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Trauma-Informed 
System 

¢  Enduring and meaningful change occurs when 
the people who make up the system share a 
philosophy about trauma, services, the helping 
relationship,  and trauma clients. 

 
¢  How we understand trauma will determine to 

how we envision the overall approach to the 
work we do. 
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Components of Presentation 
Part I – Neurobiological Understanding  of a 

Traumatic Experience 
Part ll -- Sexual Violence & Trauma 
 
Part lll-Complex Trauma & Mental Health 
 
Part IV – A Trauma-Informed Framework 
 
Part V – Understanding Trauma & Abuse 

Developmentally 
 
Part V – Therapeutic Considerations 
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Trauma Stress Framework 

 
¢  trauma is viewed not as a single discrete 

event but rather as a defining and 
organizing experience that forms the core 
of an individual’s identity. 
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The devastating effects of 
violence and abuse 

 
 
 Often shape every aspect of a  
person’s life, even years after the 
traumatic experience has occurred. 
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The effects are especially  
acute when: 

–  begins in childhood 

–  the violence is ongoing 

–  and is perpetrated by someone the person 
loves and should be able to trust. 
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¢  Ongoing experiences of abuse, denigration, 
neglect and loss interrupts the most fundamental 
aspects of psychobiological development : 

 
¢   the integrity of the body  

¢  the development of a healthy identity and 
coherent personality 

¢   secure attachment that leads to the ability to 
have healthy and reciprocal relationships.  
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¢  These experiences are especially formative 
when they begin during childhood when self 
definition and self regulation are being formed 
and consolidated 

¢  Brain Development is most vulnerable and 
critical in childhood 
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Brain Development 
¢  Brain hardwired to need social connections to grow well 

and develop resilience 

¢  Genes determine architecture of brain but it needs caring 
relationships to grow well 

¢  Experiences change the structure of the brain 

 
 

Part One 
 

Neurobiological 
Understanding of a Traumatic 
Experience (The Brain During 

Domestic/Sexual Assault) 
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Fear Circuitry 
 
 
 

¢  Plays a huge role in trauma and PTSD.  
¢   Located in multiple brain areas.  
¢  Operates automatically and mostly outside 

awareness.  
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 ¢  Our nervous system is evaluating risk and 

safety in the environment. 

¢   It's automatically doing this all the time. 
It's like a radar system, constantly sensing 
whether we're safe or not.  
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Threat activates the brain’s 
stress-response neurobiology. 

¢  Our five senses pick up the signs of 
imminent danger and transmit that 
information to the amygdala.  

 
 
¢  a complex set of chemical and 

neurological events known collectively as 
the "stress response" is triggered. 
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The Stress Response 

 
 

 
¢  the alarm system in the brain is activated 

and literally hijacks the rest of the brain's 
operations in order to put all systems in 
emergency mode until the threat is 
escaped or overcome. 
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Survival Reflexes (Biophysiological) 
Changes in Body 

¢  A cascade of neurochemicals from the adrenal 
glands initiates the adrenaline stress response: 

 
¢   we prepare to fight or flee,  
¢  heart rate and respiration increase;  
¢  Pupils dilate 
¢  Blood pressure increases 
¢  oxygen flow to muscle tissue increases; other 

non-essential organ systems are turned off,  
¢  including the frontal cortex.  

Catecholomines: Fight 
or flight response 
 
Cortisol: Energy 
available 
 
Opiods: Prevent pain 
 
Oxytocin: Promotes 
good feelings 

Four main chemicals secreted by the 
adrenals during a traumatic event.  

SOURCE: Southwick et al., 2005  

Catecholamines ( Adrenaline) 

¢  Are at very, very high levels during an 
assault.  

¢  They course through the body to help with 
the "fight" response 

 
¢  impair the circuits in our brain that control 

rational thought (PFC) 

18 
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Role of Cortisol 
¢  is to push the body into 
¢   hyper-alertness 
¢   hyper-activity  
¢  & increased physical responses  
(increased heart rate to maximize the distribution 
of the stress chemical throughout the body).  

¢  Cortisol levels are going to affect the amount of 
energy that the body has to fight back or to try to 
flee the situation 
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Opiates 

¢  adrenals, release opiates — natural 
morphine in the body. 

¢  opiates released in very, very high levels 
during traumatic events, again blocking 
the physical pain & emotional pain of the 
traumatic event  
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Opiates 
As a result of opiates victim’s affect during the 
assault and afterward may be 
¢  very flat,  
¢  incredibly monotone  
¢  expressing no emotional reaction 
 
¢  This can seem counterintuitive to both the victim 

and others 

¢  "This was a horrible traumatic event. Why are 
you not showing these kinds of emotions?"  
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Oxytocin 

¢  oxytocin is released in an attempt to 
increase positive feelings 

¢  This is the bodies attempt to balance the 
blunting of the pain from the opiates.  
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The Prefrontal Cortex  
 

¢  Holds thoughts and memories in mind.  
¢  Helps us manage emotions and reflect on 

behavior.  
¢  Helps manage other brain regions.  
¢  Allows us to focus our attention where we 

choose, and do what we choose, 
consistent with our goals and values.  

¢  Becomes impaired in traumatic situations 
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Loss of executive functioning. 
 

¢  Deactivation of the left hemisphere has a 
direct impact on the capacity to organize 
experience into logical sequences and to 
translate our shifting feelings and 
perceptions into words. 

24 
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The Prefrontal Cortex 

The Prefrontal Cortex 
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Speechless Horror 

¢  Broca’s area in the left hemisphere is 
deactivated (speech centre of the brain) 

¢  Broca’s offline when victims have a 
flashback 

Amygdala encodes memory as sensory 
fragments, implicit and unconscious 
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Freezing .. 

¢  Occurs when the amygdala – part of the 
brain’s fear circuitry – detects a threat and 
signals the brainstem to inhibit movement. 

 
¢   It happens in a flash, automatically and 

beyond conscious control.  
 
¢  This shifts a person into a state of 

vigilance for incoming attacks and possible 
ways to escape.  
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Anatomy of a Freeze or Dorsal Vagal 
Shutdown 

¢   the body has 2 complementary nervous 
systems:  

¢  a Sympathetic (arousing)  
¢  Parasympathetic (calming).  

¢  Both are needed not only for psychological 
balance, but for survival.  

¢  Without a Parasympathetic modification, the 
heart would beat too quickly to sustain life. 
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Neurobiology of Traumatic Experiences 

¢  Loss of prefrontal regulation (we don’t 
think well) 

¢  Bottom up attention (focus only on what 
threatens us) 

¢  Emotional reflexes (amygdala takes over) 
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¢  The amygdala catalogues past threats to 
apply them to future situations. 

 
This is a critical survival factor, enabling instant 
response to danger 

¢   Unlike our fragile memory for names and 
dates,  the amygdala has a tenacious memory 
for what has frightened us” and its very 
“activation results in chemical processes that 
enhance memory for fearful experiences” 

(Cozolino, p. 151) 

  
30 
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¢   If we’re in constant danger, this efficient 

system is protective. 

¢   However, sometimes something will 
remind us of a past danger even when 
we’re not in actual danger.  
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Women who are continuous states of 
danger have more Complex 

Responses 

¢  When danger is ever-present, alarm goes off too 
frequently. 

 
¢  Brain treats all potential threats as actual threats. 

¢  Brain continues to release chemicals, so body 
becomes unbalanced. 

 

32 
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¢  When in this physiological state neutral 
faces appear to be angry 

¢   our nervous system evaluates anything 
that may be neutral as dangerous, rather 
than pleasant.  

¢  But once we become calm and engaged, 
we see neutral as being neutral  

 

¢  Reminders of past dangerous experiences 
are called triggers.  

 
¢  Triggers activate the alarm system.  
 
