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Foreword to the First Edition

This book by Dr. Mardi Horowitz on the psychological understanding and the
psychotherapeutic amelioration of specifically circumscribed psychopathological
entities, the Stress Response Syndromes, is an exciting and long-needed investi-
gation that reflects the creative interplay of psychotherapy, research, and prac-
tice. It is, after all, of the essence of the clinical, medical, and health disciplines,
the so-called healing arts, of which psychotherapy partakes, that continuing
advance in understanding and in practice should accrue from the effective and
creative interplay of formal research, basic investigation—in theoretical struc-
ture, in experimental laboratory, or in field observation or survey—in interplay
with the clinical experience and clinical reflection of the bedside, or in our
instance, the consulting room. It is this creative interplay between research and
practice, leading to the enhancement of bozh, which has been so underdeveloped
in our “peculiar” science with its heretofore essentially one-sided development
of clinical insight and understanding without the signal benefit of concomitant
growth from the formal and systematic research side of any comparable insight
and understanding.

Mardi Horowitz’s book is a multifaceted model, or rather a series of models,
paradigmatic of a new genre, that brings psychotherapy research meaningfully
into the clinical picture; that is, where each influence furthers the other. What
is the nature then of these models? There is first a model of problem setting and
problem delineation in the field of psychological understanding and psychological
intervention. Through a sequence (1) of typical clinical case history in sufficient
detail; (2) of equally detailed and at the same time wide-ranging field observation
and survey drawing upon disaster and extreme circumstance, whether wartime
military combat or peacetime fire or shipwreck, whether such inhumane extreme
circumstances as concentration camps and nuclear holocaust or more “everyday”

ix



x  FOREWORD TO THE FIRST EDITION

circumstances of rape, severe illness, death and bereavement; and (3) of equally
meticulous attention to the varieties of ingenious analogies to these stress situa-
tions, to the extent that they can be ethically re-created within the experimental
laboratory and there be safely studied via controlled manipulation of critical di-
mensions; through this sequencing and drawing of common threads, this book
serves as a model for the use of consulting room, of field observation, and of
experimental laboratory to throw complementary and therefore incremental il-
lumination upon the essential problem of psychotherapy, the understanding and
the possibilities for intervention into the psychological dysfunctions of people.
This volume is secondly a model for the rational description of the narural
history of a psychopathological syndrome, a description, that is, of what Dr.
Horowitz calls the “general theory,” the psychological explanation of sequen-
tially unfolding phases and the general principles of psychological management
and psychotherapeutic intervention specifically and differentially appropriate
to the specific developmental phase and state of the disorder. This effort brings
some rational order out of what so often looks like a chaotic welter of conflict-
ing claims and competing approaches all vying for consumer acceptance in the
unregulated psychotherapy marketplace. And thirdly, really as corollary to the
“general theory” that accounts for the understanding and the psychotherapeutic
modification of the naturally unfolding stress response syndrome, is the model
for differentiated understanding and intervention based on the differing person-
ality types or styles as they differently mesh with the impositions and implications
of the syndrome and the requirements and possibilities of the intervention
strategies.
Robert S. Wallerstein, M.D., Professor of Psychiatry
University of California, San Francisco



Preface to the Fifth Edition

I kept the well supported assertions from the earlier edition and added essential
new information. The most important changes involved diagnostic consider-
ations as we head for DSM-V and ICD-11. Treatment suggestions are updated
with more attention to the formulations needed for helping complex, “real
world” cases. I also updated the emotional information processing theory.

In Part I we examine the core characteristics of stress response syndromes.
Part II explains these general response tendencies and describes the principles
of treatment for stress-induced disorders. Part III elaborates on these principles,
contrasting patient types. Then Part IV presents case histories, including tran-
scripts of sections of the psychotherapeutic process, to further illustrate how
personality factors and preexisting conflicts contribute to how a person reacts to
a traumatic event.

Mardi Horowitz, M.D.
San Francisco, California
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CHAPTER 1

Intrusion and Denial
A PROTOTYPICAL CASE

Stress of a psychological nature is usually conceptualized as a psychic strain on
the mind stemming from traumatic events. While the stressor life experiences
may be recent, the roots of how a person will respond to this event runs deep
within. A stress response syndrome combines innate personality dispositions
and appraisals of new experiences. Reducing any fantasy distortions in the
process of treatment can lead to a realistic trauma story. Treatment aims at as-
sisting a person’s processes of making new meanings and achieving new coping
capacities.

People intuitively know when they are under extreme stress. They even say,
“I was thrown off balance” or “I have not regained my bearings.” Some even
say “I am not myself today,” after a fright, trauma, injury, severe illness, or loss.

In the aftermath of trauma, everyone has some avoidance of implications
and some unbidden ideas and feelings. After a dire event, an individual may
have more pangs of intense emotion and a greater sense of emotional numbing
than usual. After a severe event is concluded, the mind may race on with more
intrusive memories than usual and at the same time avoid representations of very
important information pertaining to trauma.

Intrusive repetitions and avoidance or denial are labels for two extremes
of response to stressful life events, and their meanings are our concern in this
book. Because we must use abstract statements and generalizations to explore
these meanings, we shall begin with a concrete example, the case of Harry. His
unbidden images of a dead woman’s body illustrate the intrusive repetition of
a horrible sight, and his temporary inability to acknowledge how moved he
was by his involvement with her death illustrates a period of denial. Harry is a
fictional character whose case is discussed throughout the book. His history is a
composite of characteristics found in studies of real individuals. The events of his
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life are held constant while his character style is molded in various ways in order
to contrast the response of different personality styles to the same circumstance.

Harry was a 40-year-old truck dispatcher who had worked his way up in a
small trucking company. One night he took an assignment for a truck pick-up
and delivery job by himself because he was shorthanded. The load consisted of
steel pipes, which were carried in an old truck, and although the truck had armor
between the load bed and the driver’s side of the forward compartment, it did
not fully protect the passenger’s side.

Late at night Harry passed an attractive woman hitchhiking alone on a
lonely stretch of highway. He impulsively decided to break the company’s rule,
which stated not to have passengers of any sort, and picked her up, reasoning
that if he did not she might otherwise be in danger.

A short time later a car veered across the divider line and entered his lane,
threatening a head-on collision. Harry pulled across the shoulder of the road
into a clear area but then crashed into a pile of gravel. A pipe shifted, came
through the cab of the truck on the passenger’s side, and impaled the woman.
Harry crashed into the steering wheel and windshield and briefly became un-
conscious. When he regained consciousness, he was met with the grisly sight
of his dead passenger.

The highway patrol found no identification on the woman, the other car
had driven away, and Harry was taken by ambulance to a hospital emergency
room. No fractures were found, his lacerations were sutured, and he remained
overnight for observation. His wife, who stayed with him, found him anxious
and dazed, talking of the events in a fragmentary and incoherent way.

The next day Harry left the hospital against his wife’s wishes and his doc-
tor’s recommendation to rest, and returned to work. From then on, for several
days, he continued his regular work as if nothing had happened. Harry met with
his superiors and with legal advisers and was reprimanded for breaking the rule
about having a passenger, but was also reassured that otherwise the accident was
not his fault and that he would not be held responsible. It was no secret that
other truck drivers also often broke the no-passenger rule.

During this phase of relative denial and numbing of emotional responses,
Harry thought about the accident from time to time, but was surprised to find
how little emotional effect it seemed to have on him. He was responsible and
conscientious in his work, but his wife reported that he thrashed around in his
sleep, ground his teeth, and seemed more tense and irritable than usual.

Four weeks after the accident he had a nightmare about mangled bodies
and he awoke with an anxiety attack. For the next several days he had recurrent,
intense, and intrusive images of the woman’s dead body. These images, together
with his ruminations about her, were accompanied by increasingly severe anxiety
attacks. Harry even developed a phobia of driving to and from work, and his
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regular habits of weekend drinking increased to a nightly use of increasing quan-
tities of alcohol. He lost his temper over minor frustrations and had difficulty
concentrating at work, even while watching television. Harry tried unsuccess-
fully to dispel his feelings of responsibility for the accident and worried about his
complaints of insomnia, irritability, and increased alcohol consumption. Finally
his doctor referred him for psychiatric treatment.

This phase of the trauma-related disorder illustrates intrusive repetition in
waking and dreaming states, as well as in thought and emotion. Inidally, Harry
was reluctant to talk about the accident in his psychiatric evaluation. But this
resistance subsided relatively quickly, and he reported recurrent intrusive images
of the woman’s body.

Background

Harry’s family lived in a mid-size central California city. His father worked as a
hardware store manager and had a middle-class income. His mother married his
father after graduating from high school and had been a housewife and mother
since then. Harry had two older sisters and one younger sister.

Harry’s father, a strict and moralistic man, had a constricted outlook on
life. He had been out of work during the 1930s Great Depression and remained
preoccupied with trying to save money. When this was not possible, he became
irritated or worried. Besides his work and family, Harry’s father valued his men’s
club activities and his trout fishing. Harry’s father also took him on occasional
fishing trips, but remained fairly emotionally remote. As we shall see, Harry
internalized his father’s moralistic standards of behavior, which contributed to
his guilty feelings after the accident.

