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The Importance of Mindfulness, 
Exercise and Social Connection in 

Supporting Resiliency
An Interview with Steven M. Southwick, MD

Steven M. Southwick, MD, is affiliated with the US Department of Veterans Affairs Na -
tional Center for Post-Traumatic Stress Disorder (PTSD) Clinical Neurosciences Division at 

the VA Connecticut Healthcare System in West Haven, CT 06516 and the Department of Psy-
chiatry, Yale University School of Medicine in New Haven, CT 06510. Dr. Southwick is a re-
nowned expert in resiliency and co-author of the book: Resilience: The Science of Mastering 
Life’s Greatest Challenges, (Charney, Southwick, 2012). In 2015, Dr. Southwick’s co-authored 
article: Resilience: An Update, (Southwick, Pietrzak, Tsai and Krystal, 2015) was published in 
the PTSD Research Quarterly, (a publication of the National Center for PTSD, United States 
Department of Veterans Affairs Veterans Administration Medical Center).

Q:  In your publications you outline and discuss resiliency enhancing interventions, one 
being mindfulness and meditative practice. How does this help create resiliency?

A:  I think mindfulness is a very powerful and important skill that can be learned. Mindful-
ness is basically learning the ability to stay in the present moment. The way that medita-
tion practice works is I may focus on one thing like my breath during a 20 minute time 
frame. Of course my mind begins to wander after about 15 seconds. With practice, I learn 
over time to more and more rapidly, recognize self-awareness, recognize that my mind 
has wandered and then gently if you will, remind myself to focus on my breathing and 
to not judge the fact that my mind has wandered. So why would you do this, who cares? 
Well, our minds are wandering all the time. It’s called monkey mind, and actually that 
state of mind wandering has been associated with lower levels of happiness. It’s sort of 
an unpleasant state. Usually, that kind of mind wandering is about ourselves, it’s pretty 
self-referential and what happens when our mind wanders is that we ruminate and an-
ticipate. Other animals don’t do that in the same way that we do. The problem with all 
of that is you can activate your stress response 24/7 which is bad for you. What we have 
found out, is that when you practice attending to one thing – 100% attention on say, just 
one breath, it enhances your capacity for self-awareness and changes your brain circuits. 
This is like exercising a muscle, you get better and better at it. So why do I care that I can 
attend to something 100%? Because during your normal life you can more easily come back 
to the present moment, because that’s the only moment you have. The rest is who knows. 
The things you worry about may never happen. Mindfulness allows you to reframe ex-
periences. You don’t judge them in the same way and you then change the way you judge 
things and situations.

Richard J. Davidson, Ph.D., and others have shown that people that have been meditat-
ing for a long period of time tend to have greater activity in the pre-frontal cortex and re-
duced activity in the amygdala so there is more pre-frontal cortical inhibition. Optimism and 
well-being have been associated with increased activity in the left pre-frontal cortex.  
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Davidson has shown that individuals that meditate have a 

beads and mantras are forms of mindfulness because you are 
focusing on just one thing.

An important component of mindfulness is exposure. At the 
heart of anxiety disorders is avoidance. You avoid reminders, 
which is perfectly natural, we all do this. The problem is you can 

If I’m feeling fear, I don’t avoid it, I do the opposite. I actually 
observe it and try not to judge it. Zen Master Thich Nhat Hanh, 
the Vietnamese Buddhist monk might say something like: 
“Hello fear, I know you, I am going to welcome you and I am go-
ing to embrace you. I am going to take care of you as a mother 
takes care of a child.” -

the new memory is “I am safe being with this memory.” It’s very 

therapist and you learn nothing bad happens. You are learning a 

Q:  

A:  

what you cannot change. Resilient people are generally very 
good at this. There’s an acceptance, so in mindfulness you 
are learning not to judge. As we know there is a constant 

because of the way the brain is constructed. We process in-

pieces of an experience are pulled together and synthesized 
in a memory. I may go outside, I see a grey car, the grey car 
reminds me of my bosses grey car, which reminds me of an 
argument I had with my boss. Now I’m having an internal 
argument with my boss which reminds me of someone else I 
had an argument with. Now I’m having an internal argument 

saw the grey car, that’s how the brain works.

Q:  
protect us.

A:  Yes, if I see something terrible that happened on a hot and 
muggy day at sunset in February, those all become part of 
the memory. Those become predictors of a possible future 

is happening in the limbic system, below the cortex. I am not 

of mindfulness is related to freedom. I become an observer, 
the watcher of the thinker. I am now watching and not re-

to watch thoughts as if they are clouds going by. People ask: 

Well it’s actually the opposite, because now you are not being 

less, but now you can choose and have more control. 