¢  When someone is triggered they may feel 

and act as though they are back in the 
time of danger, even though they are not.  
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¢  Traumatic memories are encoded into the 
brain differently, due to the high levels of 
adrenaline and other stress hormones that 
are circulating through the body during the 
traumatic event.  

¢  Reminders of past dangerous experiences 
are called triggers.  

 
¢  Triggers activate the alarm system.  
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When traumatized people are 
triggered 

¢   their right brain reacts as if the traumatic 
event were happening in the present. 

¢  Because the left brain is deactivated, they 
are not aware they are reexperiencing and 
reenacting the past. 

¢  They are just furious, terrified, enraged, 
ashamed or frozen. 

36 
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Common triggers may include:  
 

¢  Reminders of past events.  
¢  Lack of power/control.  
¢  Separation or loss.  
¢  Transitions and routine/schedule 

disruption.  
¢  Feelings of vulnerability or rejection.  
¢  Feeling threatened or attacked. Conflict in 

relationships.  
¢  Loneliness.  
¢  Sensory overload (too much stimulation). 37 

 
 Triggers 

¢  Being blocked or feeling 
trapped  in a room 

¢  Someone standing over 
them while they sit  

¢   sitting in a crowded room 
in a place in accessible to 
the door and exit 

¢  Not being believed 
¢  Being insulted/ put down/ 

belittled 
¢  Loud or sudden noises, 

fire alarms ,car backfiring 

Trauma Responses 
¢  Sense of helplessness  

Rage / anger, edgy  
¢  Lower frustration 
¢  quick to anger,  
¢   quick to avoid, become 

numb 
¢  Sense of despair, 

depression, tears 
¢  appearing far away or 

“spaced out” 
¢  Fear, anxiety, pacing.  

Restlessness, difficulty 
catching breath 
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The developing brain is exquisitely 
sensitive to stress. 

  
Neural systems that are activated in a repetitive 
fashion can change in permanent ways- 
 
¢  The more threat related neural systems are 

activated during development, the more they will 
become ‘built in.’ 
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¢  These brain connections or chemical 
tendencies laid down in a dangerous 
environment from early life ..become 
entrenched. 

¢  Even if an individual ends up in a safe and 
secure adult environment her brain is likely 
to stay on constant lookout for signs of 
danger 
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Hyperaroused-sympathetic nervous 
system 

 

¢  Result of high levels of cortisol in the brain affect 
health, well being and the ability to cope 
throughout life 

¢  Excessive or prolonged levels of stress 
hormones leads to wear and tear on biological 
systems, tissues and organs, resulting in long 
term chronic mental and physical illnesses. 

¢  In this state, life becomes a constant 
struggle that involves unbearable tension 
and ultimately emotional as well as 
physical exhaustion (hence the depression 
and physical health problems that so often 
occur with PTSD). 

42 
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¢  While cortisol makes energy available for 
threat and danger, it results in shutdown of 
the protein synthesis required for learning 
& immunological functioning. 
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How The Brain Is Changed 
¢  Effect of ongoing stress results in high arousal 

and the secretion of stress hormones 

¢  If the amygdala is overstimulated, the function of 
the hippocampus can be suppressed. 

¢  These hormones affect brain development and 
traumatized people have smaller hippocampus 
(15% smaller) 
 

 
 

 
 

Hippocampus is.. 

¢  Necessary for new explicit memory 

¢  Especially vulnerable to the destructive 
effects of cortisol 

 
¢  Cortisol triggers hippocampal neurons to 

work harder and harder until they actually 
run out of energy, collapse and die. 
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Suppressed Hippocampus 
¢  Person has no context for memories and 

past and present can become confused 

¢  Dissociation of the sensory and affective 
elements from coherent narrative 
memories 

¢  Results in fragmented traumatic memory 
that is saved within the limbic system or 
through the senses 

46 

Role of Hippocampus 
¢  Two categories of memory play an 

important role in the development of 
trauma memory 

¢  Explicit or declarative memory is the 
memory of facts, ideas, concepts, and 
events.  

¢  We are consciously aware these 
memories (linked to language)  

¢  The hippocampus processes explicit 
memory. 
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Implicit Memory 
¢  Left hemisphere does not develop (nor 

does Hippocampus) until the third year of 
life 

No explicit memories of these early years 
 
Implicit memory is stored in the amygdala 
¢  Bypasses language 
¢  Has no narrative 
¢  Is unconscious 
 

48 
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Fight, Flight, Freezing states 
Contribute to health problems because of intense 

& chronic body constriction 
 
Hyperarousal -sympathetic nervous system 
 
Freezing- parasympathetic (contributes to  

 chronic pain conditions.   
 

   Trauma held in body. 
 

 
 50 

���
���
���

Because bodies express what cannot be 
verbalized, traumatic memories are often 

transformed into physical outcomes 
including:���

  
¢  Chronic pain (especially pelvic) 
¢   Gynecological difficulties 
¢   Gastrointestinal problems 
¢   Asthma 
¢   Heart palpitations 
¢   Headaches 
¢   Musculoskeletal difficulties 
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Chronic abuse and neglect that 
occurs in childhood  

•  typically leaves people with a host of 
intense responses and symptoms 

  
•  These responses and symptoms tell the 

story of their abuse… 

•  but without words and without knowledge 
about what is being remembered  

   (Siegel, 1999).  

Most traumatized people …  

¢  develop extreme coping strategies to 
manage the effects of overwhelming 
traumatic stress 
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¢  Behaviours that develop represent valiant 
neurobiological attempts to cope with the 
trauma:  

¢  self-injury and suicidality,  
¢  risk-taking, re-enactment behavior,  
¢  caretaking and self-sacrifice,  
¢  re-victimization, and addictive behavior.  

Part Two 
Sexual Violence and Trauma 

54 
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Prolonged abuse and trauma 
result in… 

 
¢ complex neurobiological & 

psychological effects  

55 

The clinical picture  

¢  for someone who has survived a car 
accident or mugging… 

¢  is different from someone who has 
experienced ongoing abuse and/or 
violence within a close relationship. 

Domestic violence is, by its nature, chronic 
   

57 

Prolonged Abuse results in Complex 
Psychological Adaptations 

¢  Women subjected to repeated abuse by 
their partners develop an insidious form of 
post-traumatic stress that can change and 
distort their personalities. 

¢  The repetition of abuse amplifies all the 
hyperarousal symptoms. 

¢  Chronically abused women are continually 
hypervigilant, anxious and agitated. 

 
PTSD is what happens … 

..when the brain's alarm system doesn't 
automatically or rapidly re-set itself. 

¢   When the brain's alarm continues to 
signal danger even though safety has 
been restored, the brain's overall 
functioning remains in an altered state that 
is the chronic stress response.  
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Hyperarousal 

¢  traumatic events recondition the human 
nervous system.  

¢  Amygdala on permanent alert 
¢  survivors do not have a normal baseline 

level of alert, or a state of relaxed 
attention.  

¢  they have an elevated baseline of arousal  

60 
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¢  Chronic arousal interferes with people’s 
ability to use their emotions as information 
upon which to make decisions about how 
to act.  

¢  In particular, fear is an emotion that alerts 
people to pay attention, so that they can 
act/respond to the situation.  

Trauma in the Context of Sexual 
Violence 

¢  These complex neurobiological and 
psychological effects interfere with the way 
that sexual violence victims 

¢   access safety, 
¢  make self-protective decisions 
¢   process information 
¢   and 
¢   remember details.  
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Trauma in the Context of Sexual 
Violence 

¢  Affects help seeking and decision-making 
¢  Prevents mobilization of resources 
¢   Increases risk of being isolated & 
¢  Controlled 
¢   Interferes with health and mental care 
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¢  Dissociative states associated with 
severe trauma can impair women’s ability 
to attend danger signals 

¢  Women may not learn they have a right to 
protect themselves from harm. 
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Dissociation & Sexual Assault 
 
¢  Victim may “blank out” for part of the assault 

¢  Victim may appear detached  

¢  Paradoxical behaviours (not fighting, screaming, 
reporting, seeking help or calling it rape ) 

¢  Talking to perpetrator afterward 
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Trauma presentations can result in 
police not believing rape victims 

¢  Victims  had trouble recalling an attack 

¢  They couldn’t give a chronological account of 
what happened 

¢  Some expressed no emotion 

¢  Others smiled or laughed as they described 
being assaulted 

(Tom Tremblay, investigator in a sex crimes unit in 
Vermont. 