Harry’s mother struggled to provide a good home for her children, making
sure that the house was clean, the meals were on time, and the laundry was done.
She sometimes cried and belittled herself when she was unable to complete these
tasks. Harry felt that his father did not appreciate his mother and that his facher
did not help her enough. While his father sat in a chair during the evening, his
mother continued working, with Harry sometimes helping. Harry’s mother
favored him and generally was lenient about what he did.

One of Harry’s older sisters resented his favored position with their mother
and periodically teased and tormented him. But the other two sisters shared
their mother’s feeling that he was the special one. Harry felt especially close to
his younger sister but was not closely attached to the others.

Harry was one of the more intelligent and gifted children in his high school
class, and some of his teachers encouraged him to go to college. But he fell in
love with a girl in his class, they began dating, and in their senior year of high
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school, she became pregnant. They decided they should get married and raise
the child together. Harry found a job working for a local store, which led to his
entering the truck-driving field. Harry’s wife was a homemaker and did not work
outside the home. Periodic promotions followed until he reached the position
of chief dispatcher a few years before the accident. He worked hard, valued the
esteem of the other men, but felt bored and limited. His resulting desire for
something more contributed to an increasingly impulsive attitude, such as his
readiness to break the rules and pick up the hitchhiking woman.

Harry and his wife had three children, two boys and a girl. Although
Harry rarely had time, the children demanded that he spend time with them
on weekends. He was attentive to his children and consciously wanted to be a
better husband than his father had been. His resentment of his wife occasionally
surfaced, however, for he felt unfulfilled in the marriage. He believed that if he
had not had to marry her, he could have gone to college, developed his potential,
and found more interesting and remunerative work.

For several years, Harry had served in the military and his wife and family
were able to accompany him to a stateside base. He remembered this as one
of the happier periods of his life because of the variety of experiences and the
camaraderie he was exposed to with the other men. He had felt occasionally
depressed since then.

When he was feeling morose, instead of coming home for dinner, Harry
would go to a local bar with some of the men from work. He generally returned
home three or four hours later, moderately intoxicated. His wife reacted with
coldness, tears, or an angry attack. He counteracted by either feeling upset,
guilty, apologetic, or angry in return and would criticize his wife’s faults and
shortcomings. Once he hit her during such an altercation; she threatened to
leave him and because of this the physical abuse was never repeated. After the
accident he feared that his wife would react to his picking up the woman with
similar coldness, accusation, and anger.

Following such outbursts, Harry tended to carry a grudge against his wife
for several weeks. But to his surprise, she would recover from these attacks the
same day. Her main grievance was that she felt unappreciated for all her devo-
tion as his wife and the mother of his children. Although their sex life was
intermittently active, she accused him of being less interested in her, and herself
of being less interesting. Even though Harry did not tell her, he agreed. He had
been sexually interested in women at work, but this had not gone beyond flirta-
tions and kissing at office parties. But his sexual fantasies had been activated by
seeing the woman alone on the highway.

Harry’s main leisure activities were picnicking and camping with his family
and trout fishing with his father. The two had developed a kind of distant but af-
fectionate relationship around this activity. In addition, Harry liked to read. He
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tended to select recent novels and had also purchased a set from a “great books”
series that he was determined to read from beginning to end.

Diagnosis, Formulation, and Treatment

Harry received a diagnosis of Post Traumatic Stress Disorder based on the sever-
ity of the event he had experienced and his symptoms. His symptoms included
intense and disruptive night terrors, unbidden daytime images, anxiety attacks,
phobic avoidance of driving vehicles, obsessive rumination, excessive alcohol use,
insomnia, and irritability. He had states of mind with reduction in emotional
regulation. That is, he had states of expressing under-modulated anger, worry,
and remorse. Certain topics seemed unresolved in his mind, and they were topics
of worry. These included:

* Degree of responsibility for accident
e Worry about his future
* Worry about his marriage

As he thought about these topics, he sometimes saw himself as a harmful aggres-
sor, leading to his passenger being hurt, and sometimes as a victim with superiors
at work being excessively critical accusers. He also saw himself as needy, without
sufficient current emotional support.

Therapy was aimed to work on these problems. The focus would be on
the accident, its consequences and antecedents, and the meanings of these
experiences to his sense of competence and future possibilities. He was seen in
individual integrative psychotherapy (integrating psychodynamic and cognitive
techniques).

During his psychotherapy, Harry worked through several complexes of
ideas and feelings linked associatively to the accident and his intrusive images.
The emergent conflicting themes (see Table 1.1) included guilt over causing the
woman’s death, guilt over sexual ideas about her that he had fantasized before
the accident, guilt that he felt glad to be alive when she had died, and fear and
anger that he had been involved in an accident and her death. There was also a
magical belief that the woman had “caused” the accident by her hitchhiking, and
his associated anger toward her that then fed back into his various guilt feelings.

The feelings of guilt and anger Harry experienced were activated not only
by the accident, but also by his psychological state prior to it. Relationship dif-
ficulties and lack of sexual interest in his wife had led to fantasies about other
women and activities that resulted in themes of guilt. Such guilt was connected
with these feelings after the accident, just as his anger with his wife was related
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Table 1.1 Themes Activated by the Accident

CURRENT /ncongruent with ENDURING SCHEMAS

CONCEPTS —M8M8Mp OR BELIEF§ ———— EMOTION
A. Self as “aggressor”
1. Relief that she and not Social morality Guilt
he was the victim.
2. Aggressive ideas about  Social morality Guilt
the woman.
3. Sexual ideas about the  Social morality Guilt
woman
B. Self as “victim” Invulnerable self Fear
1. Damage to her body Invulnerable self Fear
could have happened
fo him. Fear (of
2. He broke rules. Responsibility to the company  accusations) and
3. She instigated the He is innocent of any badness; shame
situation by hitchhiking. the fault is outside Anger

to the theme of his anger with the hitchhiker. Thus, the accident led to a period
of stress that combined predisposition with stress responses.

Harry’s symptoms gradually diminished. At first he was able to sleep better,
and gradually he felt less anxious, tense, and irritable. He reduced his alcohol
intake to an occasional social drink. Later, the image symptoms stopped, and
his relationships returned to about the same level as before the accident, except
that he felt closer to his wife, whom he credited with helping him through a
difficult period.



CHAPTER 2

Clinical Observations
and Syndromes

Clinical observation rests largely on self-reports from people who may not have
a clear language for describing certain mental experiences such as flashbacks.
Knowing how to describe symptoms, the clinician can ask questions that am-
plify the patient’s spontaneous reports and augment observations of non-verbal
communications. In addition, we aim at understanding how and why symptoms
have developed. Such an understanding helps us plan how to attenuate these
symptoms and restore the patient’s self-confidence and functioning.

Background and Current Context

Stress response syndromes, which describe the altered experiencing and impaired
social functioning, have been noted in literature that goes back many hundreds
of years. The arguments of what is normal and transient, versus abnormal,
complicated, and prolonged that were present in the past literature are fresh and
alive in current debates about establishing diagnostic criteria and frameworks.
Reasons for such debate include not only theoretical and intellectual differences
but also encompass economic and legal issues.

If a stress-induced syndrome represents suffering and some disability, then
whoever caused the life event might be in part responsible for costs of care, emo-
tional damages, or support for those whose ability to earn a living is impaired.
Personal injury litigation may occur. Institutions may be challenged to pay for
care, and make up for emotional suffering, and related disability. Economic is-
sues can cloud scientific reasoning and data interpretation, even the data one can
collect in research investigations. War combat provides such an example, with
the rate of Post Traumatic Stress Disorder being high in veterans. The govern-
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ment care of them is rather costly, which creates an incentive to establish strict
diagnostic criteria and establish inexpensive treatment limitations.

Another reason for the debate about diagnostic categories relates to the fact
that criteria for disorders are based mainly on patient-reported psychological
symptoms, such as intrusive mental images repeating traumatic perceptions.
This makes diagnostic tools rely largely on subjective experience and difficult to
verify self-report. So far, there are no clear biological markers, such as X-ray for
bone fractures, to assess PTSD.

Post-traumatic conditions concern not only the clinical problem of diag-
nosis and etiological formulation but also the legal problem of compensation
when the traumatic events were seen as the potential responsibility of others.
The advent of the development of railroad systems in the industrial era led to a
clearer observation of post-traumatic disorders (Trimble, 1981). The lawsuits,
as a result of accidents, led to many legal arguments among experts on both the
plaintiffs’ and the defendants’ sides. In the latter part of the nineteenth and into
the twentieth century, these arguments concerned the degree to which a patient’s
distress and functional impairment was related to (1) aims to get compensation;
(2) somatic reactions precipitated by trauma; (3) physical disability and (4) psy-
chological symptoms and behavioral signs induced by psychic trauma.

Using the early methods of psychoanalysis, Breuer and Freud (1895) ex-
plored hysterical symptoms in terms of associated memories and fantasies and
hypothesized that earlier psychological traumas provided the contents that were
reenacted symbolically or indirectly in the symptoms of hysteria. These trau-
matic events often involved a situation in which the dependent child or adoles-
cent was sexually abused. The pressure for expression, of reactions to childhood
abuse, together with defensive distortions of expression, was seen as the cause of
symptoms such as interpersonal pattern disturbances that emerged much later
in adule life. This is still seen as an aspect of what will be discussed later as the
controversial syndrome of Complex PTSD.

