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Family Issues specific to Chronic Trauma Disorder

Extrapolating from the work of  renowned family researchers leads to the conclusion that children who are traumatized and who develop Chronic Trauma Disorders are products of dysfunctional families, and that these individuals will create families with more dysfunctional than functional skills and patterns.    


The families with Chronic Trauma Disorder will be characterized by the same behaviors as those  of Schizophrenic families.  The families will present with enmeshment, overprotectiveness, rigidity, and lack of [appropriate skills for] conflict resolution.


Further the psychodynamic development of families as well as common sense suggests that children raised in dysfunctional families will have poorly developed "family-ing skills" because dysfunctional families are, as a result of their dysfunctional natures,  unable to offer functional models for the development of families.    


Characteristics of families with Chronic Trauma Disorder

1. Emotional illness is has transgenerational transmission.

2. Kluft's four factor theory  explains the development of multiple personality disorder  addresses both  genetic and social factors.  He speaks to the gene pool, the incidence of trauma, the reinforcement of dissociative processes in the internal and external environments of the child, and the lack of repair for the specific trauma.  

3. Individuals with Chronic Trauma Disorders have often learned to relate to others through double binds.

4. The collected body of research into abusive families points out that members in families in which atrocity occurs become immunized to abuse.  The immunization may result from repression, dissociation,  or learning.    

5. Percy and Davidson (1992) propose the following characteristics of the families of origin of clients with Chronic Trauma Disorder (with apologies to David Calof [1988]).

•
They are typically abusive.
•
The represent closed systems.
•
They have many No-talk rules and make threats to enforce the no-talk rules

•
Dissociation is fostered as a primary defense.  Dissociation appears intrapsychic and systemic.

•
They have a history of dissociative disorders;  schizophrenia or other apparent psychotic disorders seem to abound.  

•
The tendency is toward a pervasive sense of familial worthlessness relative to  the world.

•
Self-worth seems based only on performing well and winning approval.

•
Chronic double binds are present at all levels of interaction.

•
Family members often remain over-involved with adult children.

•
Family interactions are highly hypnotic with ritualized behaviors and trances.  

•
The families classify as multi-problem families.  

TREATMENT OF FAMILIES WITH CHRONIC TRAUMA DISORDERS

 We are concerned with several areas of Education and Treatment:  Education as a collateral treatment of the Family of Creation, Treatment of the Family of Origin, and Treatment of the Family of Creation.


The treatment of Chronic Trauma Disorder in individuals aims to promote safety, to build ego strength,  to create a climate for healthy communication or mutuality, and to bring together these factors in the healing process.  The treatment of families affected by Chronic Trauma Disorder is no different.  


Change can be quite difficult in families with Chronic Trauma because of the anxiety that inheres in Chronic Trauma Disorder.  

Education of  Family:  

Some clients with Chronic Trauma Disorder are unable, because of their illness to educate their families about their needs or about their concerns.  In these cases families are brought together to be educated by client and therapist (either the family or individual therapist) about the nature of  Chronic Disorder and the expectations that a family can have about the presentation of the illness.  The education also focuses on the issues in families in which a member has Chronic Trauma.  

Treatment of the Family of Origin
Families of  origin of clients with Chronic Trauma Disorder must be encouraged to change.  Because their dysfunction is probably the source of  the Chronic Trauma, the families have great difficulty changing. 

The families can be educated about changes: to open the system,  to strengthen the will of and belief in the family for its sake, and to enhance the communication and mutuality of the family.

If the family is unwilling to change, individual clients can be taught about systems theory, the limits on safety in the family, the restrictions on the client's growth because of the family's resistance to change , and the safe physical and psychological distance to be maintained from the family.

Treatment of the Family of Creation

The couple:

The family of creation must be educated about Chronic Trauma and prepared for the joys and trials of the treatment.  The treatment of the family is critical to keep all members of the family moving through the psychodynamic development.   

Frequently, treatment of Families with Chronic Trauma is focused on assisting the client with Chronic Trauma rather than the family.  When the individual with Chronic Trauma is the 


Even though couples and FOC can appear to be healthy their development will be marked by dissociation and denial.  The psychodynamic models of family development suggest that  partners in an apparently successful coupling will be drawn from comparable psychodynamic developmental phases.  