66 
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The dynamics of domestic 
violence . . . 

¢  can often be misunderstood by the public at large and by 
service providers, including those in the criminal justice 
system. 

•  This lack of information and insight about 
domestic violence: 
“creates serious risks of imperfect justice for domestic 
violence victims who do not present . . . in concordance 
with widely held expectations of the typical victim of 
domestic violence.”  

(Kohn, 2003, 741) 

Victims Often Can’t Explain….. 

¢  their own psychological responses and 
coping. 

¢  They may not recognize the role of abuse-
related trauma in the development of some of 
their own severe responses or ways of 
managing. 

¢  The onus is on the service provider to be 
trained to screen for abuse and violence in 
women lives 

Recognizing Trauma Specific 
Responses 

¢  Flat affect 
 (opiate levels body, can stay very elevated 

 for 96 hours post assault) 
 
¢  Dissociation (viewed themselves from a 

distance, talk about themself in 3rd person) 

¢  Hyperarousal (jumpy, irritable, difficulty 
concentrating) 
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What might appear to be an 
“inconsistency” in the way a 

victim reacts, or tells her 
story. . . 

¢  Is actually a typical, predictable and normal 
way of responding to life threatening events 
and coping with traumatic effects 

¢  Understanding this is one of the 
fundamental challenges for the criminal 
justice system  

Complex Trauma & 
Revictimization 

71 

Revictimization 

¢  A number of studies explore link between 
histories of physical and sexual abuse in 
childhood and experiencing sexual assault 
as an adult 
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This vulnerability also relates to 
sexual assault 

¢  Women with a history of child sexual 
abuse are four times more likely to be 
sexually assaulted as  adults 
(revictimization) than women who were not 
sexually abused in childhood.  

     (Filipas & Ullman, 2006). 

Research findings 

¢  Women who were abused as children or 
who witness their mothers being abused 
appear to be at greater risk for 
victimization in adolescence and 
adulthood by both intimate and non-
intimate perpetrators 

¢  (Stermac et al, 2002;Besnley et al, 2003; 
Classen et al, 2005). 
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Revictimization 
¢  This is the phenomenon of having repeated 

experiences of violence or abuse by different 
perpetrators. 

¢  80% of women incestuously raped in childhood 
experienced another sexual assault after the age 
of 16. (Haskell, 1997) 

 
 

Psychological Explanations 
for Revictimization 

¢  Lack of trust so develop few sustaining 
and supportive relationships  

¢  Hypervigilance (see everything as a threat 
so miss danger cues) 

¢  Dissociation (disconnect when faced with 
threat) 

¢  Substance abuse  
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Psychological Explanations 
for Revictimization 

¢  Traumatic Sexualization 

¢  Lack template for healthy relationship 

77 

Traumatic Sexualization 

A process in which a child’s sexuality 
(including both sexual feelings and sexual 
attitudes) is in an developmentally 
inappropriate and interpersonally 
dysfunctional manner, by several processes. 
¢  use of secondary gains and rewards by 

the abuser for compliant sexual behaviour. 
. 

78 
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Traumatic Sexualization 

¢  many little girls were often given special 
attention, privileges and even affection as 
part of the ongoing sexualization and 
sexual intrusion perpetrated by the 
abusers  

79 

¢  obviously a confusing dynamic — being 
sexually abused while also being treated 
as “special,” being favoured, and being 
rewarded for being sex objects existing for 
the gratification of adult male sexual 
perpetrators.  

80 

 
 

¢  This dynamic sends deeply distorted messages 
about sexuality and leads to what is often a life-
long and conflicted relationship to a woman’s 
own sense of her sexuality.  

¢  They learn that sexual behaviour is an extremely 
effective way to receive male attention.  

¢  Same lesson is reinforced societally, with the 
obsessive emphasis that girls/women be “sexy” 
and “sexually attractive” to men  

81 

Connection to RV 
¢  The combination of oversexualizing & 

overidealizing of men with an impaired 
ability to correctly identify persons who are 
untrustworthy 

¢  Early sexual trauma in combination with 
social isolation, and psychological 
difficulties contribute to difficulty detect 
danger and acting self protectively 
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Traumatic Sexualization 
Sexual fearfulness 
¢  Refers to women’s fear of men’s sexual 

interest and desire 
¢  Believe that if a man is sexually interested 

in them it is inevitable that they will be 
forced to accommodate his sexual needs 

¢  They have been taught that they are 
unable to control access to their bodies 
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Sexual Disconnection 

¢  Feeling outside one’s body during sex 
¢  Needing to have a drink before sex 
¢  Experiencing disturbing images during sex 

¢  Women learn to disconnect from their 
sexuality, sexual feelings and from their 
body which they have experienced as a 
site of violation and obliteration 

84 
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Contextual Explanations 
¢  Context of pervasive male sexual violence 
¢  Lack of affordable therapy 
¢  Early prevention focus is cognitive & 

ineffective 
¢  Early stigmatization-(racism, poverty, sex 

trade) 
¢  Early experiences of inadequate or 

punitive responses from law enforcement 
or social services (creating reluctance to 
trust the system) 
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  PART THREE 

 
COMPLEX TRAUMA & MENTAL 
HEALTH 
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Why Understanding Complex 
Trauma is Relevant 

¢  There is a shared understanding that the 
psychological effects of violence can be 
overwhelming and debilitating in ways that 
outlast the actual violent experiences 

¢  The effects linger and often create their 
own set of barriers and difficulties 
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¢  When traumas accumulate over time, 
they may be associated with more 
severe and complex psychological 
reactions 

¢   (Briere & Spinazzola, 2009; Brodland, 2010). 

¢  This creates risk factors for re-
victimization in the future and for 
responding to later traumas with more 
extreme symptoms (Herman, 1997). 

Exposure to sustained, repeated or 
multiple traumas, particularly in the 

childhood years 
¢  result in a complex symptom presentation that 

includes posttraumatic stress  symptoms 
And 
¢  symptoms reflecting disturbances predominantly 

in affective and interpersonal self-regulatory 
capacities  

¢  anxious arousal 
¢  anger management 
¢   dissociative symptoms 
¢   aggressive or socially avoidant behaviors. 89 

Use-dependent Development of the 
Brain 

The developing brain organizes in response to  
o  the pattern,  
o  intensity and  
o  nature of sensory perceptual and affective 

experience of events during childhood 
 
 (see Perry, 1994; Courchesne et al., 1994; Perry, 
1997). 

90 
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Use-dependent brain 
 

¢  When a circuit fires repeatedly, it can 
become a default seeing.   

¢  If you feel safe and loved, your brain wired 
to enjoy exploration, play& cooperation 

¢  If you are frightened and neglected, it 
specializes in managing feelings of fear 
and abandonment. 
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¢  With complex trauma the internal threat of 
being unable to self-regulate, self-organize 
or draw upon relationships to regain self-
integrity are some of the worst outcomes. 

                                      Van der Kolk 
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Many traumatized children and adults, confronted 
with chronically overwhelming emotions, lose their 
capacity to use emotions as guides for effective 
action.  
 
 
They often do not recognize what they are feeling 
and fail to mount an appropriate response. 
 
 This phenomenon is called “alexithymia,” an 
inability to identify the meaning of physical 
sensations and muscle activation. 
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Failure to recognize what is going on causes them 
to be out of touch with their needs, and, as a 
consequence, they are unable to take care of 
them. 
 