Breuer and Freud noted that psychological traumas could precipitate symp-
toms such as recurrent visual hallucinations, emotional outbursts, paralyses,
compulsive movements, and other sensory or motor disturbances. They also
discovered that there was frequently a latent period between the occurrence of
a stressful event and the onset of symptoms. Once symptoms formed, however,
there was a remarkable tendency toward recurrence or persistence long after the
termination of the precipitating event. In addition, there was often a bland de-
nial of the meaning of symptoms, which was called la belle indifference.

Later, Freud made many theoretical revisions about the hypothetical trau-
matic basis of some intrusive hysterical symptoms. He was at first dismayed
to find that memories of childhood seduction and abuse were not always true
memories but occasionally fantasy elaborations of childhood situations (Jones,
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1953). Thus, the traumatic event did not always represent an external stress
alone. It also involved internal components and might produce a range from
resilience to symptom formation to personality disturbances (Freud, 1920).

Through the elaborations and corrections of the first psychoanalytic theory,
the concept of trauma became generalized. The generalization of trauma as an
explanatory concept necessitated the description of its many variations. Also,
carly treatment techniques emphasized abreaction (emotional recall of traumatic
memories) and catharsis (extensive and intense expression of the emotional
reactions). An array of terms resulted, including multiple strains, cumulative
bad-object crises, abandonment reactions, and retrospective traumas (Fairbairn,
1954; Freud, 1937; Furst, 1967; Glover, 1929; Greenacre, 1952; Sachs, 1967;
Sears, 1936; Stern, 1961; Prior, 2006; Summers, 1999).

Despite this diffusion of terminology and theory, clinicians agreed on
several key findings. One of these discoveries was the phenomenon that after
a traumatic event there is a compulsive tendency to repeat some aspect of the
experience (Schur, 1966). This involuntary repetition includes the recurrence
of thoughts and especially images about the stress event, of feelings related to
the original experience, and of behavioral reenactments of parts of the experi-
ence itself. Repetitions in thought may take many forms, including nightmares,
hallucinations, pseudohallucinations, recurrent unbidden images, illusions, and
recurrent obsessive ideas.

As discussed in Chapter 1, the case of Harry is an example of some common
post-traumatic symptoms. His intrusive and repetitive images of the dead body
and his recurrent emotional alarms exemplify the distress that may be prolonged.
His emotional repetitions occurred often with or without clear conscious aware-
ness of their conceptual associations.

Involuntary repetitions of aspects of the trauma story as conscious represen-
tations are not necessarily static replicas of the original experience. A series of
successive revisions in content and form is frequently noted in clinical studies of
telling the story of a trauma. The change in content and reduced intrusiveness
may indicate that there has been a progressive mastery of the experience. But
unfortunately this does not always happen, and in some people these intrusive
repetitions persist and disrupt a sense of self control and/or they impair the per-
son’s abilities for social functioning.

The involuntary repetition of stress-relevant contents may be a sharp con-
trast with its ostensible opposite: the massive ideational denial of the event and
general emotional numbness. This phenomenon was described by Menninger
(1945), who called this the most normal and the most prevalent of defenses 4y-
persuppression. Avoiding thoughts about the stress event or its implications may
alternate with intrusive repetitions in a variety of phasic relationships. Denial
and numbness may occur over a given time span of hours or days, alternating
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with phases of ideational intrusion and emotional pangs. There also may be in-
trusive repetitions of one aspect of a stress event, with simultaneous denial and
numbing of another implication of the event (intrusion of fearful themes, for
example, with Harry’s inhibitions of the experience of guilty themes).

To summarize, early studies indicated that major stress events tend to be fol-
lowed by involuntary repetition or intrusion in thought, emotion, and behavior.
Such responses tend to occur in phases and to alternate with periods of relatively
successful avoidance of repetitions, as indicated by ideational denial and emo-
tional numbness. In addition, the bodily reactions called hyperarousal of fear-
circuitry and alarm psychology form a historically recognized set of symptoms.
“Soldier’s Heart,” for example, was a diagnosis explaining sudden states of rapid
pulse rates in American Civil War veterans in the 1860s and 1870s.

As an overview, some historical observations of post-trauma symptoms are
summarized under the intrusive, avoidant, and hyperarousal states in Table 2.1.
The symptoms are organized by various sectors of mental processes, ranging
from perceptions to action-planning.

Now I would like to expand on a delineation of some of the most frequent
trauma-related symptoms. During intrusive states, mental images in any sensory
modality (visual, auditory, kinesthetic) may form (Horowitz, 1970, 1983, 1998;
Brett & Ostroff, 1985). In a hallucinatory experience, the person has sensations
that he or she interprets as real but have no external basis. In a pseudohallucina-
tion, the person sees the vivid subjective images as false signals of external reality
but nonetheless responds emotionally as if they were real. These unbidden images
include sensing the presence of others who may have died during the traumatic
event. These images may be the source of paranormal phenomena, such as be-
lieving that one is seeing or hearing the voices of the deceased’s ghosts.

The unbidden images tend to occur most frequently when the person re-
laxes, lies down to sleep, or closes her eyes to rest. Vivid sensory images occur-
ring during periods of rest or relaxation constitute a Aypnagogic phenomenon. A
similar occurrence when awakening is called a hypnopompic phenomenon. These
frightening experiences may lead to anticipatory anxiety about their recurrence
to secondary anxiety if the subject interprets the phenomenon as a sign of losing
control or “going crazy.” In treatment, patients can immediately be reassured
that such phenomena and other unbidden perceptual experiences are not serious
portents of psychosis but are common in those who have experienced traumatic
events. Reassurance is especially useful if denial states have created a latency
period before the onset of an intrusive phase of response. In such instances,
intrusive experiences come as a major surprise to a person who believes that she
has already “mastered” the stressful life event.

Responses to trauma also affect attention and perception. The daze and
selective inattention of the avoidant or denial states contrast with the excessive



Table 2.1 Common Symptoms and Signs During Intrusive, Avoidant, and Hyperarousal States

Sector of Avoidant States Infrusive States Hyperarousal States
Observation
Perception and Dazed Sleep and dream disturbances, Hypervigilance, startle

Aftention

Consciousness of
ideas and feelings
related to the event

Information
Processing

Emotional
attributes

Action patterns

Selective inattention
Inability fo appreciate significance of
stimuli

Amnesia (complete or partial)
Non-contemplation of topics that ought
to be considered because of implications
of the stressor event

Disavowal of meanings of current stimuli
in some way associated with the event
Loss of realistic sense of appropriate
connection with the ongoing world
Constriction of range of thought
Inflexibility of purpose

Major use of fantasies to counteract real
conditions

Numbness

Frantic over-activity, non-event-related
withdrawal

Failure to decide how to respond to
consequences of event

flashbacks

Intrusive-repetitive thoughts, emotions,

and behaviors

Feeling disorganized when discussing

event-related themes

Overgeneralization of stimuli so that
they seem related to the event
Preoccupation with event-related
themes with inability fo concentrate on

other topics

reactions

Feeling fime-pressured;
racing thoughts

Bias towards
information with
negative emotional
connotations

Emotional pangs related to the event or Gastrointestinal

fo reminders

Compulsive repetition of actions
associated with the event (e.g.. search
for lost persons or situations)

irritations, muscle pain,
cardiac palpitations

Frantic event related
overactivity
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alertness and startle reactions of the intrusive states. Numbing experiences may
include staring blankly into space, and even avoiding the faces of others who
can provide emotional support. There may also be a narrowing of focus and
a failure to react appropriately to new stimuli, with a sometimes stubborn ad-
herence to tasks and stimuli considered important before the new and drastic
changes in the life situation occurred. As well, there may be an accompanying
inner sense of clouding of perception, with a feeling that the world has become
gray, less colorful than before. This clouding of consciousness may include a
diminished awareness of bodily sensations, even a feeling of being “dead in
life” (Lifton, 1967).

This brings us to two other important post-trauma symptoms: (1) the sense
of emotional blunting, even depersonalization or derealization that may be pres-
ent during an avoidant or denial phase and (2) its opposite, explosive pangs of
strong emotion or even dissociative identity experiences that may characterize an
intrusive phase. Numbness as a symptom is not simply an absence of emotions;
it is a sense of being “benumbed.” The individual may actually feel surrounded
by a layer of cotton or insulation. This emotional blunting may alter patterns
of interaction with support systems, affecting family life, friendship, and work
relationships.

Symptoms may tend to co-occur during different states as shown in Table
2.1. A general phasic tendency may be noted in the responses of some people.
Those phases are shown in Figure 2.1. Relatively less disturbed response ten-
dencies are to the left, and more disturbed response tendencies are shown on
the right. This phasic tendency is reinforced by empirical findings when studied
in groups but has many individual and situational variations (Horowitz et al.
1980a; Zilberg et al. 1982).

