isolation

Abused children find themselves in a social vacuum because their families
are usually socially isolated, and because they are “...also profoundly limited by
the need to keep up appearances and preserve secrecy.” (p. 100) Because the
whole pattern of communication is usually pathological in their immediate
environment, they are isolated from other members of the family as well.

Feelings of abandonment
Very often, the “other” adult, the one who is not the perpetrator, failed
to intervene. Thus, “The child feels that she has been abandoned to her

fate, and this abandonment is often resented more keenly than the abuse
itself.” (p. 101)

Doublethink
Herman gives an impressive account of the “formidable developmen-
tal task” awaiting the abused child: she must learn to form primary attach-
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ment even though her caretaker is a dangerous person; she must develop a
sense of basic trust and safety while her caretakers are untrustworthy and
unsafe; she must develop a sense of self when she is in relation to others
who are cruel, uncaring or helpless; she must develop a capacity for bodily
self-regulation in a setting where her body is at the disposal of other’s needs;
she must develop a capacity for self-soothing in an environment without
solace; she must develop her capacity for initiative in a situation which
demands conformity with the abuser’s needs; she must develop a capacity
for intimacy when all her intimate relationships are corrupt and finally, she
must develop an identity in an environment which defines her as a whore
or as a slave. Along with this, the “existential task” of preserving hope and
meaning in an environment in which she is abandoned “t0 a power without

mercy” is equally formidable.

Double self: the bad one/the good one

In the process of trying to make sense of what is happening to her, the
abused child starts to believe that if this horrible treatment befalls her, it is
because she is bad. She feels rageful and aggressive, but she tries to camou-
flage this by persistently attempting to be good. She can become a “superb
performer” and she will do whatever is required of her to be loved by her
parents. “Thus, under conditions of chronic childhood abuse, fragmenta-
tion becomes the central principle of personality organization. Fragmenta-
tion in consciousness prevents the ordinary integration of knowledge,
memory, emotional states and bodily experience. Fragmentation in the in-
ner representations of the self prevents the integration of identity.” (p. 107)

Attacks on the body

Since the abuse often causes disruption in regulation of bodily and
emotional states for the child, the survivor is likely to develop chronic sleep
disturbances, eating disorders, gastrointestinal trouble, and many other
“bodily distress symptoms”. To cope with this as well as with “dysphoria” -
a dreadful feeling which is an undefined mix of terror, rage, despair and
gricf - the abused child will intensify the dissociative process. But, as Herman
points out, “Instead of producing a protective feeling of detachment, it
may lead to a sense of complete disconnection from others and disintegra-
tion of the self. The psychoanalyst Gerald Adler names this intolerable feel-
ing ‘annihilation panic” (p. 108)

To alleviate this kind of panic and to soothe heself to some degree, the
abused child will resort to self-destructive mechanisms. It is important to
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understand that those mechanisms are seldom used to “manipulate” other
people or-even to communicate distress. Rather, they serve to regulate the
internal emotional states: “Self injury is perhaps the most spectacular of the
pathological soothing mechanisms, but it is only one among many. Abused
children generally discover at some point in their development that they
can produce major, though temporary, alterations in their affective state by
voluntary inducing autonomic crises or extreme autonomic arousal. Purg-
ing and vomiting, compulsive sexual behavior, compulsive risk taking or
exposure to danger, and the use of psychoactive drugs become the vehicles
by which abused children attempt to regulate their internal emotional states.”

(p-109)

When the child becomes a grown-up

To sum up the situation, Herman talks about three major forms of
adaptation a child develops when she has to cope with an abusive environ-
ment:

* the elaboration of dissociative defenses

* the development of a fragmented identity

* the pathological regulation of emotional states

Once the child has grown up, when she attempts to live her life and
develop relationships with others, as an adult, all these mechanisms come
into play. It is as though “She is still a prisoner of her childhood; attempt-
ing to create a new life, she reencounters the trauma.” (p. 110)

The survivor’s relationships will thus be marked by “...hunger for pro-
tection and care and haunted by the fear of abandonment or exploitation.”
(p- 111) She will tend to develop “...a pattern of intense, unstable relation-
ships, repeatedly enacting dramas of rescue, injustice and betrayal.” (p. 111)
The risk of victimization in her adult life will be great. But we have to
understand that repeated abuse is not actively sought “...rather it is pas-
sively experienced as a dreaded but unavoidable fate and it is accepted as
the inevitable price of relationship.” (p. 112)

Even if most abused children tend to become victims in their adult
life, some survivors do become perpetrators. As could be suspected, research
(Carmen, Reiker and Mills, 1984; Pollack, Briere, Schneider and al., 1990)
supports the facts that: “Trauma appears to amplify the common gender
stereotypes: men with histories of childhood abuse are more likely to take
out their aggression on others, while women are more likely to be victim-
ized by others or to injure themselves” (p. 113)
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RECOVERY: PUTTING THE PIECES BACK TOGETHER

In the second part of her book, Herman writes about the pathway to
recovery. She insists that since the traumatic experience (circumscribed or
repeated, alike), has led to disempowerement and disconnection, the heal-
ing process must focus on empowerement (or re-empowerment) and the
creation of new connections with the environment. In this respect, the elabo-
ration of a healing relationship with a therapist is a basic ingredient in the
recovery process.