 This inability to correctly identify sensations, 
emotions, and physical states often extends itself 
to having difficulty appreciating the emotional 
states and needs of those around them. 
 
 Unable to gauge and modulate their own internal 
states they habitually collapse in the face of threat, 
or lash out in response to minor irritations. 
Van der Kolk, 2006 94 

¢  Bessel van der kolk (2014), a psychiatrist 
who is one of the most renowned 
international experts on psychological 
trauma, writes that, “trauma changes not 
only how we think and what we think 
about, but also our capacity to think.”   

95 

 
 

“The rational, executive brain, the mind, the 
part that needs to be functional in order to 
engage in the process of psychotherapy, 
has very limited capacity to squelch 
sensations, control emotional arousal, or 
change fixed action patterns”. 
 
 
Van der Kolk, 2006, p. 5 

96 
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Given that understanding and insight are the 
main staples of both cognitive 
behavioral therapy (CBT) and 
psychodynamic psychotherapy, the principal 
therapies currently taught in professional 
schools, the discoveries of neuroscience 
have been difficult to integrate into 
therapeutic practice. 
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Neither CBT protocols nor psychodynamic 
therapeutic techniques pay – 
sufficient attention to the experience and 
interpretation of disturbed physical 
sensations and preprogrammed physical 
action patterns. 
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¢  Understanding the effects of trauma 
as the result of disturbances in self-
regulatory capacities is useful as it creates 
conceptual coherence to the multiple, 
diffuse, and apparently contradictory 
symptoms of complex trauma 
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We need comprehensive 
frameworks …. 

¢  That provide explanations and coherence 
to the bewildering array of clinical 
presentations in survivors who have 
endured long periods of abuse and 
neglect. 

100 

Complex PTSD… 

¢  Judith Herman writes, 
“The beauty of the complex posttraumatic 

stress disorder concept is in its integrative 
nature.  Rather than a simple list of 
symptoms, it offers a coherent formulation. 

 
It includes the three cardinal symptoms of 
complex PTSD…somatization, dissociation, 

and affect dysregulation 
101 102 

We need to understand the etiology of 
these highly intercorrelated groups of 

symptoms : 

 This is best done with a developmental 
framework anchored in attachment theory 
to make sense of the complex adaptations 
people make in order to survive ongoing 
abuse.  
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This kind of approach 

   . . .looks at how self-formation is disorganized 
and shaped by ongoing abuse and trauma.   

 
   This includes, biological, cognitive and emotional 

aspects of development.  
 

Why a bio-psycho-social trauma 
framework? 

¢  Understanding clients from a 
neurobiological perspective guide 
treatment towards helping people increase 
their self capacities 

¢  It orients the clinical work towards 
enhancing self regulation and learning to 
calm their nervous systems 
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¢  Despite the evidence for these kinds of 
frameworks, the connections between 
violence and mental health are often lost.  

¢  mental health professionals often label 
women who have experienced violence 
with mood disorder diagnoses such as 
depression and borderline personality 
disorder with little or no consideration for 
the social context that may be contributing 
to her concerns. 
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Part Four 
A Trauma Informed 

Framework 

106 

107 

¢  Without a shift to trauma-informed 
services there will continue to be a failure 
to meet the complex needs of traumatized 
individuals 
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¢  In a trauma-informed approach the focus 
is on understanding the whole individual 
and appreciating the context in which that 
person is living their life. 

¢  Rather than asking: “How do I understand 
this problem or this symptom?” 

 
¢   We ask instead:  “How do I understand 

this person?” 
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This approach  

¢  shifts the focus onto the individual  
¢  and away from some limited aspect of his/

her functioning  

¢  It gives the message that his/her life is 
understandable, and her behaviors make 
sense when they are understood as part of 
a whole picture. 
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Trauma Framework 
 
¢  Views “symptoms” as adaptations 

¢  Adaptations are an attempt to solve a problem 
 
¢  Symptoms occur in response to something, not 

randomly.  There is a function & a purpose to the 
responses 

¢  Symptoms are an attempt to solve a problem 
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An Adaptation Model 
¢  Emphasizes resiliency in human response to stress 

¢  Helps survivors recognize their strengths and inner 
resources, instead of defining themselves by weakness 
and failure 

¢  Reduces shame 

¢  Engenders hope for client and helper 

¢  Helps reinforce a framework in which everything is part 
of a whole  

Adaptations to Domestic 
violence and ongoing threat 

 ¢  An assaulted woman may cope by: 
¢  Not expressing opinions 
¢  Never disagreeing 
¢  Becoming smaller, diminishing herself 
¢  Don’t ask for things 
¢  Becoming isolated, cut off friends and family 
¢  Accommodating unwanted sex 
¢  Placating and appeasing 
¢  Trying to be a better spouse/partner/housekeeper/

mother/cook 
¢  Minimizing and denying the fear 
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More Examples of Adaptations 
¢  Dissociation 
¢  Substance abuse 
¢  Self-Harm  
¢  Denial 
¢  Lying 
¢  Avoiding/numbing responses- avoid feeling. 

Need feelings to guide behaviour. 
 

Coping & Adaptations 
¢  Normalize client’s adaptations  as their best 

efforts to cope with intolerable circumstances 

¢  Every adaptation helped an abused woman 
survive in the past and to some degree in the 
present 

¢  These adaptations are often (mis)perceived 
as pathological conditions by people who 
don’t understand the nature of abuse and 
what women do to survive it 
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 ¢  The changes and adaptations that 

women develop as a result of their 
abuse are often misunderstood. 

¢  Many observers who have never 
experienced prolonged terror and abuse 
presume that they would show greater 
courage or resistance in the face of 
abuse experiences. 
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These coping strategies 
¢  may help survivors to endure the abuse while it 

is occurring (and are often encouraged by those 
perpetrating the abuse), but can be limiting for 
an adult 

 
¢   They present barriers to treatment and recovery 
 
¢  And be perceived as pathological conditions in 

assessments that are not trauma-informed. 
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Trauma Framework 
 
¢  Sees the helper as an essential part of the 
  healing process  

¢  Forming a respectful relationship with survivor  

 clients is the first and most important step. 

¢  Using this relationship, we can help clients 
develop skills to manage feelings and memories. 

¢   When clients are better able to manage feelings 
and traumatic memories, their symptoms and 
crises will lessen.   
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¢  It is important for the helper/provider to be self-
aware.  

¢  This work will change the therapist.  It is not 
possible to do this work and not be affected. 
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¢  The literature is characterized by deficit-
based discussions of victimized women, 
generally overlooking how they display 
tremendous strength and courage on a 
daily basis. 

•  A strengths perspective demands a 
different way of seeing clients, their 
environments, and their current situations. 

•  We must be genuinely interested in and 
respectful of our client’s stories, narratives, 
and accounts, as well as the interpretive 
angles they take on their experiences 

120 
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Identifying Clients’ Strengths  

 
Means recognizing the survivor’s:  
 
¢  skills, talents, and abilities   
¢  resources 
¢  resilience and achievements 
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Recognizing and Naming Client 
Strengths 

 
¢  Ability to have perspective and see 

alternative viewpoints 
¢  Ability to have empathy for self and/or 

others 
¢  Ability to set appropriate boundaries in 

relationships with others 
¢  Willpower and initiative  
¢  Awareness of own psychological needs 
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 ¢ Sense of humour 

¢ Insight, ability to be introspective 

¢ Ability to establish mature relationships with others 

¢ Ability to make self-protective judgments 
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PART V 
 

  Understanding Abuse and 
Trauma Developmentally 
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Simple PTSD 
¢  single incident 

¢  shorter duration 

¢  later in development 

¢  less stigma 

¢  less often interpersonal 
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  ¢  A single traumatic event can occur almost 
anywhere.  Prolonged, repeated trauma, by 
contrast, occurs only in circumstances of 
captivity. 