The presence or intensity of a symptom can be assessed using a rating
scale. The Impact of Event Scale (IES) (Horowitz et al. 1979) measures symp-
toms by self-rating. The Stress Response Rating Scale (SRRS) (Horowitz et
al. 1980; Weiss et al. 1984) assesses symptoms using clinicians’ reports based
on structural interviews. Numerous subsequent scales based on diagnostic cat-
egory criteria are now also available. My colleagues and I conducted research
in the 1970s and 1980s. One important study summarized the comparative
frequencies and intensities of the various intrusive and denial experiences in 66
cases. These data are reported in Tables 2.2 and 2.3. Both the self-report and
the clinician’s rating scale yielded separate scores for intrusive and avoidance
or denial experiences. A meta-analysis conducted in 2003 reviewed 66 studies
on trauma, with different trauma types, which have used the IES in different
countries. Intrusion and denial symptoms were present and their quality was
similar to what we described earlier. Two types of traumatic events, combat
and sexual abuse, emerged as the strongest predictors of symptom severity.
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Intense and prolonged
experiences may become

Phases of Responise After symptomatic as follows:

A Stressor Event

Piverwhe
Event erwheth

Outery

imme

Fear, sadness, rage, and
other emotions

Denial

v

Refusing to face some
L implications of the loss

Intrusion

Unbidden thoughts,
images, and pangs of
emotion

Working-through

Adapting to the
implications of what has
happened

if there is no resolution

Completion

IND 1 D

Going on with a
stronger sense of self

Figure 2.1 Phases of Response after a Stressor Event.

Intrusion and denial symptoms decreased over time, and the demographic
variables did not influence the symptoms. This experiment confirmed our
earlier findings and further validated the constructs of the IES (Sundin &
Horowitz, 2003).

In another study, we studied the rates of intrusive and avoidant symptoms
in two different trauma groups. We compared the mean scores of 38 patients
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who were victims of violence and 43 patients who suffered the death of a close
relative or a close friend. There were no significant differences in scores on intru-
sion or avoidance in these groups, thus agreeing with the assertions made in this
book that these are general tendencies regardless of the type of trauma. But there
were a few differences on specific items:

The group exposed to violence reported more efforts to forget and cog-
nitively avoid the event. Seemingly paradoxical, but in keeping with the dual;
deflections to both more denial and more intrusive experiences, the violence
group reported having more symptoms of hypervigilance, startle reactions, and
more impairing bad dreams. The group who had experienced deaths often re-
ported that they felt as if the event had not been real, or at least not completely
real, (this is perhaps related to a problem in mourning which is slowly, and
unconsciously, as well as consciously, coming to realize the finality of the death
of a loved one [Horowitz, 2011]). The data for these findings are presented in
Tables 2.4 and 2.5.

Table 2.2 Impact of Events Scale: Experiences Reported by Sixly-six Subjects with Siress
Response Syndromes (Horowitz, Wilner, Kaltreider, et al., 1980)

%' Group Mean? SD

Infrusion Itfems

| had waves of strong feelings about it. 88 3.8 1.9
Things | saw or heard suddenly reminded me of it. 85 3.7 1.9
| thought about it when | didn’t mean to. 76 3.3 2.2
Images related fo it popped into my mind. 76 3.2 2.2
Any reminder brought back emotions related to it 76 3.0 2.1
I have difficulty falling asleep because of images

or thoughts related fo the event. 64 2.6 24
| had bad dreams related to the event. 44 1.7 2.2

Avoidance Items
| knew that a lot of unresolved feelings were sfill there, but

| kept them under wraps. 71 3.0 2.2
| avoided letting myself get emotional when

| thought about it or was reminded of it. 70 2.8 2.1
| wished to banish it from my store of memories. 65 2.8 2.3
| made an effort to avoid talking about it. 61 2.2 2.0
| felt unrealistic about if, as if it hadn’t happened

or as if it wasn’t real. 58 2.2 2.3
| stayed away from things or situations that

might remind me of it 53 2.2 2.3
My emotions related to it were kind of numb. 59 2.1 2.1
| didn’t let myself have thoughts related to if. 50 1.8 2.2

! Percent positive endorsement.
20n a scale of intensity where 5 is severe; 3 is moderate; 1 is mild; 0 not at all (occurring within the past
7 days.)
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Table 2.3 Stress Response Scale: Signs and Symptoms Reported by Clinicians for Sixty-
six Subjects with Stress Response Syndromes (Horowitz, Wilner, Kaltreider, et al., 1980)

%'  Group Mean? SD

Infrusion Itfems

Pangs of emotion 95 3.1 1.3
Rumination or preoccupation Q0 2.9 1.4
Fear of losing bodily control or hyperactivity in any
) 82 2.6 1.5
bodily system
Intrusive ideas (in word form) 77 2.3 1.5
Difficulty in dispelling ideas 74 2.1 1.6
Hypervigilance 69 1.6 1.4
Bad dreams 54 1.6 1.7
Intrusive thoughts or images when trying fo sleep 51 1.6 1.8
Reenactments 57 1.5 1.5
Intrusive images 51 14 1.6
Startle reactions 34 0.6 1.0
lllusions 26 0.6 1.1
Hallucinations, pseudohallucinations 8 0.2 0.8
Denial Items
Numbness 69 1.8 1.5
Avoidance of associational connections 69 1.7 1.4
Reduced level of feeling responses to outer stimuli 67 1.7 1.5
Rigidly role adherent or stereotyped 62 1.5 1.5
Loss of reality appropriateness of thought by switching
: 64 14 1.2
attitudes
Unrealistic narrowing of attention, vagueness, or
. - 52 1.2 1.3
disavowal of stimuli
Inattention, daze 48 1.2 1.5
Inflexibility or constriction of thought 46 1.0 1.2
Loss of trains of thought 44 0.9 1.2
Loss of reality appropriateness of thought by sliding M 0.8 12
meanings ' '
Memory failure 34 0.8 1.2
Loss of reality appropriateness of thought by use of
) 25 0.6 1.2
disavowal
Lose of reality appropriateness of thought by use of 15 03 08

fantasy

! Percent positive endorsement
20n a scale of intensity ranging from 5 (major) to 0 (not present) within the past seven days.
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The scales are worded exactly as given to patients and clinicians. The stress
response rating scale has been expanded to 40 signs and symptoms. The addi-
tions go beyond intrusive items to include denial items and general stress reactiv-
ity. Table 2.6 lists the additional items.

Common Themes

Human beings are as similar as they are different. However, there seems to be
certain fairly universal conflicts between wishes and realities after accidental

Table 2.4 Impact of Event Scale: Self-Report

Below is a list of comments made by people after stressful life events. Please check
each item, indicating how frequently these comments were true for you during the
past seven days. If they did not occur during that time, please mark the “not at all”
column.

MEAN ENDORSEMENT

VIOLENCE D DEATH
GROUP  GROUP
(h=38) (n=43)

1. Ithought about it when | didn’t mean fo. 3.39 3.64

2. | avoided letfing myself get upset when |
thought about it or was reminded of it. 3.32 2.88

3. |tried to remove it from memory. 3.50 1.95¢9

4. | had frouble falling asleep or staying asleep. 3.00 2.67

5. I'had waves of strong feelings about it. 3.95 3.60

6. Ihad dreams about it. 1.87 1.09°

7. |stayed away from reminders of it. 2.66 2.12

8. |Ifelf asif it hadn’t happened or it wasn’t real. 1.18 2.05¢

9. |tried not fo talk about it. 2.59 2.33

10. Pictures about it popped info my mind. 3.35 3.39

11. Other things kept making me think about it. 3.29 3.53

12. | was aware that | still had a lot of feelings about it, 3.16 3.52
but | didn’t deal with them.

13. | tried not to think about it. 3.34 2.40°

14. Any reminder brought back feelings abouf it. 3.78 3.77

15. My feelings about it were kind of numb. 2.26 2.53

Intrusion subset = 1, 4, 5, 6, 10, 11, 14; avoidance subset = 2, 3, 7, 8, 9, 12, 13, 156. Mean scores on each

item are based on a 5-point scale, where 0 = not experienced, 1 = rarely experienced, 3 = sometimes

experienced, and 5 = often experienced during the last week.
@ Value significantly different from value in violence group.
° Value marginally significantly different from value in violence group.
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Table 2.5 Stress Response Rating Scale: Clinicians’ Ratings

Directions: Please judge the degree to which the following signs and symptoms
describe the patient within the last seven days only. Do not spend too much time
deciding about any one item. Base your judgments on either the history as re-
ported, or your own observations. Check the appropriate line for each item. If you
have absolutely no information for a particular item, and the not-present response
might inaccurately describe the subject’s condition, then use the no-information
response, but use it sparingly. Scores are based on degree of presence with 0 = not
present, 1 = minor, 3 = moderate, 5 = major.

MEAN ENDORSEMENT
SYMPTOM VIOLENCE  DEATH
GROUP GROUP
(n=238) (n=41)
1. Hypervigilance: Excessively alert, overly scanning the 2.38 0.56¢
surrounding environment, overly aroused in perceptual
searching, tensely expectant.