To be of a healing nature, this relationship must, first of all, give back
the power to the survivor while supporting her efforts to control her behav-
ior. The therapist is not there to control the patient. Instead, he/she should
become, in Kardiner’s words, an “assistant of the patient”. By doing this, a
safe and trustworthy relationship can develop between therapist and pa-
tient, and the healing can take place. .

This is not without pitfalls, because the patient will likely establish
traumartic transference with the therapist, precisely because her personality
has been “deformed” through her ordeal. The therapist must be aware that:
“...traumatic transference reactions have an intense life-or-death quality un-
paralleled in ordinary therapeutic experience. In Kernberg’s words, “It is as
if the patient’s life depends on keeping the therapist under control”. The
traumatic transference reflects not only the experience of terror but also the
experience of helplessness.” (pp. 136-137)

In this kind of transference, the therapist will experience strong de-
structive forces that will repeatedly intrude in the relationship and disrupt
it. According to Herman, these strong disruptive forces are a reflection of
the perpetrator’s violence rather than the innate aggression of the patient.
As the traumatic transference takes place, strong counter-transference reac-
tions will be elicited. The therapist will experience frustration when faced
with repeated disruption in the relationship with the patient; he/she will
cope with feelings of helplessness, rage and despair leaving him/her with
the impression of being “deskilled” while having to resist the temptation to
play the role of the rescuer, at the same time (which would, in fact,
disempower the patient and merely serve to defend the therapist against
helplessness, rage and/or despair). The therapist may even start to experi-
ence symptoms of post-traumatic stress disorder himself/herself and may
also be tempred to act out his/her sadistic impulses and become abusive in
many subtle ways.

This is why it is so important that the therapist make a contract with
the patient in order to provide a frame, a “container”, that will help manage
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the intensity of transferential and counter-transferential reactions. Kernberg
insists on this as well, when he explains how to work therapeutically with
borderline patients (who have been victims of childhood abuse, most of the
time). Because of the effect of traumatic transference, it is equally impor-
tant for the therapist to take care of his/her emotional health by joining a
support system of colleagues and/or teachers who can help him/her main-
tain good boundaries and develop a sense of perspective regarding the thera-
peutic situation. As therapists, we have to know that it is necessary to take
care of these aspects if we want the recovery process to take place in a healthy
and secure setting.

Herman defines three main stages of recovery for survivors of trau-
matic situations (circumscribed and prolonged, alike):

¢ Establishment of safety

* Remembrance and mourning

* Reconnection with ordinary life

In the next part of my article, I will explain what each stage is about, I
will look at them from a bioenergetic perspective, and I will talk about the
kind of work that can be done with childhood abuse survivors at each stage,
bioenergetically speaking. ‘

First Stage: Establishment of Safety

The establishment of safety is a prerequisite to any therapeutic work
done with survivors of childhood abuse. This goes hand in hand with help-
ing the survivor regain some power over her life. Herman mentions a cer-
tain numbers of ways in which this can be done:

Naming the problem

Naming the problem is crucial, especially with victims of prolonged
trauma who had to distort reality in order to survive. It is crucial because
“knowledge is power”. Knowing that one was not crazy to feel the way they
felt is tremendously important.

With several of my female clients who have been sexually abused, I
could see how empowering it was when I would encourage them not to
dismiss their feelings and sensations on the assumption that it was “crazy”
to feel that way. In order to help them validate those sensations and feel-
ings, I would talk in terms of different “versions” of their story. I would say
that although there always was an “official version” of their story, (usually
the one carried in the family), there was also a “hidden (or lost) version”
buried in themselves, in their bodies, that needed to come to light. Because
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I would tell them over and over again not to dismiss their sensations, feel-
ings, emotions or thoughts, in relation to their past, my patients would
often begin to piece together a different “story”, much more connected
with what they had always felt was “true”. Even in this initial phase, in
many small ways, the traumatized child tries to break through a barrier to
tell her story to someone who can hear, and the more the therapist validates
this inner voice, the more the patient can acknowledge and make space for

the traumatized child.

Restoring control

Restoring control, first in the body and then in the immediate envi-
ronment, is equally crucial to the recovery process. Herman suggests thatin
certain cases, the use of medication may be advisable in order to reduce
reactivity and hyperarousal. She also suggests the use of behavioral tech-
niques or hard exercise to reduce stress. Finally, she teaches the survivor
how to map her progress on a daily basis, how to chart her symptoms and
adaptive responses, and how to develop concrete safety plans.