 
¢  The most common examples of severe, 

prolonged and repeated interpersonal 
victimization are child abuse, wife assault and  
rape in marriage. 
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  ¢  Other examples include:  prisoners of war, first 
nations people in residential  schools, and abuse 
against vulnerable members of  families (elderly 
or disabled family members). 

 
¢  “Women and children are rendered captive by 

economic, social, psychological and legal 
subordination, as well as by physical force.” 

   (Judith Herman, 1993). 
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Complex PTSD 
¢  multiple incidents  
¢  longer duration  
¢  earlier in development (especially first 5 years or 

so)  
¢  greater social stigma  
¢  childhood abuse often followed by adult abuse 

experiences (revictimization)  
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Optimal Early Life and Brain 
Development 

¢  An infant and her mother engage in 
reciprocal communication primarily 
through shared gaze, vocalizations, touch 
and smell. 

¢  These interactions provide sensory 
stimulation that facilitates early brain 
development. 
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¢  The high level of contingency gives the 
infant a sense of control over the mother’s 
emotional expressions, and this sense of 
control results in a sense of self-efficacy 
that helps counter the infant’s distress—
just as it may happen for adults in therapy. 
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¢  It is often assumed that infants first learn 
to identify their emotional states from 
internal cues. 

 
¢  On the contrary, infants learn to 

differentiate their internal states on the 
basis of external cures (parents’ empathic 
emotional responses).  
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Mentalizing 

 
 
the process by which we make sense of the 
contents of our own minds and the minds of 
others 
 
(Bateman & Fonagy 2012) 
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¢  Maternal depression is associated with a 
lower level of contingent emotional 
interaction, as well as, maternal 
intrusiveness and negative emotions 

 
¢  Caregivers’ dissociative states creates 

problems by nullifying infants’ control over 
their caregivers responsiveness 
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Attachment and Development of 
the Mind 

¢  Infant’s core self includes a sense of self-with –
other, based on highly coordinated interactions 
between the infant and parent. 

¢  These interactions foster self-regulation through 
sensitive affect attunement and parental 
mirroring. 
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¢  The mother modulates her child’s arousal 
by both calming the infant when arousal is 
too high and stimulation the infant when 
arousal is too low.   
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Siegel, neurons that fire 
together wire together 

 
¢  The architecture of the brain is associational--

incoming stimuli(mother’s sensitive touch, 
soothing voice, look of calm) trigger activity in 
the baby’s brain. 

 
¢   those neurons that fire in synch link up, a neural 

network associates all of these maternal stimuli 
with a feeling of safety 

138 

 
 
 

 

¢  A child’s capacity to handle psychological and 
physiological stress is completely dependent on 
the relationship with her parent. 

¢    Infants have no ability to regulate their own 
stress apparatus.  We acquire this capacity 
gradually as we mature—or we don’t, depending 
on our childhood relationships with our 
caregivers. 
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Outcome of Good Enough 
Parenting  

¢  Affect Skills-modulate & tolerate distress 
¢  Interface with environment 
¢  People as affect regulators 
¢  deal with surmountable obstacles 
¢  progressive repertoire development 
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Effects of Abuse on Self-
Capacities  

¢  Child develops an avoidant style of relating 

¢  Child utilizes dissociation 

¢  Child is deprived of normal attachment-related 
learning, including the development of identity, 
boundary and affect regulation skills 

¢  Insurmountable affective obstacles  

¢  develop avoidance repertoire  

 

Attachment 
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¢  The ability to mentalize enables children to 
develop a sense of identity (or stable self- 
concept) and this enhances their understanding 
of both their own feelings and motivations, and 
those of others.  

¢  Mentalization is assumed to be an important 
coping skill that is necessary for effective 
emotion regulation.  
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Defined in this way, 
mentalization 

becomes a precondition of:  

¢  social skills 
¢   self-soothing 
¢   empathy 

¢   and multiple other facets of emotional 
intelligence and social-emotional maturity  

143 

The single most consistent 
factor in ameliorating trauma  

¢  is a caring, attuned relationship with 
someone who can contain and regulate us 
while we process the traumatic impact, 
whatever its origin. 

144 
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when an upset, dis-integrated 
brain. . .  

¢  comes into the presence of a calm, 
integrated brain,  

¢  the upset brain has a good chance of 
being supported and calmed 
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¢  Half century ago attachment was not 
understood. 

¢  Drs. at orphanages ordered children to be 
separated from one another and contact 
with nurses was kept to an minimum 

¢  While fewer children died of diseases, the 
death rate soared. 
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¢  Baby Brielle on the 
left, was alone in an 
incubator and had 
breathing and heart 
rate problems.  A 
nurse put her twin 
Kyra in with her.  Kyra 
wrapped her arm 
around her smaller 
sister and Brielle 
began to calm down 
and thrive. 

¢  Life Magazine, 
¢  June 1996 147 148 

¢  Attachment security is dependent on sensitive 
and responsive care giving 

 
¢  Infants unquestionably take abusive parents as 

attachment figures 
 
¢  Differences in attachment security lead to 

differences in social competence 

149 

 
 
 

¢  Each attachment pattern is an adaptation to a particular 
style of caregiver behaviour 

 
¢  Attachment theory emphasizes the mother-infant bond 

as the prototype of attachment  
 
¢  The maternal attachment has been found to exert the 

greater developmental influence 

¢  Attachment schemas in young children are 
measured by observing children’s 
reactions to stressful situations and how 
they use their parents to regulate their fear 
and anxiety. 

150 
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“The Strange Situation” 
¢  Ainsworth developed a separation-reunion 

paradigm to depict patterns of attachment 
behaviour. 

 This project examined four patterns of 
attachment: 

¢ Secure 
¢ Avoidant 
¢ Resistant 
¢ Disorganized 
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Secure Attachment 

¢  This group of infants protested or cried on 
separation, but when the mother returned, 
they greeted her with pleasure, frequently 
stretching out their arms to be picked up 
and molding to her body.  

¢  They were relatively easy to console.  
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Avoidant 
¢  These infants gave the impression of 

independence.  
 
¢  They explored the new environment 

without using their mothers as a base, and 
they didn’t turn around to be certain of 
their mothers presence 

 
¢  When the mother  returned they ignored or 

avoided her. 
154 

Resistant 

¢  These infants tended to be clinging from 
the beginning and afraid to explore the 
room on their own.  

¢   anxious and agitated upon separation, 
often crying profusely.  

¢  sought contact with their mother when she 
returned, but simultaneously arched away 
from her angrily, resisting all efforts to be 
soothed. 
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 Disorganized Attachment 

¢  An unsolvable dilemma-  fright without 
solution 

¢  Infants responded with contradictory 
behaviours, such as crawling backwards, 
or  

¢  crying while moving away from the mother  
¢  bizarre movements and postures 
¢  behaviours indicating disorientation 

156 

An infant with disorganized attachment 
has no consistent or organized strategy 

for responding to stress because 
   her mother is frightening  
    or  
  is communicating fright 
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¢  Disorganized attachment is indicative of 
the most profound insecurity and predicts 
cognitive impairment, lack of social 
competence, externalizing, themes of 
helplessness and fear in preschool 

¢  Dissociation is among the most striking 
outcomes 

158 

Adult  Attachment   Infant Behaviour 

¢  Unresolved/Disorganized 
 Lapses in reasoning and 
coherence. Finds 
questioning about trauma 
& loss to be disorganizing 
and disorienting.  Lapses 
may be brief (interference 
with working memory). 

¢  Disorganized 
 Infant disorganized in her 
behaviours in mothers 
presence.  Infant may 
freeze with a trance like 
expression.  May rise at 
parent’s entrance, then 
fall prone on the floor. 
May cling while crying 
hard and leaning away 
with gaze averted. 