2. Startle reactions: Flinching after noises, unusual orienting 1.09 0.42¢
reactions, blanching or otherwise reacting fo stimuli that
usually do not warrant such responses.

3. lllusions or misperceptions: A misappraisal of a person, 0.57 0.52
object, or scene as something or someone else (e.g.,
a bush is seen for a moment as a person; a person is
misrecognized as someone else).

4. Intrusive thoughts or images when trying to sleep: Un- 222 1.43
welcome and unbidden mental contents that may be
difficult fo dispel; include trains of thought that begin
volitionally but develop an out-of-control quality.

5. Bad dreams: Any dreams experienced as unpleasant, 211 1.13¢
not just the classical nightmare with anxious awakenings.
6. Hallucinations, pseudohallucinations: An emotional 0.29 0.75

reaction to imagined stimuli, experienced as if it were
real, regardless of the person’s belief in its reality. “Felt
presences” of others as well as sensations of smell, taste,
touch, movement, sound, and vision are included,
along with out-of-body experiences.

7. Intrusive images while awake: Unbidden sensations 2.06 2.31
which occur in a non-volitional manner either in visual
or other sensory systems. Awareness of these images is
unwanted and occurs suddenly.

8. Intrusive thoughts or feelings while awake: Unwilled 2.08 2.68
entries of simple ideas or frains of thought and feeling
taking unwilled directions.

9. Reenactments: Any behavior that repeats any aspects of 0.94 0.77
the serious life event, from minor fic-like movements and
gestures to acting out in major movements and sequences,
including retelling the event. Repeated enactments of
personal responses to the life event, whether or not they
actually occurred at the time of the event.
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10.

12.

Rumination or preoccupation: Continuous conscious 2.77 2.90
awareness about the event and associations to the

event that go beyond ordinary thinking through. The key

characteristic is a sense of uncontrolled repetition.

. Difficulty in dispelling thoughts and feelings: Once a 2.2 2.68

thought or feeling has come to mind, even if it was

deliberate, awareness of it cannot be stopped.

Pangs of emotion: A wave of feeling that increases and 2.89 3.08
then decreases rather than remaining constant.

@ Value in a death group significantly different from value in violence group.

Table 2.6 Other Symptoms of Stress for Clinician Rating on the Stress Response Rating
Scale

13.

20.

21.

22.

23.

24,

25.

Fears or sensations of losing bodily control: Sensations of urinating, vomiting, or
defecating without will, fear of suffocating, fear of being unable to control vol-
untary behavior as well as somatic responses such as sweating, diarrhea, and
tachycardia.

. Inattention, daze: Staring off info space, failure to determine the significance of

stimuli, flames of response fo stimuli.

. Memory failure: Inability to recall expectable details, sequences of event, or spe-

cific events.

. Loss of train of thought: Temporary or micro-momentary lapses in continuation

of a communication, or report of inability fo concentrate on a frain of thought.

. Numbness: Sense of not having feelings, or being “unfeeling.” (Note: Either pa-

tient report or your inference is acceptable here.)

. Sense of unredlity: Experiences of depersonalization, de-realization, or altered

sense of fime and place.

. Withdrawal: Feelings or actions indicating social isolation, or experiences of be-

ing isolated and detached.
Misdirection of feelings: Displacement of positive or negative feelings.

Excessive use of alcohol or drugs: Avoidance of implications of the event by
increased usage. Alcohol: excessive usage. Drugs: abuse of prescription agents,
as well as abuse of other drugs, legal and illegal.

Inhibition of thinking: Attempts to block thinking about the event. Success or
awareness of the atfempt is not a consideration.

Unrealistic distortion of meanings: Effects of the event on day-to-day living are
inaccurately appraised.

Excessive sleeping: Avoidance of implications of the event by increased sleep-
ing as well as by simply staying in bed.

Avoidance of reminders: Staying away from certain places, foods, or activities;
avoiding photographs or other mementos.
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26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.
37.

38.

39.

40.

Seeking of distracting stimulation or activity: Avoidance of the implications of
the event by seeking excessive exposure to external stimuli or activities such as
television, loud music, fast driving, sexual activity, voracious reading, or other
diversions.

Hyperactivity: Fidgeting, markedly increased pace of activity, inability to slow
down or stop sequences of actions; periods of frenzied activity.

Altered pace of actions: Psychomotor retardation; clear slowing, either continu-
ous or episodic, of thought or behavior.

Tremors or tics: Tremors or tics, including around the eyes and mouth. (Nofe: Basis
of tremor or tic as neurological or characterological is irrelevant.)

Clumsiness or carelessness: Dropping objects, bumping intfo furniture, actions
that are more than awkward.

Autonomic hyperarousal: Sweating, palpitations, frequent urination, altered skin
color, altered pupil size, or other autonomic signs.

Troubled sleep: Inability to fall and stay asleep; bad feelings about or during
sleep.

Restlessness or agitation: Report of inner sensations of agitation or action and
behavior which is restless or agitated.

Excited states: Thought and action are dominated by excessively high rate of
arousal, information processing, and expression. May include excessively high
levels of sexuality, creativity, productivity, exercise.

Self-hatred: Uncontrollable suicidal preoccupation or gestures, self-loathing, or
hostility foward a part of the body.

Rage at others: Uncontrollable hostility and anger, even if the target is unclear.

Panic or disinfegration: Periods of high pressure, confusion, chaos, anxiety, and
purposelessness.

Sadness: Uncontrollable sadness or grief; floods of despair, longing, pining, or
hopelessness.

Guilt or shame: Out-of-control experience of remorse, sense of wrongdoing, or
exposure of personal evil or defectiveness.

Irritability or touchiness: Relations with peers, children, or strangers that can either
be inwardly irritating or outwardly abrupt, hostile, and bristling.

injuries, assaults, illnesses, and losses. Clinical studies reveal at least nine
themes as common problems during the process of working through stressful
life events. Such thematic contents may occur as intrusive ideas, deliberately
contemplated ideas, or warded-off ideas. Any event is appraised and assimi-
lated in relation to the past history and the current cognitive and emotional
set of the person who experiences it, and therefore it produces idiosyncratic
responses.
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FEAR OF REPETITION

Many of the same signs and symptoms that characterize a phobic disorder may
be found in a post-traumatic stress disorder. The fear of repetition leads people
to develop a phobic anxiety with any stimulus that can be associated to the previ-
ous traumatic event and to engage in a variety of marked withdrawal procedures.
A person who has had an accident on the street may develop a phobic reaction
not only to a specific street corner, but also to any street corner, or traffic and
may even withdraw into his or her home and be labeled as agoraphobic.

Sometimes a peripheral stimulus present during the traumatic event, such
as the fragrance of flowers that was noticed at the scene of a previous attack
in the park, may trigger a sudden fear response when the fragrance is smelled
again. This may lead to a panic attack, with full-blown symptoms of pounding
heart, weak knees, and choking sensations. At other times, there is no sudden
acceleration of alarm responses but rather, a constant sense of foreboding, im-
pending doom, and a nameless dread constituting chronic anxiety. Sometimes
the specific fear of repetition is relatively unconscious; only the dread seeps into
conscious awareness. Then the anxiety is not associated with the memory of the
stressful life event or the concern that it might be repeated.

SHAME AND RAGE OVER VULNERABILITY

The expectation of personal omnipotence or total control is unrealistic but is
nonetheless a universal hope and sometimes a deeply felt personal belief. Both
the failure to prevent a stress event such as an accident and the weakness that
may follow an event such as an illness are regarded as a loss of control, and con-
flict with the wish for power and mastery. People who have had a heart attack
or back injury, for example, may apologize profusely because they cannot carry
out garbage cans, or they may unwisely carry them out to avoid a sense of shame
for either shirking their duty or feeling useless. After a fire has burned down the
family house, parents may feel deflated in the eyes of their children because their
life is now uncomfortable, with smaller quarters and economic difficulties. Mag-
ical thinking often extends such irrational attitudes so that the inability to master
a stressful event is regarded as equivalent to a regression to infantile helplessness.

RAGE AT THE SOURCE

Rage is a natural response to the frustration of trauma. One important theme
after stress events is anger with any symbolic figure that can be construed as re-
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sponsible, however irrational this may seem. A patient may become angry with a
doctor who tells him the bad news that a diagnostic study has revealed a serious
and unexpected illness. A mother who cuts her finger while slicing meat may feel
an impulse to say to a nearby child, “See what you made me do?” Asking why it
happened, and “why me?” after a stress event, is usually associated with the need
to find out who is to blame and who should be punished.

Rage frequently will conflict with a sense of social morality. For instance, a
person may feel rage toward a friend who has fallen ill; this rage conflicts with the
recognition that the illness is not the friend’s fault and that he needs help, not blame.

A less obvious, but often important instance of rage at the source is the theme
of resentment toward a person who has died. At an unconscious level, the deceased
may be regarded not as a passive agent who has died buc, rather, as an active agent
who has deliberately abandoned the survivor. Thoughts directed toward the de-
ceased are expressed as “How could you have left me now?” Knowing consciously
and intellectually that the death was not deliberate may not prevent such an emo-
tional and transient response. These themes may be based in part on unconscious
views from childhood that parental figures will always be there, are omnipotent,
and so can prevent bad things from happening to them if they really wanted to.