What causes PTSD is uncontrollable stress. Stress that an 
individual believes they can’t manage. Child abuse for example, 

the soldier can’t determine where it’s going to land…that’s 

stress and you may see atrophy, it’s called ‘use dependent neu-

child, pupil or mentee well enough to understand what is out of 
their comfort zone but not overwhelming so they get the right 
amount of stress for growth. There are many animal studies 

term called the “good enough mother”. A good enough mother 
is the best mother or a good enough father is the best father. 
They don’t neglect or over-parent, rather they allow their chil-
dren to have appropriate challenges for growth.

Q:  Aside from mindfulness, what other behaviors are 

A:  I am a big believer in exercise. There are studies that show that 
exercise is good for mild to moderate anxiety and depression 

evidence that exercise is good for your mood and good for 

that most people can do both of these things. There is a good 
study that took 70 year olds and had � the group exercise  

exercise versus stretching. Those who did the exercise had a 
2% increase in the size of their hippocampus. The other group 
had a 1.4% decrease in the size of their hippocampus. (

memory was improved as well. By the way, this was not an 

studies on exercise and longevity.

are many reasons for that, some of them are biological. When 

-

Errera Center in West Haven, CT. The problem is if you are de-

meditate or exercise on your own. The Buddhists talk about 

The average person goes to a mindfulness course and may 

resiliency enhancing. This makes it more likely individuals will 
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-
fulness and exercise.

Another big part of resiliency according to Bruce McEwen, 
PhD., professor of neuroscience at Rockefeller University and 
others, is learning how to recover. One of the measures of 

blood pressure, heart rate etc. When you stop exercising, those 
measures come back to baseline rapidly. What Bruce McEwen, 
Ph.D., and others would say, is that, I have to know how to 
bring my stress response back to baseline quickly. In the book 
Why Zebras Don’t Get Ulcers, (Robert M. Sapolsky, 2004) the 
author describes how the zebra when chased by the lion, has a 
big stress response, but as soon as it is safe, it’s stress response 
returns to normal. Humans have this big pre-frontal cortex and 

“Oh my gosh, I could 
have been eaten, what if it happens again?” We have a hard 

being resilient is bringing our stress response back to baseline 
through mindfulness or whatever method works for the indi-

from the stress response.

Q:  

A:  
-

focused around family or community versus the individual. 

although special-forces in the military don’t think that way. 

Well, some cultures wouldn’t think of it quite that way. In 

are undoubtedly not individual. As an example, the most 
important factor for a child is having a consistent caretaker 
that really loves you, cares for you, and presents appropri-

resilience in children. 

Carl Bordeaux, CPS, CARC, Peer Specialist,

For a complete list of references  

 

Offense Related Trauma
in Violent Offenders

By Brian Conover, Psy.D.

When we think of the history of trauma, and Post Trau-

-

or experience that is imposed on the trauma survivor by some 
external source. In part, one important aspect of trauma, and 

of the uncontrollable nature of the event or experience. Large-

so typical of many trauma related syndromes, and which (prior 

the category of anxiety disorders. 
-

and as adults and serious mental illness. (Mueser, K. et al, 
2004 and Cusak, K. et al, 2006). Using a variety of measures 
of psychiatric symptoms, this body of research has indicated a 

(physical, sexual, psychological) and neglect and the subsequent 
frequency, breadth, and severity of symptoms of major mental 

something that those of us working in the forensic psychiatry 

-

-

-
periences as control samples.

Clearly, there is a profound fear and anxiety aspect to many 

-

-

(by oneself or by others) in response to failing to meet some 
standard(s) regarding what is “good”, “right”, “appropriate”, or 

(Tangney, J. et al, 2007). In this manner, shame is understood 

shame see themselves -
fers of guilt view some of their behavior(s) as bad or amoral. 

To those who work in forensic psychology, it will likely not 
-

 



mental health symptoms, and the blurring of trauma symptoms 
with those of a major mood or thought disorder. To the degree 

unrecognized or untreated trauma symptoms may represent a 

be addressed through treatment or if such symptoms may 

-

exists no evidence that untreated trauma symptoms act in 

trauma and risk for violence.
In summary, I would suggest that those working with 

Research suggests that the impact of trauma experiences may 

-

By Cheryl Kenn, LCSW

Carol Forgash, LCSW is a psychotherapist specializing in 
the treatment of complex trauma and health problems of 

survivors of adverse childhood experiences (ACE). She is a past 
president of Trauma Recovery/EMDR Humanitarian Assistance 

co-authored and edited with Margaret Copeley of Healing the 

Therapy 
state work in the treatment of complex trauma which has been 
translated into French and Italian. With Kathy Monahan, DSW, 
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Ask the Experts:
A Conversation with