Couples may need guidance for each member to grow at the same rates.  Sexual counseling may be necessary.  Conflict resolution skills will be critical.  


Friendship networks can be like extended families of creation.  In families with dissociation the FOC is frequently  a “play family”.

A critical issue in the treatment  of the FOC is understanding that the marriage is a partnership and that no one member of the partnership is less important or is cut more slack than the other. The Joint Checking Account Analogy.
The family:

Members of the family of creation must be educated about the nature of Chronic Trauma; they must  be prepared for the changes that will come in the family.  And if the family does not change with the growth of  the individual  with Chronic Trauma, the whole system will stall.

ATTACHMENT A:  Theoretical Background for Davidson’s Premise

Without being unduly critical of  individuals with Chronic Trauma Disorders, we can say that they come from dysfunctional families,  that they form and enter dysfunctional families. 


The  necessity for family treatment for the families with individuals having Chronic Trauma Disorder finds its theoretical basis in the studies of families having a member with schizophrenia, diabetes, or anorexia.  

• The earliest  studies of dysfunctional families were done by Bowen (1978).  Bowen's research with schizophrenic families  suggested that they had an unhealthy stuck-togetherness that he described as the "undifferentiated ego mass".  Like all families these families had the foundations for their structures in  triangles.  However, in times of stress the schizophrenic families had their structures  become more rigid rather than more flexible to accommodate for the stress.

• In another early study of  schizophrenic families Wynne (1963) sought to explain the development of the thought (communication) disorders in the patients with  schizophrenia .  Wynne found the family relationships characterized by "pseudo-mutuality" and "pseudo-hostility"; further he found that these  schizophrenic families were impervious to therapeutic intervention.  Wynne called this illusion of welcoming input that was actually a rejection of input the "rubber fence".  

• Bateson and his colleagues, Watzlawick and Weakland, at MRI defined communication in  schizophrenic families in terms of doubles binds.  As they tried to shift the focus of pathology from the individual to the  system, they discovered that the  ill individuals in these families experienced pain and disruption and that the ill individuals always expected to be punished.  In an attempt to disqualify the meanings of symptoms (individually),  Bateson, Watzlawick, and Weakland noted that the identified patient was constantly trying to invent functional solutions in order to survive in an unstable setting.  (See Berger's edited work [1977],  Beyond the Double Bind.)

• Haley (1963) defined patterns of communication in  schizophrenic families in terms of Control Theory.  Haley proposed that  schizophrenic families were in constant denial and confusion because in their communication patterns all members were operating at two levels of meaning.  These levels are jammed together in such a way that  to respond at either level presents a self-contradictory situation -- paradox. Each member of the communicating dyad reports a statement but agreement on an appropriate response is predicated on the level at which allowable behaviors are defined.  Each member is trying to control the interaction.  

• Minuchin (1978),  basing his studies of  families with  diabetes and anorexia in research on  schizophrenic families, found that families with emotional disease are characterized by enmeshment, overprotectiveness, rigidity, and lack of [appropriate skills for] conflict resolution. 

• Laing (1978) described the adaptive behavior of people with Schizophrenia noting that their behaviors were normal responses to illogical experiences.  

ATTACHMENT B:
A Model For Working With Families In Which A Member Has Chronic Trauma Disorder.

Building a relationship, educating about multiplicity,  and discovering the structures and functions of the  emerging system with the family system.  

The goal of this cluster is to build a relationship between the therapist and the family  system and to  learn characteristic sand function s of the emerging  family  system.
•
building a relationship with the family.

•
developing common goals for family treatment.

•
developing a common language.

•
teaching about Chronic Trauma Disorder.

•
building self-care in the family for the family and its members (exercise, diet, chemical use, work stability, journaling.).

•
offering  problem solving skills around contractual agreements between client and primary therapist, and between the family therapist  and the family and individual with Chronic Trauma.

•
building trust with family members .

•
identifying and facilitating the limits on relationships with family and alter personalities.  

•
training family to facilitate containment as necessary.  

•
explaining the needs and functions of the CT patient’s  homework.

•
offering coping skills to build family's ego in presence of painful treatment.

Confirming the diagnosis and explaining the rigors of the CT patient's memory work.  