RAGE AT THOSE EXEMPTED

If one has suffered a loss, perhaps the death of a loved one, it is possible to feel
angry with those others, no matter how sympathetic they may be, whose loved
ones remain alive. Such responses can range from envy to hatred and destructive
wishes, even though such ideas seem irrational, undesirable, and unthinkable to
the person who experiences them.

FEAR OF LOSS OF CONTROL OF AGGRESSIVE IMPULSES

There is another conflict between the destructive fantasies mentioned above and
the wish to remain in control and that is the fear that one will impulsively act out
one’s fantasies in an out-of-control manner. For example, a soldier traumatized
by repeated combat experiences often fears, upon his return to civilian life, that
he will even physically attack people who slightly provoke him.

GUILT OR SHAME OVER AGGRESSIVE IMPULSES

The rage alluded to above often extends to destructive fantasies directed toward
anyone symbolically connected to the stressful event. When violence is a part of
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the event, this itself seems to stimulate generalized aggression. The aroused hos-
tility conflicts with a sense of conscience and leads to feelings of guilt or shame.
For example, there may be severe bodily damage to others killed in an accident,
in which both social convention and natural revulsion dictate looking away from
maimed bodies or covering them up. Staring at dead bodies seems, to the person
who does it, to be an unwarranted aggression. The memory of such episodes of
compulsive looking can lead to anxiety or guilt if the person feels that he was
morbidly curious and thus fails to recognize the presence of an intrinsic need to
gain information about a potential threat.

GUILT OR SHAME OVER SURVIVING

When others have been injured or killed, it is a relief to realize that one has been
spared. Once again, at a level of magical thinking there is a common irrational
belief that destiny chooses an allotment of victims, as in the placation of primi-
tive gods through human sacrifice. If one has eluded the Fates, it may seem to
have been unfairly at the expense of other victims. The wish to be a survivor con-
flicts with moral attitudes toward sharing social pain, leading to self-castigation

for being selfish.

SADNESS OVER LOSSES

Any painful stress event contains an element of loss that conflicts with the uni-
versal wish for life permanence, safety, and satisfaction. The loss may be another
person, an external resource, or an aspect of the self. Naturally, some losses are
both symbolic and real. A person who has been laid off from work, not for
personal reasons, but because a plant has closed, may suffer a loss of self-esteem
because he or she is not working. In terms of symbolic losses, a person may lose
a previously taken-for-granted sense of safety in the world following an attack.
Similarly, following trauma survivors may experience a loss of a sense of agency
and trust in one’s ability to act effectively.

The frequency of these stress-related themes can be determined for stressed
populations by defining their ideational and emotional components and inde-
pendently rating their occurrence in clinical material (Krupnick & Horowitz,
1981). Such studies indicate these themes’ presence in many kinds of traumatic
life events.

As mentioned earlier, these themes provide the ideational and emotional
contents that are commonly avoided in periods of denial or are intrusive in
periods of compulsive repetition. Any one of these themes merges the current
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stress event with earlier conflicts over previous stress events. Guilt over hostile
impulses is too common in everyone’s past history to be a theme unique to a
current trauma. Rather, the current event will be emotionally associated to pre-
vious memories and fantasies of guilt over excessive hostility. Such blending of
themes leads to a diagnostic dilemma requiring determination of how much of
the problem is due to the recent life event, however stressful, and how much is
due to carlier developments.

Evolution of Diagnostic Categories

As the field of psychology evolved over time, the official diagnostic description
of trauma in the DSM has progressed as well. The manifestation of trauma
symptoms and its interaction with individual differences has proved to be so
difficult to describe that before DSM-III there was not really an adequate diag-
nostic category for Traumatic Neuroses in the formal nomenclature. Syndromes
occurring after stressful life events demonstrate the interaction of elements
from earlier unresolved conflicts with response tendencies related to the recent
experience (Greenacre, 1952; Murphy, 1961; Solomon et al. 1971; Windholz,
1945). Given that all psychological manifestations are determined by multiple
causes, the question of diagnosis becomes one of the relative weights of possible
etiological factors. The main problem is the existence, nature, and etiological
importance of general stress response tendencies, as contrasted with idiosyncratic
or person-specific variations in response to stress.

In the official (1952) American psychiatric nomenclature (DSM-I) and in
the 1968 revision (DSM-II), neuroses that followed major external stress events
were classified according to their presenting symptoms, as were other types of
neuroses, such as anxiety neurosis, obsessive compulsive neurosis, or hysterical
neurosis. In DSM-1, symptomatic responses to very stressful experiences could
also be classified as Gross Stress Reactions, but this category was later deleted
in the DSM-II of 1968. The appropriate categorization became Transient Situ-
ational Disturbances, with subheadings of adjustment reaction of adult, adoles-
cent, or childhood life.

Despite such vague official diagnostic definitions in the psychiatric litera-
ture, courtrooms, and case conferences, the diagnosis of traumatic neurosis was
used frequently, and most agreed on what the term meant (Keiser, 1969). For
example, in Hinsie and Campbell’s Psychiarric Dictionary (1960), traumatic
neurosis was defined as having the following features:

(1) fixation on the trauma with amnesia for the traumatic situa-
tion which may be total or partial; (2) typical dream life (dreams of
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annihilation, aggression dreams where the patient is the aggressor but
is defeated, frustration or Sisyphus dreams, and occupational dreams
in which it is the means of livelihood rather than the body ego which
is annihilated); (3) contraction of the general level of functioning,
with constant fear of the environment, disorganized behavior, low-
ered efficiency, lack of coordinated goal activities, and profoundly
altered functioning in the autonomic motor and sensory nervous
system; (4) general irritability; and (5) a proclivity to explosive ag-
gressive reactions. (pg. 497)

These kinds of clinical summations and the first edition of this work (Horowitz
1976) led to the inclusion of the diagnosis of Post Traumatic Stress Disorder
in the American Psychiatric Association’s DSM-III. The diagnostic criteria, as
later revised for DSM-IV, are summarized in Table 2.7. DSM-V is in progress,
without much change envisioned for PTSD.

PTSD is the keystone in the arch of diagnostic categories to be considered as
a stress response syndrome. For near-to-trauma-event times, a related diagnosis
of acute stress disorder was agreed to by the committee that argues down to a
compromise set of descriptive symptomatic criteria. The criteria for Acute Stress
Disorder in DSM-IV are included for comparison purposes. The most frequently
cited diagnosis in the set of categories applicable to stress response syndromes is
PTSD. In the future revision of DSM-IV, I anticipate from my current com-
mittee work that it will be part of Stress Response Syndromes instead of Anxiety
Disorders along with Acute Stress Disorder, Adjustment Disorder, Brief Reac-
tive Psychosis, Complicated Grief Disorder, and Dissociative Post-Stress Disor-
der (Spiegel et al. 2011).

Intrusive thoughts and feelings are not unique to Post Traumatic Stress Dis-
order. They are a sign of strain to psychological systems and may occur in a variety
of disorders. Some diagnostic issues are illustrated in the following case vignette.

CASE EXAMPLE

Following his graduation from college, James, a 24-year-old African American,
middle-class man from California, lived with his mother while working sporadi-
cally at jobs that he disliked. He occasionally dated but had never lived with a
woman or with other roommates. He and his mother occasionally had heated
arguments about domestic issues such as who would keep the apartment clean,
and on occasion they had even been warned by the landlord that other tenants
had complained about the noise.

One evening, after such an argument, his mother had crushing chest pains
and shortness of breath. The young man called their family physician but
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Table 2.7 Post Traumatic and Acute Stress Disorders

Post Traumatic Stress Disorder

Acute Stress Disorder

A. The person has been exposed to a
fraumatic event in which both of the
following were present:

1

. The person experienced, wit-

nessed, or was confronted with an
event or events that involved ac-
tual or threatened death or serious
injury, or a threat to the physical
integrity of self or others.

. The person’s response involved

intense fear, helplessness, or hor-
ror. Note: In children, this may be
expressed instead by disorganized
or agitated behavior.

B. The traumatic event is persistently re-
experienced in one (or more) of the
following ways:

1.

Recurrent and intrusive distressing
recollections of the event, includ-
ing images, thoughts, or percep-
fions. Note: In young children,
repetitive play may occur in which
themes or aspects of the tfrauma
are expressed.

. Recurrent distressing dreams of

the event. Nofte: In children, there
may be frightening dreams without
recognizable content.

. Acting or feeling as if the fraumatic

event were recurring (includes a
sense of reliving the experience,
illusions, hallucinations, and disso-
ciative flashback episodes, includ-
ing those that occur on awakening
or when infoxicated). Note: In
young children, frauma-specific
reenactment may occur.

. Intense psychological distress at

exposure to internal or external
cues that symbolize or resemble an
aspect of the traumatic event.

. Physiological reactivity on exposure

to internal or external cues that
symbolize or resemble an aspect of
the traumatic event.

A. The person has been exposed to a
traumatic event in which both of the
following were present:

1

. The person experienced, wit-

nessed, or was confronted with an
event or events that involved ac-
tual or threatened death or serious
injury, or a threat to the physical
integrity of self or others.