 
 
 

¢  Attachment schemas stay with us for the 
rest of our lives. 

 
¢  They are stored in networks of our 

unconscious memory and influence 
development, the quality of our 
relationships, and our ability to regulate 
our emotions. 
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¢  Secure attachments build the brain in 
ways that optimize neuronal activity, 
autonomic arousal, and positive coping 
responses. 

 
¢  Insecure  attachments build brains 

vulnerable to stress, suboptimal 
performance, and poor coping abilities. 
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¢  The sculpting of these brain systems 
during early experience influences our 
functioning throughout life. 
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Self-Capacities 
¢  The Self may be described as a collection of 

internal skills and capacities. 
 
¢  Three capacities are especially important to 

client’s responses to aversive events: 
 

l  Identity 
l  Boundary 
l  Affect regulation 
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¢  Abuse that happens in a primary 
attachment relationship undermines the 
development of the core self, including the 
capacity for self-regulation 

164 

¢  Regulation of emotions is fundamental to 
the development of the self and that 
attachment relationships are the primary 
context within which we learn to regulate 
our affects, ---- to access, modulate, and 
use our emotions. 

Fonagy (2002) Schore (2003) 
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Facilitating Positive Identity 
¢  When a child develops in a safe home they have 

the opportunity to engage in the luxury of 
introspection 

¢  But for survivor’s --looking inward took attention 
away from hypervigilance (safety) 

¢  Greater internal awareness = greater pain 
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Effects on Self-Awareness 
¢  As a result many survivors are unaware of their 

internal processes and individual identity 
¢  little self – knowledge 
¢  diminished access to an internal sense of self 
¢  Inability to predict one’s own reactions in 

different situations 
¢  Little insight regarding abuse or its effects 

Part Vl 
SOME THERAPEUTIC 

CONSIDERATIONS 
Interventions for  
Complex Trauma 

 

167 168 

 Early therapy needs to pay more attention 
to the development of self capacities and 
coping   

   “Self before Trauma” 
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Treatment Approach for 
Complex Trauma 

¢   We need to counteract the habitual 
trauma responses by calling attention to 
them, by providing psychoeducation, by 
encouraging mindfulness in place of 
reactivity, by pacing therapy so that the 
autonomic nervous system experiences 
regulation rather than dysregulation. 
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Expand the Window of 
Tolerance 

¢  Simple experiments – the oscillation 
between experiences of safety and risk to 
expand window of tolerance 

“ . . . the brain changes physically in 
response to experience” 
 
Siegel, 2010 
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Therapeutic Change 

“… the therapist’s ability to provide a safe 
environment is not in itself the source of 
therapeutic action.   
 
 While the therapist must indeed try not to 
go beyond the client’s capacity to feel safe 
in the room, it is inevitably impossible for the 
therapist to succeed, and it is because of 
this impossibility that therapeutic change 
can take place.” 
Bromberg 2006, p.24 171 

Impaired Embodied Mentalizing 
“clients’ difficulty in perceiving & interpreting 
stimuli arising in their bodies” 
(bateman & fonagy, 2012) 

Address by: 
Increase awareness of the body— 
 
“what do you notice?  What sensations do 
you experience? Does your body feel tense? 
Relaxed?  Where do you feel that in your 
body? 
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Therapist as Psychobiological 
Regulator 

¢  Chronic trauma results in deficits in the ability to 
recognize internal signals indicating what is 
needed or not needed in a relationship--- 
including the therapeutic relationship. 

¢  Therapist monitors client for sign of distress and 
provides feedback or gentle questioning. 
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Shift in therapeutic Focus 
¢  Effective interactive psychobiological regulation 

requires paying more attention to how 
interventions affect autonomic arousal than to 
the content of the client’s narrative. 

¢  The story is less important than learning about 
arousal tendencies and how to return to levels 
within the window of tolerance. 

¢  Therapist asks the client to notice her body 
sensations 
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¢  The therapist must cultivate in the client an 
acute awareness of inner body sensations 

¢   First via the therapeutic interaction as the 
therapist observes and comments on 
sensorimotor states 

¢  Second as the client herself notices these 
inner body sensations without prompting 
by the therapist. 

176 

 
 
 

¢  As clients describe traumatic experiences 
or symptoms, the therapist observes their 
arousal level, tracking for either 
hyperarousal or hypoarousal. 

 
¢  When arousal reaches either the upper or 

lower limit, clients are asked to temporarily 
disregard their feelings and thoughts and 
instead follow the development of physical 
sensations and movements in detail until 
these sensations settle and the 
movements complete themselves 
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¢  clients develop their capacity to self-
regulate as they learn to limit the amount 
of information they must process at any 
given moment, which develops the 
capacity for self-regulation independent of 
their relationship with the therapist 
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¢  To teach mindfulness, the therapist asks 
questions that require mindfulness to 
answer: 

¢  What do you feel in your body?  
¢  Where exactly do you experience tension? 
¢  What sensation do you feel in your legs 

right now?  
¢  What happens in the rest of your body 

when your hand makes a fist? 
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¢  Questions such as these force the client to 
come out of a dissociated state and 
experience the present moment through 
the body.  

¢  Such questions also encourage the client 
to step back from being embedded in the 
traumatic experience and to report from 
the standpoint of an observing ego, an ego 
that "has" an experience in the body rather 
than "is" that bodily experience. 
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¢  Traumatized clients need to learn that it is 
safe to have feelings &  sensations. 

¢  Critical to become aware that bodily 
experience never remains static 

¢  Need to activate medial prefrontal cortex, 
their capacity for introspection 



31 

181 

 
 

¢  Therapy needs to help them develop a 
deep curiosity about their internal 
experience. 

¢  This is essential in learning their physical 
sensations and to translate their emotions 
& sensations   

As well, they lose the effective use of fight or 
flight defenses and respond with 
immobilization 

Inhibiting the Amygdala while 
Revisiting the Trauma 

¢  Guided imagery useful to find a place of 
serenity and safety 

¢  Work with traumatic thoughts or memories 
by titrating the access to the memory, or 
accessing a little piece of traumatic 
memory at a time 

¢  Alternate between the safe place and the 
memory--exposure, retreat, exposure, 
retreat 
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¢  If a client plunges into the core of the  
memory  this will activate the amygdala, 
trigger the arousal system of the fight/flight 
response and may lead to freeze or 
dissociation 
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Social Engagement 
¢  hand gestures, facial expressions and 

vocalizations that appear safe turn off the brain 
stem and the limbic areas that include fight, flight 
and freeze responses. 

 
¢  Social engagement behaviors--making eye 

contact, listening to people--require that we give 
up our hypervigilance. 
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hyperaroused states 

¢  We have to understand that these feelings 
are physiological events, triggered by 
specific neural circuits, and we need to 
figure out how to recruit the neural circuits 
that promote social behavior 
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techniques to recruit these 
neural circuits: 

  
 

¢  intonation 
¢  reducing the amount of stimulation in the 

environment,  
¢  listening,  
¢  and presenting familiar faces and familiar 

people. 
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¢  to make people calmer, we talk to them softly 

 
¢  modulate our voices and tones to trigger 

listening behaviors,  
 
¢  loud background noises will trigger physiological 

states and defensive behaviors. 
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Social nervous system 
¢  It's where we are feeling our bodily information from 

inside our organs. 
 
¢   This information from the body actually travels through 

nerves up through the brain stem and radiates upward to 
our cortex.  

 
¢  Vagus nerve, exits the brain and innervates the 

gastrointestinal tract, respiratory tract, heart and 
abdominal viscera. 
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¢  the linkage between the nerves that regulate the 
face and the nerves that regulate the heart and 
lungs implies that we can use the facial muscles 
to calm us down. 
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¢  When you do breathing exercises, you're 
actually  exercising both the sensory and motor 
nerves regulating the facial muscles;  

 
¢  you are controlling breath and maneuvering the 

oral motor cavity.  
 