Establishing a safe environment

According to Herman, the survivor will gradually shift her focus from
the control of her body to the control of her environment. This is why the
therapist should help his/her patient establish a safe environment by culti-
vating caring relationships. The therapist should be equally concerned with
the development of a plan for future protection with patients who tend to
put themselves in jeopardy without realizing it. In case or survivors of pro-
longed, repeated trauma, Herman points out that “The sources of danger
may include self-harm, passive failure of self-protection and pathological
dependency on the abuser. (...) In the process of establishing basic safety
and self-care, the patient is called upon to plan and initiate action and to
use her best judgement. As she begins to exercise these capacities, which
have been systematically undermined by repeated abuse, she enhances her
sense of competence, self-esteem and freedom.” (pp. 166-167)

CREATING A SAFE THERAPEUTIC ENVIRONMENT IN
BIOENERGETICS:
A Question of Control

In Bioenergetics, we have wonderful therapeutic tools to help survi-
vors of childhood abuse regain more control over their body. The delicate
part is to find how to introduce body work in the therapy setting in a way
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that will not only be safe and empowering to the patient, but in a way that
will feel safe and empowering to her as well. Here are different ways in
which I approach body work with some of my patients who are childhood
abuse survivors, in order to help them restore some degree of control over
their process:

* L let the patient monitor the distance and decide how she would like us
to sit in the room

Some of my clients are very sensitive to distance whereas others are
not, because they simply do not sense their boundaries. For those who are,
I suggest that they pick a place in the room where they will feel safe and I
ask them to tell me where to sit in order for them not to feel invaded. I
often remind them to pay attention to their body responses (breathing,
tensions and any other bodily experience) as a way to check out if the dis-
tance is okay for them. At the same time, I try to stay aware of micro-
movements in their face and body (tightening of the jaw; clenching of teeth,
of fists; reduction of breathing; shifts in the eyes; etc.) and I feed them back

the information, especially for those who need to develop more self-aware-
ness.

* I ask permission to touch

As a rule, I never touch my patients without asking permission, but I
am doubly aware of the need to be granted permission to touch when I
work with incest and childhood abuse survivors.

* I let the patient decide how she will dress to do body work

Childhood abuse survivors need to have some control over how they
will dress to do body work. That is not to say that their resistance to undress
must not be pointed out and analyzed, but this resistance should also be
understood as an attempt to protect themselves against further exposure
and abuse. It is necessary that the decision to take off clothing be theirs. I
have a very cooperative client, who has been sexually assaulted as a child,
who is very willing to do body work and who works very well indeed, but
she could never bring herself to work in a bathing suit or in underwear. She
elected to do body work in shorts and tanktop, and the fact that she still
insists on wearing this outfit rather than giving in to my initial suggestion
of wearing a bathing suit is clearly seen by both of us as part of a process to
regain power over her body. She is simply saying no to something she would
experience as abusive, for now.
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As we all know, childhood abuse survivors are in great need to be loved
and approved and many of them do not have a clear sense of their own
boundaries. This is why we have to be sensitive to the clothing issue. Most
of the time, we have to make these unbounded patients aware of the fact
that their compliance with the standard requirement to undress may indi-
cate that they are giving their bodies away to the therapist, either to gain
love and approval from a strong parental figure, or to be magically cured by
some omnipotent god-like figure, or merely because they feel that their
opinion and feelings are negligible. Not much will happen during body
work if we overlook this, because the patient will probably dissociate. Once
she gets back home though, she may very well be flooded with feelings of
distress, rage and shame, and she might find herself unable to cope with

those feelings alone.

» I use pushing back exercises to establish boundaries

Any exercise which calls for maintaining a boundary or for pushing
back with hands or feet or with the back may be a good starter, provided
that the patient agrees to experiment with it. But some of the survivors
might not push very hard neither very long, at first. For them, the mere
gesture of setting a limit and reclaiming their space may be very frighten-
ing, and the emotions elicited may be overwhelming. But it may be enough
for them, at first, to merely put their hands against mine to feel their bound-
aries or to slightly push against me . Used over and over, this kind of exer-
cises can help patients build their ego strength. Moreover, it lays the ground
for the development of feelings of safety, in the therapy setting as well as in
the world. It needs to be said though, that helping the patient establish
boundaries and reclaim her space is not only a matter of techniques, and
the attitude of the therapist must permit limit setting not only during exer-
cises, but in the rest of the therapy as well. Sometimes, patients will find
their own ways of pushing back the therapist: they may decline to do an
exercise, or refuse to comply with a set of instructions; they may reject
some of our interpretations; they may complain that we are being intrusive,
etc. When that happens, we must support the expression of their subjective
experience, but at the same time, we must persistently interpret their reac-
tion in terms of character structure, while acknowledging the part of reality
that triggered their reaction (there is never smoke without fire...). No small
feat!

53






