Carol Forgash, LCSW

-
-

ally, we have thought of PTSD as a consequence of some uncon-
-

experiences in the “line of duty”, such as with disaster workers, 
-

system, their acute psychiatric symptoms played a key role 

was not in complete “agency” of their behavior or their 

an uncontrollable event, thus laying the ground work for the 
fear and anxiety components of PTSD. Unlike the survivors of 

very source of fear, anxiety, shame, and associated painful 

struggle to process, understand, and integrate behaviors that 

struggle may be complicated by the shame experience that 

number of researchers have explored the phenomenon of such 

20%-50% (Pollock, P. 1999, Gray, et al, 2003, and Crisford, H., 

number of well standardized and normed measures of PTSD, 

those seen in PTSD in response to what we consider more “tra-
-

of the trauma history. Shame based trauma symptoms, which 
-

-
seen by others. Whereas someone who is subjected to trauma 
from some external source may predictably engage in avoid-

may avoid exists within him/herself, and includes a conscious 

-
lenges to therapy aimed at increasing one’s sense of agency for 

contribute to future risk. 
It is well known that the presence of PTSD can complicate 

mental illness. This can occur through various mechanisms, in-

role of trauma symptoms as a stressor that exacerbates other 



- 5 -

she wrote a chapter in Sexual Abuse - Breaking the Silence, en-
 Childhood Sexual Abuse and Adult Physical and Dental 

Health Outcomes. She and Jim Knipe wrote 
and ego state treatment for clients with trauma disorders, 

-

Q:  

A:  I was a young elementary school teacher in the 1960’s in 
New York City. Many of my pupils had learning problems, 
but with extra assistance, they could and did succeed. I was 

them, however there were many children who were so trau-

based curriculum existed to prepare teachers to aid these 
children in their struggles. I was able to get them free lunch, 
eyeglasses and dental care, but I couldn’t help a child like 
Mary, who was eight years old when she found her mother 
dead from an overdose of heroin. In shock, she fell and hit 
her head, and developed a large red scar on her forehead. 

brain injury. Her grandmother, who was now raising her and 
-

ries concerning Mary’s future. These were worries that I also 
shared. In school, Mary sat vacant eyed and mostly mute and 

provide, she could not learn, socialize or play.

During my short teaching career, although I loved working 

all the “Mary’s” in my classes. There was no help for them 
anywhere. My experiences with these children propelled me 
into a career as a clinical social worker. In graduate school (in 

-
pists to use trauma focused therapy. In the mental health clinic 
where I found employment, about 10% of the clients referred 
to me were incest survivors. Fortunately the movement to 

-
-

ers in helping me understand the terrible legacies of childhood 
trauma that persist in current life. Training in Ego State therapy, 
EMDR and the phased model of trauma therapy gave me a 

-
cess trauma, resolve old issues and gain a fuller life. In an essay 

him to ‘provide that whisper in someone’s ear that changes 
their life.” Trauma therapy provides the chance to whisper and 
teach the trauma survivor how to change their life.

Q:  Can you tell us what you consider to be the most helpful 

A:  
trauma survivors, I want to stress that the overarching 

treatment with many layers of unresolved symptoms: Post 

have the belief that their life is unmanageable. So, important 
skills would be those that help them manage life, especially 

their parts system, developing co-consciousness in the 

containment skills (2007).

of the Head Scale, developed by Jim Knipe, (2015) that allows 
the client to ascertain how “present” or how dissociated they 

-
trol. This also prepares them for trauma processing in the fu-
ture. The other skill involves dealing with avoidance. Many sur-

avoiding necessary medical appointments, paying taxes, taking 

‘parts’ get triggered by such events, they can metaphorically 
show the parts a safe ‘home’ in which to stay when the survivor 

future event, allows the survivor to tend to present life more 
easily especially if they are not yet ready to process the traumas 

Avoidance. (Forgash, 2007).

Q:  Can you tell us one thing or something you think all 
trauma-focused clinicians should know.

A:  Jim Knipe and I have developed a Cross Training Model 

and reprocessing), (2001), Pierre Janet’s three phase trauma 

childhood experiences. 1998) on physical and mental health. 
When a trauma therapist has a careful understanding and 

I believe that they can then successfully address the prob-

informed therapy, there is an outstanding body of literature 
and curricula for reference and study of these models. 

We believe that all trauma-focused clinicians should un-

through all three phases. The client may seem quite stabilized, 

work, they may be prone to losing the window of tolerance and 
then dissociate. Frequently they (and the parts system) need to 

they learned earlier in the work. The trauma processing phase 
can be very triggering and the client can be easily overwhelmed 

client needs to be reinforced in their ability to do the work and 
in how much safety they have developed. They, with our guid-
ance, need to return to the skills sets built during the stabiliza-

but an important lesson in the need to strengthen the founda-
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