¢  It's a very efficient way of calming the system. 
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¢  Clients need to first learn to dampen 
negative affect and to restore connection 
to positive affect through body awareness 
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Affect Tolerance  and 
Regulation 
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Overview of trauma specific 
approaches 

¢  State-of-the-art trauma therapies are 
strongly influenced by increasing clinical 
awareness that affect intolerance and 
dysregulation, rooted in our biology and 
bodies, contribute to ongoing distress in 
traumatized clients.  
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¢  Treatments focus on somatic (body) 
processing to teach clients how to calm 
their nervous system.  
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Examples  of Interventions aimed 
at restoring somatic calming 

¢  Sensory Anchor 
¢  MUSE 
¢  DBT 
¢  Heart rate variability training 
¢  Somatic experiencing 
¢  Yoga 
¢  EMDR 
¢  Mindfulness Meditation 
¢  Neurofeedback 195 196 

Imagery & Optimal Brain 
Response Technique #3 

¢  Guided imagery sends healing messages 
into the right hemisphere of the brain 

 
¢  Its effectiveness occurs from its ability to 

sidestep limited thinking, logical and 
illogical assumptions, and psychological 
barriers such as fear and resistance 
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¢  Imagery has been shown to lower blood 
pressure and heart rate, decrease anxiety  
and depression, to enhance autoimmune 
function and reduce pain. 

¢  Research with PET scans to monitor the 
brain during imagery show that the same 
parts of the cerebral cortex are activated 
whether people are imaging the object or 
event or actually experiencing it.  

¢  So going for a walk results in the same 
activation in the brain as imagining it. 
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¢  Studies were carried out to test whether 
mental practice and imagination in fact 
lead to physical changes 

¢  Two groups of people who never studies 
piano were given a sequence of notes and 
shown which fingers to move etc 

¢  One group was given mental practice 
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¢  They imagined playing the sequence and 
hearing it played for 2 hours a day for 5 days. 

¢  The second physical practice group actually 
played the music 2 hours a day for 5 days. 

¢  Both groups had their brains mapped before the 
experiment, each day during it and afterward. 
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¢  Finally both groups were asked top play 
the sequence. A computer measured 
accuracy. 

¢  Both groups learned to play and had 
similar bran map changes the changes in 
motor signals were the same in both 
groups and they were equally accurate 

201 

 
 

¢  Brain scans show that in action and 
imagination many of the same parts of the 
brain are activated. 

 
¢  That is why visualizing can improve 

performance 

¢  Another experiment people imagined 
strengthening muscles 
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¢  One group did physical exercise and one 
imagined doing exercise 

 
¢  At the end of the study subjects who did 

physical exercise increased their muscular 
strength 30 percent those who imagined 
doing the exercise increased their muscle 
strength by 22 percent. 
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¢  This research has led to the development 
of the first machines that read peoples 
thoughts.  

 
¢   The machined decodes the distinctive 

electrical signature of the thought, and 
broadcast an electrical command to a 
device that puts the thought into action 

¢  Permits people who are paralyzed to move 
objects with their thoughts 
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Sensory Anchor 

¢  Choose a memory of something pleasant 

¢  Remember brain plasticity in Doidge’s 
book The Brain that Changes Itself. 
Chapter on Imagination 

¢  The thoughts in mental practice strengthen 
the existing neuronal connections and 
create new ones 
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dialectical behavior 
therapy (DBT) 

¢  Is a mainstream protocolized therapeutic 
technique that involves “mindfulness” 
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MUSE the brain sensing 
headband 

¢  Muse is the first tool in the world that gives 
you accurate, real-time feedback on 
what’s happening in your brain when you 
meditate. 
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Research on the MUSE 

¢  Significant changes in brain plasticity have 
been observed following alpha brainwave 
training. 

¢  Researchers from Goldsmiths and the 
Institute of Neurology have demonstrated 
that half an hour of voluntary control of 
brain rhythms is sufficient to induce a 
lasting shift in cortical excitability and 
intracortical function. 
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¢  Inner control of one's own brain activity 
may be learned with the aid of a brain-
computer interface, which acts to display a 
person's instantaneous brain activation on 
a computer screen through what is known 
as a "neurofeedback" loop.  

¢  During brainwave neurofeedback, a visual 
display on a computer screen behaves like 
a virtual "mirror" to real electrical 
oscillations produced by neurons in the 
cerebral cortex, which are recorded by 
surface sensors on the scalp. 209 

EMWAVE –heart math 

¢  The heart does not beat with metronome 
regularity.  

¢  The heart, in fact, speeds up when you 
inhale, and slows down when you exhale. 

¢   The difference is known as heart-rate 
variability (HRV) and is a great indication 
of your overall health, stress levels and 
readiness to train. 

210 
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The Heart–Brain Connection 
¢  it is not as commonly known that the heart 

actually sends more signals to the brain 
than the brain sends to the heart. 

¢  these heart signals have a significant 
effect on brain function – influencing 
emotional processing as well as higher 
cognitive faculties such as attention, 
perception, memory, and problem-solving. 
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HeartMath research has demonstrated  

Different patterns of heart activity (which 
accompany different emotional states) have 
distinct effects on cognitive and emotional 
function. 
 
 During stress and negative emotions, when 
the heart rhythm pattern is erratic and 
disordered, the corresponding pattern of 
neural signals traveling from the heart to the 
brain inhibits higher cognitive functions. 
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¢  Learning to generate increased heart 
rhythm coherence, by sustaining positive 
emotions, not only benefits the entire 
body, but also profoundly affects how we 
perceive, think, feel, and perform. 
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¢  Traumatized people have lousy heart rate 
variability  (van der Kolk, 2013) 

¢  Yoga changes heart rate variability 
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Somatically based trauma 
therapy 

¢  Essential feature is the inhibiting or down-
regulating the amygdala 

¢  Need to provide an environment, devoid of 
threat, so the client can revisit cues or 
memories without fear, panic or 
dissociation. 

¢  Essentially the same as severing the 
shock from the bell 215 

Spectrum of Somatic Psychotherapy 
¢  Trauma is treated  not by imaginal 

exposure but by guided manipulation of 
clients sensorimotor systems 

¢  EMDR is the oldest prototype of somatic 
psychotherapy 

¢  This technique uses alternating bilateral 
cerebral stimulation to shut down the 
amygdala and extinguish traumatic 
memories 216 
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EMDR 

¢  Largest study on EMDR, adult onset 
trauma best outcome of any trauma 
treatment developed. (van der Kolk) 

¢  EMDR keeps coming up as the most 
effective therapy for PTSD 

¢  Not figuring things out, but activating 
something in your brain helps you process 
things.  