. The person’s response involved

intense fear, helplessness, or horror.

B. Either while experiencing or after ex-
periencing the distressing event, the
individual has three (or more) of the
following dissociative symptoms:

1.

2.

A subjective sense of numbing,
detachment, or absence of emo-
tional responsiveness

A reduction in awareness of his or
her surroundings (e.g.. “beingin a
daze”)

. Derealization
. Depersonalization
. Dissociative amnesia (i.e., inability

to recall an important aspect of
the frauma)
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Table 2.7 Post Traumatic and Acute Stress Disorders

Post Traumatic Stress Disorder Acute Stress Disorder

C. Persistent avoidance of stimuli associ- C. The fraumatic event is persistently
ated with the frauma and numbing re-experienced in at least one of the
of general responsiveness (not pres- following ways: recurrent images,
ent before the frauma), as indicated thoughts, dreams, illusions, flashback
by three (or more) of the following: episodes, or a sense of reliving the

experience; or distress on exposure to

1. Efforts o avoid thoughts, feelings, reminders of the traumatic event

or conversations associated with
the tfrauma.

2. Efforts to avoid activities, places, or
people that arouse recollections of
the tfrauma.

3. Inability to recall an important
aspect of the frauma.

4. Markedly diminished interest or par-
ficipation in significant activities.

5. Feeling of detachment or es-
frangement from others.

6. Restricted range of affect (e.g., un-
able to have loving feelings).

7. Sense of a foreshortened future
(e.g., does not expect to have a
career, marriage, children, or a
normal life span).

D. Persistent symptoms of increased D. Marked avoidance of stimuli that
arousal (not present before the trau- arouse recollections of the tfrauma
ma), as indicated by two (or more) of (e.g.. thoughts, feelings, conversa-
the following: fions, activities, places, people).

1. Difficulty falling or staying asleep
2. Irritability or outbursts of anger

3. Difficulty concentrating

4. Hypervigilance

5. Exaggerated startle response

E. Duration of the disturbance (symp- E. Marked symptoms of anxiety of in-
toms in Criteria B, C, and D) is more creased arousal (e.y., difficulty sleep-
than 1 month. ily, irritability, poor concentration,

hypervigilance, exaggerated startle
response, motor restlessness).

F. The disturbance causes clinically F. The disturbance causes clinically sig-
significant distress or impairment in so- nificant distress or impairment in social,
cial, occupational, or other important occupational, or other important areas
areas of functioning. of functioning or impairs the individu-

al’s ability fo pursue some necessary
task, such as obtaining necessary assis-
tance or mobilizing personal resources
by telling family memlbers about the
fraumatic experience.
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Table 2.7 Post Traumatic and Acute Stress Disorders

Post Traumatic Stress Disorder Acute Stress Disorder

G. The disturbance lasts for a minimum
of 2 days and a maximum of 4 weeks
and occurs within 4 weeks of the
fraumatic event.

H. The disturbance is not due to direct
physiological effects of a substance
(e.g., a drug of abuse, a medicao-
tion) or a general medical condition,
is not better accounted for by Brief
Psychotic Disorder, and is not merely
an exacerbation of a preexisting Axis |
or Axis Il disorder.

Specify if:

Acute: if duration of symptoms is less
than 3 months. Chronic: if duration of
symptoms is 3 months or more. With
Delayed Onset: if onset of symptoms
6 months after the stressor

reached an answering service. After some frustration, he was advised to call
an ambulance to take his mother to the nearest emergency room. He became
increasingly frantic when she lost consciousness and the ambulance had not yet
arrived. He therefore took her to an emergency room in his own car and stayed
at her side as she was wheeled to the intensive care unit. Shortly after intrave-
nous treatment was started, monitors indicated a cessation of heartbeat. The
woman was defibrillated and an airway passed into her trachea. Her son refused
to leave and was pushed aside by the resuscitation team. Several urgent medical
orders were given and then rescinded, and the young man wondered whether his
mother was receiving adequate care.

Despite the resumption of heartbeat with defibrillation, there was again a
cardiac arrest, and after a time his mother was pronounced dead. The young
man wept, received some support from the emergency room staff, and then
returned alone to his apartment.

For the next several days he remained at home by himself, felt sad, and oc-
casionally cried. He then resumed his job and apparently worked well for two
months but then began to function less well and was laid off. Within a few
weeks he consulted a community mental health center because of depression.
After the initial interview, a diagnosis of major depressive disorder was made
because he had difficulty sleeping, had lost weight, had no appetite, had a loss of
sexual interest, felt morose, and brooded most of the time.
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After a few interviews it became apparent that his depressive symptoms
seemed to be clearly related to the event of his mother’s death. He reported
that he had difficulty sleeping because of intrusive and repetitive images of his
mother’s head being yanked back while a laryngoscope was being forced, as he
saw it, down her throat. He was enraged at the emergency room staff, who he felt
had provided incompetent care. He blamed himself for not taking his mother
more quickly to a better emergency room, without the telephone delay or wait-
ing for an ambulance. In continued psychotherapy, he worked on the conflicted
relationship with his mother, in which his ambivalence toward her before her
death was also a prominent feature.

He remained angry about the care of his mother in the emergency room, sought
legal advice, and brought a suit against the hospital. Records of her treatment at the
hospital emergency room were subpoenaed, and the defense counsel for the hospital
obtained documents about the young man’s treatment at the community mental
health center, including the process notes of the therapeutic interviews.

In the ensuing trial for medical malpractice and damages of emotional dis-
tress the relationship between the patient and his mother, the competency of her
care in the emergency room, and the patient’s reaction thereafter became issues.
The following is an analysis of each of these points.

It was clear that the young man had had a somewhat turbulent relationship
with his mother, with feelings of ambivalence toward her, as she had toward him,
in the period before her death. This ambivalent attitude may have complicated
his mourning process. While he had never received a formal psychiatric diagnosis
or treatment for a depressive disorder before his mother’s death, he had sought
previous psychiatric consultations and had made some incomplete starts on psy-
chotherapy in college. His emotional pain following his mother’s death was partly
due to the traumatic perceptions, partly due to pre-event characteristics in his
personality, and to the ambivalence and guilt in his relationship with his mother.

In the process notes, the therapist at the community health center had
recorded an interpretation made to this young man in which she had said that
his anger with the hospital emergency room staff was an attempt to displace his
anger with himself. This anger with himself was due to guilt over his argument
with his mother and his own sense of having failed her. The therapist encour-
aged him to review more realistically the events leading to the death and to feel
an appropriate level of remorse but not an exaggerated guilt. Even though this
interpretation may have been accurate, it only indicates that there were complex
themes involved in the development of this man’s stress response syndrome with
its phasic components of intrusion and denial.

The competency of medical care as an issue in the suit included both the
degree of damage to the mother’s chances of survival and the degree of damage
done to the young man as he witnessed the trauma of the treatments, as well as
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his mother’s death. In reviewing the mother’s treatment in the emergency room,
it was established that there had been some procedural errors and omissions but
that these had been rapidly corrected and were not deemed to have caused her
death. There was some impression of violence in the treatment, as in the passage
of the laryngoscope, but the impact of this on the young man was partly due to his
refusal to follow the staff’s instructions to leave the room. In this case, the actions
witnessed contributed to his syndrome but not to his mother’s death. Although the
perceptions led to memories intrusively recalled, it was felt that the inappropriate
actions by the hospital staff were not significant in causing his reaction.

If this case had turned out differently, if the hospital had been found in
some way responsible for precipitating some of the young man’s psychological
responses, an expert opinion might then have tackled the diagnostic problems.
There might have been a debate among experts on post-traumatic stress disor-
ders, about whether this patient warranted that diagnosis. After all, his initial di-
agnosis in the community mental health center was that of a depressive disorder,
not a post-traumatic disorder or an adjustment disorder. His experience could
also be seen as a complicated grief syndrome once the connection to the death
of his mother was established, as most people do have to sustain at some time
the death of one or both parents.

The arguments for this individual’s being diagnosed as having Post Trau-
matic Stress Disorder are that (1) the inital diagnosis of major depressive dis-
order was not based on the full information, (2) the death of the young man’s
mother was associated with visual traumas that had been shocking to him, and
(3) his symptoms of repetitive and intrusive recollection of the emergency room
scene were prominent. His reaction did involve pre-event conflicts, invariably
the case to some degree, but the context of the event was of sufficient severity to
warrant the diagnosis.

From this case, we find that premorbid personality is involved even with
reactions to shocking, unusual, and disastrous experiences. It is especially per-
tinent to how a person works through these experiences and when the person
emerges from a period of symptomatology. Life events that seem commonplace,
such as the death of a parent, are not necessarily simple bereavements but may
have traumatic features for the individual. Finally, diagnoses are not mutually
exclusive; a person may satisfy several diagnoses according to the DSM-IV’s
criteria and clinical criteria.