The goal here is the development of  safety in the family for supporting the early memory work  and for lending the family  sufficient mastery  to minimize being consumed by the CT patient's therapeutic work.   

•
acquiring agreements among family members about their issues of control and fear.  

•
modeling and offering nurturing in the family  to facilitate the family's caring for themselves.  

•
facilitating working relationships between identified patient  and family members.  

•
more educating about containment and preparation for identified patient's therapeutic work.  The issue is to keep the family from having to become the therapist.
•
organizing family and patient data for preparation of memory work.

•
supporting family's living in present while wading through the past.

Creating a functional family while identified patient is abreacting memories.  

The goal of this cluster is the sharing off knowledge among family members to ease their concerns and to support the  identified patient's abreaction of traumatic memories. 

•
pooling knowledge about family and patient's needs.

•
reviewing patterns of memories.

•
supporting the family as patient is reexperiencing traumatic memories (physically, emotionally, cognitively, behaviorally, spiritually).

•
facilitating the client's and the family member's safety during chaotic time in treatment.  

Educating the family about changes that result from finding the meaning of memories and facilitating the familial consequences of integrations.    

The goal of the cluster is the family's recognition of the existential  crises in the patient;  the  family's confrontation with the losses  resulting from the patient's traumata and the facilitation of  family  function  after  the treatment.  

•
clarifying for the family  the meaning of the abreacted memories.

•
identifying the existential crises that result in the family as a result of the patient's traumata.  

•
grieving the losses inherent in having a tortured family member.

•
resolving the family's pain that comes from changes in the patient.

Empowering the family's restoration  and building the family's future.    

The goal is the resolution of embedded losses resulting from   having  member with such a traumatic past and the confrontation with  crises  resulting from dramatic change in the family make-up.  

•
confronting new family existence with a "new" member.   

•
reviewing  losses that inhered in family's trauma before and during treatment.  

•
reconstructing no longer functional, outdated  family behaviors.

•
building new conflict resolution skills for the family's future.

•
letting go

ATTACHMENT C:   Specifics on Treatment When A Member Has Chronic Trauma Disorder [CTD]

	“IDENTIFIED PATIENT”
	SPECIFIC ISSUES TO BE MINDED

	
	

	Family Treatment/ Education of the Family of Origin
	• These families meet “standards” set out by Calof.

• Families or origin are often not amenable to change their old patterns.

• The best might be having the family become more open, more able to offer enough safety to the individual with CTD that the healing can happen, more communicative and more mutual.  [Sometimes distance offers these factors.]

	Individual in Family of Origin
	• Educate the individual with CTD about systems theory, about the limits on safe recovery in this system, about the impact of the family’s resistance on the individual with CTD, about new coping strategies, and about psychological and physical distance.  

• Sometimes the Family of Origin is unable to change, then individual with CTD must be encouraged to take distance.

• Individuals with CTD often build internal families that replicate their families of origin;  these lessons serve the individual treatment also.

	Family Treatment/ Education of the Family of Creation [when parent is individual with CTD]
	• Educate the family about the issues of CTD so that they are not caught unprepared, but insist that the family cannot treat the individual with CTD,  

• Help the family to learn and maintain appropriate boundaries, to do creative problem solving, to adjust to the changes that come with the recovery of the member with CTD, to develop appropriate communication channels.

• Many of these families are “fundamentally dysfunctional”.  Basic family work is often necessary.  

	Family Therapy for Children in Family of Creation
	• Often the kids take the brunt of the parent’s CTD.  

• They often need therapy as individuals as well as members of a family. 

•  Their parents’/family’s shortcomings show up as their developmental delays.  

• They need to be educated about their families and about their own issues.

	Couples in Family of Creation 
	• The couples must be pressed to build a partnership — the relationships cannot be need based!

• Sex therapy is often critical to maintain the partnership.  

• Reduce conflict, enmeshment, 

• Encourage individual without apparent CTD to attend psychotherapy in order to progress developmentally as other partner grows.  If not, two members of couple are projected into two different developmental phases.   

• Teach individual without apparent CTD enough to educate about CTD. 

• We assume that the couple’s therapist is not the individual therapist because of boundary and “loyalty” issues.  
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