217 

EEG Neurofeedback 
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What	  is	  Neurofeedback?	  
•  Biofeedback using the EEG 
•  Neurofeedback is a brain-training technique 
•  We observe the brain in action 
•  We feed the information back to the trainee 
•  The trainee attempts to meet certain goals 
•  Gradually, the brain adjusts its function 
•  The brain begins to use its new-found skills 
•  Once learned, the brain remembers 

Neurofeedback 

¢  Computerized EEG (Quantitative 
measurement of specific EEG rhythms) 

¢  Allows for precise measurement of 
different wave frequencies and their 
location 

¢  Sounds, and visual cues (neurofeedback) 
changes basic brain rhythm frequencies 
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Neurofeedback	  Simply	  Put	  

To change arousal: 

•  Reward frequencies you want more of 

•  Inhibit frequencies you want to reduce 

•  Train different areas of the brain for 
different functions and different disorders 

•  Train connectivity between sites 

Affect	  regula<on	  is	  in	  the	  brain	  

¢  The	  premise	  of	  all	  psychopharmacology	  
	  	  	  (Increasing	  reliance	  on	  an<-‐convulsants	  as	  
mood	  stabilizers)	  

¢  The	  limi<ng	  factor	  in	  talk	  therapies	  

¢  Affect	  arousal	  is	  generated	  and	  mediated	  
through	  the	  frequencies	  at	  which	  the	  brain	  
fires	  	  
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Timing (frequency) and brain 
regulation 

¢  The	  brain	  is	  devoted	  to	  its	  own	  regula<on	  
¢  Brain	  func<on	  is	  encoded	  in	  its	  <ming	  
¢  Small	  ‘<ming	  faults’	  change	  func<on	  (Llinas)	  
¢  Timing	  (frequency)	  can	  be	  changed	  
¢  Plas<city	  is	  func<onal	  as	  well	  as	  structural	  

Symptoms	  and	  arousal	  

¢  	  Underarousal	  
–  Ex:	  Lack	  of	  mo<va<on,	  ADD	  

¢  Overarousal	  
–  Ex:	  Agitated	  depression,	  aRachment	  disorder,	  
cons<pa<on	  

¢  Instability	  of	  arousal	  
–  Ex:	  Bipolar	  disorder,	  ADHD,	  irritable	  bowel	  

Affect is regulated by the timing (firing 
patterns) of the brain 

Right	  hemisphere	  func<on	  
¢  Survival	  fear	  is	  the	  province	  of	  the	  amygdala	  (right	  
hemisphere)	  	  

¢  When	  you	  regulate	  the	  firing	  of	  the	  right	  
hemisphere,	  you	  diminish	  the	  symptoms	  of	  over	  
arousal,	  and	  the	  person	  quiets	  

¢  More	  precisely,	  through	  EEG	  biofeedback,	  the	  
person	  interacts	  with	  her/his	  brain	  to	  learn	  to	  
regulate	  affect	  

Training	  and	  Treatment	  

	  	  	  	  
	  
	  	  	  	  Neurofeedback	  is	  training	  not	  therapy.	  
	  

	  	  	  	  For	  many,	  neurofeedback	  makes	  	  	  	  
psychotherapy	  possible.	  

Integra<on	  of	  Psychotherapy	  and	  
Neurofeedback	  

¢  Neurofeedback	  shiZs	  the	  burden	  of	  affect	  
regula<on	  from	  the	  therapist	  to	  the	  training	  

¢  Eases	  the	  course	  for	  pa<ent	  and	  therapist	  
¢  Changes	  can	  be	  profound	  and	  quick	  
¢  Changes	  can	  challenge	  sense	  of	  iden<ty	  
¢  Integra<on	  of	  new	  state,	  new	  traits	  and	  new	  
sense	  of	  self	  become	  the	  clinical	  task	  

Child’s	  Family	  Drawing	  at	  Beginning	  
of	  NF	  -‐	  8/3/94	  
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Drawing	  aZer	  Twenty	  Sessions	  -‐	  
9/8/94	  

Drawing	  aZer	  forty	  	  sessions	  
-‐11/25/94	  

Understand your own 
reactions  

231 232 

What helps us become more 
effective in our work? 

¢  Emotional Intelligence 
to be successful requires the effective awareness, control 
and management of one's own emotions, and those of 
other people. 
 
 EQ embraces two aspects of intelligence: 
¢  Understanding yourself, your goals, intentions, 

responses, behaviour 
¢  Understanding others, and their feelings. 
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Self-Awareness 
¢  This means having a deep understanding of your 

emotions, strengths and limitations. 

¢  People with self awareness are realistic--neither 
overly self-critical nor naively hopeful 

¢  They are honest with themselves about 
themselves (know their values, goals and 
dreams) 

¢  First responders and helpers bear witness 
on a daily basis to human cruelty, injustice 
and the resulting emotional pain, they can 
become emotionally overwhelmed and 
may experience to a certain degree the 
same terror, rage and despair as the 
people they serve. 

¢  Herman, 1997 
234 
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Judith Herman on Traumatic Transference: 

¢  "It is as if the client's life depends on keeping the 
helper under control.”.  

¢  Because the client feels as though her life 
depends on the counselor, she cannot a afford 
to be tolerant; there is no room for human error.  

¢  There is likely to be a displacement of the rage 
from perpetrator to caregiver. 
 

235 

 
 

¢  The client feels a desperate need to rely on the 
integrity and competence of the counselor but 
cannot because her capacity to trust has been 
damaged by the traumatic experience. 

¢  The survivor also mistrusts counselor who does 
not move away.  

¢  She attributes the same motives as those of the 
perpetrator.  

¢  The client scrutinizes the counselors every word 
and gesture in an attempt to protect herself from 
the hostile reactions she expects 

236 

 Because she has no confidence in the counselor’s 
benign intentions, she persistently misinterprets 
her helper's motives and  intentions. 
 
(J. Herman) 
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Reflect on your own reactions 
¢  Reflect on the impact of the work that you do on 

your own life either privately or with trusted 
others (including supervisors, peers, therapists, 
family, friends, etc.).  

¢  Work with colleagues to recognize the ways in 
which tensions that arise within your program 
(among women receiving services and among 
program staff) may be related to staff feelings 
about and reactions to trauma. 

¢   Develop ways to safely and respectfully address 
these issues when they arise.  238 

 
Working on Domestic 

Violence Cases Takes an 
Emotional Toll 

 
¢  Witnessing and hearing about the effects 

of abuse and violence negatively affects 
us.  This is an inescapable consequence 
of working with abuse victims. 

 
¢  It is important to recognize and understand 

your reactions 

¢  Insulating ourselves from other people’s 
feelings can result in us appearing 
disinterested, or worse, disbelieving of their 
experiences 

¢  When we are unaware of our negative 
emotional reactions we are more likely to 
respond in ways that are unhelpful. 
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¢  We all tend to protect ourselves by 
distancing, minimizing and emotional 
numbing. 

 

¢  "The absence of outrage is an outrage 
itself." - Thomas Lynch 
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Understanding Your Negative 
Reactions 

¢  These might include: 

¢  Feeling ineffective and hopeless  
¢  Feeling frustrated and angry 
¢  Feeling not appreciated 
¢  Becoming highly skeptical of the victim’s story 

¢  You may find yourself minimizing the effects of 
abuse or denying the prevalence of intimate 
violence 

¢  You may experience increased emotional 
disconnection  and passive  facilitation. 

¢  You may start to see battered women as 
malingers, manipulative, or “too demanding.” 

¢ Beginning to minimize or rationalize 
the abuse, or becoming inured to it 

¢ Feeling contempt for the woman’s 
perceived helplessness   

¢  Providers may also begin to experience 
health problems – increased illness or 
fatigue, aches and pains 

¢   (Warshaw & Pease, 2010b). 
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¢  The ability to be more sensitive in our 
responses to victimized women can not be 
achieved without an increased awareness 
and understanding of why many of us 
have negative reactions or an 
understanding of our own triggers. 

246 
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CONCLUSION 

COMMONALITY AND 
COLLABORATION 
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Commonality 

 “Traumatic events destroy the sustaining 
bonds between individual and community.  
Those who survived learn that their sense 
of self, of worth, of humanity, depends 
upon a feeling of connection to others . . . 
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¢  The solidarity of a group provides the strongest 

protection against terror and despair, and the 
strongest antidote to traumatic experience.  

¢  Trauma isolates; the group re-creates a sense of 
belonging. 

¢   Trauma shames and stigmatizes; the group  
bears witness and affirms. Trauma degrades the 
victim; the group exalts her. 

¢  Trauma dehumanizes the victim; the group 
restores her humanity.” 
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The survivor who has achieved commonality with others 
can rest from her labours.  
 
  
Her recovery is accomplished; all that remains before her is 
her life.” 
 

    (Judith Herman, 1992) 
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The End! 

 
   

 
 

    Thank you . . .  

 

 

 
 