Adjustment Disorders

Adjustment disorders are defined in DSM-IV as maladaptive reactions to iden-
tifiable psychosocial pressures. The identifiable psychosocial pressures that may
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precipitate adjustment disorders include such changed life circumstances as
divorce, difficulties with child rearing, illness or disability, financial difficulties,
a new form of work, graduation, moving, retirement, and cultural upheaval.
Adjustment Disorders are likely to be included under the frame of Stress Re-
sponse Syndromes in DSM-V. For this to be the correct diagnosis, signs and
symptoms should emerge within three months of the onset of the change in life
circumstances. The signs and symptoms include a wide variety of disturbances
in interpersonal and work functions as well as maladaptive extremes of anxiety,
depression, rage, shame, and guilt.

Others and I have recommended criteria for Complicated Grief Disorder, as
a separate category of the future DSM-V. However, if Complicated Grief Disor-
der does not become a separate entity in DSM-V, it will probably be included as
a type of Adjustment Disorder.

The DSM-1V lists subcategories for adjustment disorders, organized by the
patient’s predominant complaint about her subjective experience. Among the
subtypes are depressed or anxious mood, other out-of-control emotional states
(i.e., rage, shame), disturbance of social conduct, work or academic ambition,
and withdrawal from others. This is an open-ended diagnostic entity, with sub-
types classified by surface phenomena.

Complicated Grief Disorder

Complicated bereavement induced disorder has been described in our scien-
tific literature with greater clarity in recent years. Many people react to be-
reavement in a resilient manner, often having a sense of equilibrium restored
within six months. But for others, bereavement leads to a period of turbulent
distress lasting up to two or more years (Osterweiss et al. 1984). At some time
during the year following a death, a person may episodically experience signs
and symptoms that would constitute a major depressive disorder were they
not transient and clearly connected to grief. For these reactions, professional
treatment may be indicated.

Medical disorders may be part of the bereavement reactions. Clinicians
should take a careful history for increased alcohol consumption, being alert
for cirrhosis of the liver, organic brain syndrome, and accident proneness.
They should also ask about suicidal impulses, increased cigarette smoking
and its cardiorespiratory consequences, and the use of sedatives or tranquil-
izers with their potential for habituation, paradoxical wakefulness, and other
side effects.

Some circumstances are likely to increase the severity or duration of grief
reactions, including a preexisting high dependency on the deceased, preexisting
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frustration or anxiety in relating to the deceased, unexpected or torturous deaths,
a sense of alienation or antagonism to others, a history of multiple earlier or
simultaneous losses that have not been integrated, and real or fantasized respon-
sibility for the suffering or death itself. When several of these factors are present,
a complicated bereavement reaction may resul.

Recent research, based on reliable clinician-observer ratings and utiliz-
ing latent class model analyses and signal detection statistical analyses, have
indicated the validity of a diagnosis of complicated grief disorder that may
be comorbid with depressive disorders but that may also be found in people
who do not also meet diagnostic criteria of Major Depressive Disorder
(Horowitz et al. 1997; Prigerson et al. 1977, 1998; Prigerson, Horowitz et
al. 2009). Subjects selected by an algorithm for the set of symptoms did not
significantly overlap with diagnoses of Major Depressive Disorder, which
are often applied in disturbances due to excessive, distorted, or prolonged
grief. The most sensitive symptoms specific to this disorder, over a year
after the loss event, include intrusive symptoms, pangs of severe emotion,
and distressingly strong yearnings, all related to the lost relationship. They
also include great feelings of emptiness, social isolation, disturbed sleep, and
losses of interest in career, caretaking, and recreational or creative activities
to a maladaptive degree. Criteria for a new diagnostic category, Compli-
cated Grief Disorder, from this research are found in Table 2.8 (Prigerson,
Horowitz et al. 2009).

Table 2.8 Criteria for Complicated Grief Disorder

Event Bereavement at least a year ago.

Signs and Symptoms  Any three of the following seven symptoms, experienced dur-
Criteria ing the recent month, and for at least a month, with a severity
that interferes with daily functioning.

Intrusive Symptoms 1. Unbidden memories or intrusive fantasies related o the lost
relationship
2. Strong spells or pangs of severe emotion related to the lost
relationship
3. Distressingly strong yearnings or wishes that the lost one was
there.

Signs of Avoidance 4. Feelings of being far too much alone or personally empty

and Failure-to-Adapt 5. Excessively distancing ones self from people, places or ac-
tivities that remind the subject of the deceased

. Unusual interference with sleep

. Loss of interest in work, social, caretaking, or recreational
activities to a maladaptive degree.

~N O
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Subtypes of PTSD

The provisional diagnosis of Complex PTSD, Disorders of Extreme Stress Not
Otherwise Specified, and Dissociative Stress Disorder have gained attention
from researchers in recent years. An argument exists that the DSM-IV descrip-
tion of PTSD does not always capture the complexity of patient presentations
seen by clinicians in real-world settings. A need arose to form more accurate
conceptualizations of trauma-related psychopathology. These considerations
are, at the time of this writing, influencing the next diagnostic nomenclatures
DSM-V and ICD-11.

The diagnostic criteria presented in the first edition of this book were used
in creating criteria for the first inclusion of PTSD in DSM-III. Our clinical
research team developed these criteria by case studies of patients who met our
specific investigative criteria (Horowitz et al. 1976, 1980, 1984). These cases
included individuals who were selected for clinical research studies because
they experienced a single non-continuous trauma a year or so before our first
evaluation interviews. We avoided choosing subjects who had cascades of seri-
ous events and people with major psychiatric problems such as suicidality,
self-cutting, or eating disorders. The treatments were time limited to twelve in-
dividual sessions for purposes of uniformity. The therapeutic technique was brief
psychodynamic psychotherapy. We studied simple forms of PTSD and not cases
that could be called compound or complex. We tended to exclude participants
with major symptoms from the most frequent co-morbidities of PTSD such as
Major Depressive Disorder, Panic Disorder, and Substance Abuse Disorders.
Another aspect of complexity concerns personality disturbances, especially in
adults exposed to recent severe events who also had childhood traumas, as well
as a cascade of adult stressors. We can discuss these issues as Compound PTSD.

COMPOUND PTSD

If the patient has Compound PTSD, the other diagnoses are made when plan-
ning treatment. Moderate to severe Traumatic Brain Injury and Substance
Abuse Disorder may be amongst the most important considerations early in
treatment. Cognitive retraining or detoxification from addiction to substances of
abuse may become a top priority. One aspect of Compound PTSD can include
comorbid Traumatic Brain Insure (TBI). In making both differential and com-
prehensive diagnoses, it is important to consider the possibility of concussion
in acute physical traumas or even severe malnutrition. Very mild concussions
may leave no immediate apparent neurologic signs but may have residual long-
term effects on mood and concentration (Trimble, 1981). Malnutrition during
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extended stressful periods may also lead to organic brain syndromes. Speaking of
organic problems, clinicians note that people with post-traumatic stress disorders
commonly cope in ways that may lead to other disorders, such as turning to an
excessive use of tobacco, alcohol, narcotics, sedatives, or food. If they present a
mixed syndrome combining organic and psychological factors, one should make
a diagnosis of each disorder concurrent with the diagnosis of post-traumatic
stress disorder.

COMPLEX PTSD

Complex PTSD, Disorders of Extreme Stress Not Otherwise Specified (DES-
NOS), or Dissociative Stress Disorders have been discussed by several researchers
(Brier & Rickards, 2007; Brier, 2000, 2004; Herman, 1992; Myers et al. 2002;
van der Kolk et al. 2005; Pearlman & Courtois, 2005; Spiegel, 2000) Complex
PTSD involves the disturbances in self-organization in people with unresolved
prior traumas and may manifest in a variety of symptoms, including substance
abuse, depression, anxiety, and occasional explosive and irrational but transitory
and episodic mind states.

Repeated childhood trauma is often implicated in development of complex
PTSD. Childhood abuse affects the development of person schematizations, and
perhaps most importantly, the organization of self-concepts. Cohesion of self
may be in jeopardy. The person may secem to compartmentalize and segregate
different self-concepts. The resulting lack of self harmonization and deficits in
self organization may be symptoms that some have called self-capacity problems.

If these impairments happen in childhood and the person does not advance
towards greater self-coherence by adulthood, then these self-configuration
qualities function as predispositions to stress response syndromes (Drager and
Langeland, 1999). In other words, the combination of infant and childhood
trauma and adult stressor events can increase the likelihood of PTSD symp-
toms in adulthood. In addition to PTSD, intentional childhood abuse can
predispose children to develop psychotic symptoms (Arenault et al. 2011).
Certain types of adult stressors, short of the “A” criteria of severe terror or
fright events, can also increase the likelihood of PTSD symptoms. I refer es-
pecially to relationship ruptures or betrayals (Brier and Rickards, 2007; Brier,
2000, 2004; Herman, 1992; Myers et al. 2002; van der Kolk et al. 2005; Pearl-
man and Courtois, 2005).

Complex PTSD may co-exist with Compound PTSD, and both contain
signs and symptoms of Simple PTSD. What appears to be Simple PTSD at
evaluation may seem to be Complex PTSD during treatment. Some symptoms
and observable signs may suggest Complex PTSD. If observed during evalua-
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tion, one can plan for a longer and perhaps a multifaceted treatment plan (as
with Compound PTSD).

Symptoms can

be grouped from simpler to 